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People caring for people & ¢ euvironwuent Reference NO: 0001
POLICY TITLE: QUALITY MANAGEMENT & IMPROVEMENT

Sunshine Coast University Private Hospital recognises that the principal responsibility for a patient’s care lies with that patient’s
doctor. Following consultation with doctors and clinical employees, and through reference to current industry best practice
standards, we have developed this policy as a minimum standard to ensure that optimal care is given to the patient. Facility
management and relevant employees must comply with this policy and ensure that these minimum standards are integrated into the
Hospital’s clinical systems and Employee’s individual practice.

Key Words:

Quality; Systems; Processes; Improvement; Accre/d}"[a@o?

POLICY STATEMENT:

Sunshine Coast University Private Hospital (SCU isCommitted to a systematic
evaluation of services / care provided by the hgspi o ensure that
improvement is constantly sought to maintain xceed levels of excellence

through the Hospital Quality Managemen m JQMS), Mission Statement and
the Ramsay Way Values.

e requirements of 1ISO 9001:2008 to:

The QMS shall comply with the proced
ervice, which will be achieved through

a) Provide a customer defined
regular customer consulta
mechanisms includi

b) resolving and preventing activities or incidents

ity to deliver a high quality service with a dynamic

e) f information provided by key national and international bodies to ensure

Sun Coast University Private Hospital maintains current legislative,
regulati

/

POLICY PURPOSE:

tandards and best practice compliance.

Thew approach is defined by the quality management system which complies

with 1SO9001:2008 and incorporates the core standards for safety and quality in
@care. Optimal standards of patient care and service delivery will be achieved
and maintained through:
e Compliance with Australian Standards, Department of Health Policies, Legislation
> and Accreditation Guidelines

® Development of a multi-disciplinary approach to Quality Management
® |dentification and realisation of opportunities for improvement
* Achievement of the most effective and efficient utilisation of resources for our

patients and shareholders

¢ Upholding the integrity of the organization
® Promotion of employee development
e Benchmarking via ACHS Clinical Indicator submissions and other external bodies
e Benchmarking via RHC Clinical Indicator submissions
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POLICY REFERS TO: * All employees of Sunshine Coast University Private Hospital
e (Casual & Agency employees engaged to work at SCUPH
* Employed Medical Officers
e Medical Practitioners accredited to work at SCUPH
EXPECTED OUTCOME: | e The Hospital will have a structured focus on Quality within the organisation
based on ISO 9001:2008, Core Standards for Safety & Quality in Healthcare & the
National Safety and Quality Health Service (NSQHS) Standards
e All departments will adopt a customer focused approach to quality
improvements through application of the ‘plan-do-check-act’ (PDCA) cycle
principles of quality improvement
* The Executive will be accountable for annual review of performance
improvement in the organisation and the Qu nagement System
(Management Review) )/j
DEFINITIONS: Quality Management System: the organis al sMes, processes, procedures
and resources required to implement qua ment.
Non-conformance: is any outcome that is not'theimplied or expected outcome of
QMS, for example: clinical incident, {@%l\m_,)
PROCEDURE / Sunshine Coast University Private\'ﬁl itdl) (SCUPH) is committed to providing
GUIDELINES: excellence in the quality of ca fces we provide to our customers. The
hospital achieves this by th tinupus evaluation of its key processes. The

AN

t Il departments /units and services set and
attain standards of excell in relation to employees, procedures and equipment
within the constrain

Quality impg # iyities form part of departmental business plans or are
entered intq the’/Quality Improvement Register. All activities are reviewed by the

| sources include regular financial reviews, cost benefit analysis,
ice utilisation reviews, employee performance reviews, and minutes of
meetihgs, education reviews, safety audits and incidents.
® (linical and patient related sources include - patient records, case reviews,
): patient care plans and incident reports, reports from infection control, patient
satisfaction surveys and clinical indicators.

Responsibility

Overall responsibility of the services provided is governed by the Chief Executive
Officer and Ramsay Health Care Board of Directors. The Medical Advisory Committee
is responsible for the promotion, co-ordination and review of medical quality
activities as per Ramsay Facility Rules.

Hospital Executive is responsible for establishing the strategic direction and
communicating this to employees. In collaboration between the Executive, Quality
& Risk Manager and Department Manager, an annual Quality Plan will be
developed.
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The Quality Management System (including the Quality Management &
Improvement Policy) is audited at regular intervals to monitor its effectiveness and
this occurs through the internal audit process. Recommendations from these reviews
are reviewed by the Executive Committee and any other relevant committees as
required.

The Quality Program is overseen by the Quality and Risk Manager (QRM) and
reports to the Chief Executive Officer and Director of Clinical Services. The QRM acts
as a resource on quality activities and facilitates the implementation and evaluation
of the Quality Management & Improvement program for all hospital departments

Department Managers hold overall responsibility for the Quality Program within
their department and is responsible for developingzanthkmplementing a Quality Plan
in their own department, as well as initiating a i
problem solving

The hospital committee structure has pge loped in order to promote a
multidisciplinary approach to quality im emgnt. Each committee has specific
responsibilities to ensure all aspects ¢ are team are monitored.

When planning for a sustainable pvement, the hospital promotes the use
of the Plan, Do Check Act Cycl mprovements as this process has been proven
to assist in implementing effed slistainable improvements

throughout the | which continually improves our customer satisfaction,
standards o

stem Standard by a recognised JAS-ANZ accredited certifying body;
wer all departments/units to develop an approach to quality activities
i whicH are customer focussed utilising the organisational processes provided;

AN

¢ |dentify those positions responsible for initiating each specific quality action with
set time frame;
< e Review and evaluate outcomes achieved through Quality Activities undertaken
> throughout the hospital during a twelve month period;
e Ensure co-ordination and integration of quality activities throughout hospital
departments/units using a team approach within a customer focussed quality
service environment;
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Model for a Successful Quality Improvement

Development Stage — ‘PLAN’

e Define policy/procedure to be reviewed or initiated, or
issue to be improved

e Collect baseline information and associated existing
policy/procedure, literature search, other RHC hospitals
and always review available best practice guidelines

e  Complete Corrective / Preventive Action form. Alert QRM.

e Liaise with key stakeholders

[ Brainstorm/plan corrective actions

e Build an outcome measure system to evaluate
effectiveness if change is required

®  Prepare for pilot sy

®  Present revised g gAted policy/procedure/quality
improvement at B

Revision Stage — ‘ACT’

e  Evaluate effectiveness of change/improvem
e Adopt Improvement

Revise any associated policy/procedure
Reward and recognise employee parti
Communicate changes

Update policy/procedure as nee y!
changes

e  Complete Improvement Regis

clinical or technology

Implementation Stage — ‘DO’

e Assign a person responsible to oversee pilot

e  Pilot tool or new activity / process

e Survey key stakeholders for feedback

e Keep track of recommended improvements and
update documentation

e  Provide feedback & progress to key stakeholders

Measurement Stage — ‘CHECK’
e Measure and present outcomes

to assist & verify results as required/requested
ults for all employees to review

!Sunshine Coast University Private Hospital management requires all employees to be

itted to:
-

v

Ensuring all aspects of the services and service delivery offered will be

focused on the identified needs of all our customers.

®  Promoting and maintaining "best practice" in all individual professional
roles.

e Individual responsibility for identifying professional development
requirements.

e Commitment to the health and safety policies

e Sharing the responsibility for promoting and improving the QMS.

e Individual responsibility for providing a timely and effective response to non-

conformance as per the Ramsay Risk Management policy.
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REFERENCES: e AS/ANZS ISO 9001- Quality Management Systems - Requirements
e AS/NZS: 4360:2004 — Risk Management
e HB 228: 2001: Guidelines for Managing Risk in the Healthcare Sector.
e HB90.8 — 2000 Healthcare Services —Guide to ISO 9001:2000
e Australian Standard AS2828 — 2012, Paper Based Health Care Records
e Australian Standard 4801:2001, Section 4.5.3. OHS Management Systems —
Specification with guidance for use
® Queensland Health Standards 2000 — Information Management Standards
RELATED POLICY: ¢ Non-Conformance, Reporting & Management (Ref 0006)
e Management of Preventative and Corrective Actions (Ref 0007)
e Internal Auditing Program (Ref 0009)
e SCUPH Quality Manual ﬁ(\
STANDARDS: e Australian Commission on Safety & Quality in Veé.tbg re (2011) National Safety
& Quality Health Service Standards (N S
e |SO 9001: 2008 Quality Management
Authorisation / (7 Cy
Ratification: - ) v Chief Executive Officer
Kimberley Pierce o (O
DOCUMENT HISTORY @
Prepared By Quality & Risk Com August 2013
Reviewed By (stakeholders) z August 2013
Approved By September 2013
Endorsed By September 2013

Date Implemented
Next Review Due

Document Control

Version 1 /L ial Release November 2013

This policy is
that they are cons

review by the date shown above, after which it may become invalid. Policy users should ensure
g the currently valid version of the document

NT
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O SUNSHINE COAST|
RAMSAY UNIVERSITY PRIVATE HOSPITAL |
HEALTH CARE

7

People caring for people & #¢ euvtroncent Reference No: 0002

POLICY TITLE: CONTROL OF DOCUMENTS

Sunshine Coast University Private Hospital recognises that the principal responsibility for a patient’s care lies with that patient’s doctor. Following
consultation with doctors and clinical employees, and through reference to current industry best practice standards, we have developed this policy as
a minimum standard to ensure that optimal care is given to the patient. Facility management and relevant employees must comply with this policy
and ensure that these minimum standards are integrated into the Hospital’s clinical systems and Employee’s individual practice.

Key Words: Document; Processes; Control

POLICY Documents that are used to define, direct and control delivery of our health care

STATEMENT: service shall be controlled to ensure that they are ry, accurate, up to date and
easily accessible to those employees that require touhdertake tasks. This policy
applies to all documents used within the ho%l, i ive/of labels

¢ All employees of Sunshine Coast Unive sMiv Hospital
e (Casual and Agency employees eng tow t Sunshine Coast University
Private Hospital

POLICY REFERSTO: | Employed Medical Officers
e Medical Practitioners accre t Sunshine Coast University Private
Hospital ﬂ
—
EXPECTED e Variation and/or d \\&Pe/ eliminated with document control and
OUTCOME: standardisation.

® Required forms,
easily accessible t

DEFINITIONS: 4 Fo = These are any internally generated document that are routinely used by
employees,or other users within the hospital (such as medical staff, patients etc), that
55|st in the delivery of the health care service. These forms include, but are not
to; Medical Record forms, that are required to adhere to Australian
< Standards; daily checklists (e.g. Housekeeping); Clinical Pathways; order forms etc.

Once forms have been written on they become records of a task having been
ompleted (see below). Forms, as with documents, MUST be controlled as they too
have the ability to affect the delivery of health care. Forms also can be revised or
reviewed from time to time.

Records — These are important documents used within the hospital as evidence that
certain activities have been performed and therefore records also need to be
controlled. The key difference between records and documents is that records are
usually written on and once this has occurred they cannot be altered or revised, BUT
documents can be updated or revised from time to time.
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Document Register — a register of all forms utilised by Sunshine Coast Private
Hospital and provides the history & version of such documents.

Documents — are any policies or procedures, work instructions, job descriptions,
orientation manuals, duty statements or patient information brochures that are
generated internally and used by the hospital or its’ employees to guide or direct
their delivery of health care. These documents MUST be controlled. Documents can
be revised or reviewed as necessary.

Control - This means that all documents / forms are approved prior to release with
approval authority & date visible. These key documents / forms are updated when
necessary & undergo re-approval, are legible and accurate and are available at the
point of use to assist employees and other users of the documents and forms, to

undertake their duties to ensure the delivery of care. A central register of
these key documents/forms will be maintained licy & Document Control
Committee, to ensure control is achieved & th st ¥g¢rsion of the document is

easily identifiable.

Policy
Policies are documented statements

ployees as to their responsibilities
_JNhey provide guidance, clarity and
ganisation. Policies are underpinned by
#d upon statutory and organisational
urrent best practice

Procedure — a set of writ instructions conveying the recommended steps for
correctly performing a la cedure.

Guideline—as rds/griteria, or specifications to be followed in performing
a certain tas

uctured and defined criteria required to complete a task that
er to demonstrate an ability to safely perform a procedure.

ealth and safety issues in performing a specific procedure or task.

workpla
i)mal Documents — These are documents that are designed and issued by
< organisations external to the hospital, but are used by the hospital or its” employees
@a guide them in their duties. These may include but are not limited to; service
manuals for equipment, patient information brochures, Government approved forms
or documents, legislative changes and Ramsay Corporate policies. These documents
must also be controlled and introduced for use in the hospital only after approval by
the Executive or CEO

Collectively: policy, procedure, guidelines & SOPs will be known as policy

documents.
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PROCEDURE /
GUIDELINES:

Ramsay Health Care (RHC) corporate documents provide minimum standards of
practice: hospital documents align with corporate process whist providing additional
direction. RHC corporate documents can be identified by the corporate logo and RHC
policy number, RHC will document control corporate documents.

Externally created documents:

A central register of documents/forms will be maintained by the Quality & Risk Co-
ordinator to ensure control is achieved & the latest version of the document is easily
identifiable.

Note:

Documents / records created by Ramsay Health Care will have document control
process managed by relevant department:

National Safety Team, Safe Operating procedure

s a risk contingency for failure of intranet access: All policy documents will be
intdined in a hard copy manual located in the Quality & Risk office and Executive

Office. The After Hours Manager will hold a copy of policy documents on a USB, it is
Ehe role of the Quality & Risk Co-ordinator to maintain currency of the hard copy
manual and the soft copy on AHM USB.
An exception to this process is CSSD where hard copy policy documents will be
available in the CSSD department. The CSSD manager is responsible for the currency
of the hard copy documents (local and HICMR)
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PROCEDURE / Development of SCUPH documents
GUIDELINES:
New Review of
documents documents
o
SCUPH Standardised
document template /
document control content
Reflect best practice
* through research
best practice
Developed by content expert
. . . standards,
b in consultation with key o
guidelines,
¥ stakeholders L
Legislation,
Support * 'O Australian Standards
with:
Formatting / Endorsed by department @
version Manager
control \/7
available /\ -
through * (VS /O
Quality Co- Approved by exegutive K
ordinator & officer
Admin %
support
N
1 g t control
4 SharePoint
*
d copies will be
uncontrolled
Quality & Risk Co-ordinator
updates document register
Governance Committee
monitors currency of policy
framework
New documents
To avoid creating duplicate documents consider the scope of current SCUPH & RHC
documents.
Prior to development of new Policy, guideline or SOP seek approval from department lead
and liaise with Quality and Risk Co-ordinator.
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Standardised templates & formatting

® Policy documents: SCUPH standardised templates will be utilised for all policy
documents. Form FO001, FO002, FO003, FO004, FO005.

e Policy documents will be written in: Calbri, font 11, line spacing 1.15

e All Other documents: All internally created documents will detail, as a minimum
requirement:

Document History:

Document Author (role) & date
Approved by (role) & date
Date Implemented

Next review
Document Control contact C?
Version control
Patient Information: Support with formatting is avaigbte Hrough marketing department.

Content expert

Nominated Content Expert is responsible for h
All documents are to be evidence ba refefences used being current and

elopment of document.

appropriate to topic.

The use of abbreviations is to id if used, spell the word/s in full followed by

the acceptable abbreviation e,g Improvement (Ql), blood pressure (BP).
All documents must be clea arked as DRAFT, before being forwarded to
Department lead.

Where applicable Fefeferenced using APA Style.

e development / review of policy document.

t Information: Consumer consultation is mandatory for all internally created patient
inforMation, this can facilitated through SCUPH Consumer Advisory Group or formation of
consumer focus group.

Department Manager & Executive approval
All documents require endorsement of the department manager and approval of the
reporting Executive member.
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Specialty

Department Manager:
to endorse document

Executive officer:
to approve document

Learning & Development

Development Manager

Governance: Quality & Risk Director Clinical Services
Quality Coordinator
Governance: Learning & Director Clinical Services

Governance: Health
Information Management

Health Information
Services Manager

Commercial Manager

Clinical: General

Assistance Director
Clinical Services

Director Clinical Services

Clinical:
Perioperative Services

Assistant Director of
Nursing
Perioperative Services

Director Clinical Services

/4

Clinical: ICU

Nursing Unit Manager
ICU

W Clinical Services

Commercial Services:
Catering Services

~
Catering Managw;bmmercial Manager
/N _C

Commercial Services:
Facilities Management
(Maintenance / Security)

Facilities I\/(a&
@

Commercial Manager

Commercial Services: {
Environmental Services

nvir\s\\vervices
\M{ g

Commercial Manager

AR

/- \

Commercial Services:
Administration <7

e
t & Patient
fjistration

er

Commercial Manager

Work Health &55\7 )_

)

Occupational Health &
Z’:\fety Coordinator

Commercial Manager

Infection Prevention &
Control Coordinator

Infection Prevent%%
Control N

Director Clinical Services

sion 1.0 is the initial release of the ratified document.

numbering for authorised and published documents always begins with 1.0, and

the number will only be modified after the first minor amendment to become 1.1.

Each major revision would result in the number to the left of the point incrementing by 1

and the number to the right of the dot point returning to zeroi.e. 2.0.

Example:

o] The approved and issued document is released as Version 1.0
o] Subsequent minor revisions will be Version 1.1

o] Major revision will be recorded as 2.0 or 3.0 etc
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Document Review
All documents will be periodically reviewed.
Role of Executive Officer to nominate appropriate review period in accordance with table

below:
Criteria Review period
Documents addressing high-risk areas (as identified in 1 year or more
SCUPH Risk Register). frequently if required.

Documents relating directly to the Quality Manual.
Policy detailing medication prescription and Nurse
Initiated Medications

Documents referring to Legislation or Standards. 3 years or more
Policy addressing medium or low risk area (as identified frequently if required.
in SCUPH Risk Register). f f

\
None of the above criteria apply. &j_/%ars or more
V/al r

equently if required.

7
All current documents will be published on the-iqtranget¥ja SharePoint.

SharePoint will trigger review requiremen policy-dpcuments to Quality & Risk Co-
Q and content expect to facilitate review.

ordinator who will liaise with Department Ma

Document Control Register

The Quality & Risk Co-ordina ill mamtaiy centralised document registers on which all
documents and forms in use at S are registered. This will include internal and external
documents.

The Document Register-incl the following aspects:

ner (where applicable)

- Location
- 0 r
p Authorising position
ate ap d/implemented
e last reviewed

view date/obsolete

dates for all documents will be monitored via the relevant Document Control

ality & Risk Co-ordinator role
Support with development of documents
Apply reference number to documents as per table below
Publication of documents on SCUPH intranet.

O O O O

Ensuring records management of documents in accordance with Control of Records
Policy (Ref 0002).

Ensure all documents will have appropriate document control as per this policy
Maintain Document Register of all SCUPH documents, forms, policies and relevant
RHC policy.
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Document Indexing

Specialty Reference number
(Forms will be prefixed with ‘F’)
Governance: Quality 001 -0999
Governance: Learning & Development 1000 - 1499
Governance: Health Information Management 1500 — 1999
Clinical:
General; Medical; Surgical; Oncology; Paediatrics; 2000 — 3899
Infection prevention; Allied Health
Clinical: Perioperative services 4000 — 4999
Clinical: Intensive Care Unit 5000 - 5499
Commercial Services: Catering services m 8500 — 8999
Commercial Services: Facilities Management w
(maintenance / security) P 7000 - 7999
Commercial Services: Environmental Services //J 6500 - 6999
Commercial Services: Financial Services & \,/
Administration o~ Gj/ 8000 - 8499
Work Health & Safety (} // \TJ 6000 — 6499
N\

Governance

Governance committee will itor liange with review and currency of

documentation.

Archiving Controlled Docu

¢ The Quality and Risk.C i r is responsible for archiving previous versions of all

do ete forms and other types of controlled documents.

of’
This will be p aﬁ d efectronically if possible and retained for a period of 7 years for
policies & praoceddres and 10 years for medical records or as per legislative

REFERENCES: . VGreen?Ib%Private Hospital (March 2013) Policies - Creating or Amending Documents

msay Health Care (2012) Clinical Governance Unit — Policy development policy
/ . : 2008 Quality Management System (4.2.3)

RELATED \\%icy template FO001

FORMS: . ideline template FO002 (CSSD FO005)

e SOP template FO003, FO004

¢ Medical Record Forms Management Policy

STANDARDS: e Australian Commission on Safety & Quality in Healthcare (2011) National Safety &
LEGISLATION: Quality Health Service Standards (NSQHSS 1)

® |SO 9001: 2008 Quality Management System (4.2.3)

Authorisation

/ Ratification: ) - Chief Executive Officer
Kimberley Pierce
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DOCUMENT HISTORY

Prepared By
Reviewed By (stakeholders)

Approved By
Endorsed By

Date Implemented
Next Review Due

Document Control

Version 1

Quality & Risk Coordinator August 2013

Chief Executive Officer August 2013
Director of Clinical Services
Assistant Director of Clinical Services

Executive Committee September 2013
Chief Executive Officer September 2013
November 2013
November 2016

Quality & Risk Coordinator

Initial Release November 2013

(s

POLICY VALIDITY STATEMENT

N~
This policy is due for review by the date shown above, after whm e invalid. Policy users should
o
v

ensure that they are consulting the currently valid version of th

@M
@
&
A
&
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DO

N SUNSHINE COAST |
RAMSAY UNIVERSITY PRIVATE HOSPITAL|
HEALTH CARE

Y 4

N People caring for people & the eavironument Reference NO: 0005
POLICY TITLE: CONTROL OF RECORDS

‘u

Sunshine Coast University Private Hospital recognises that the principal responsibility for a patient’s care lies with that patient’s
doctor. Following consultation with doctors and clinical employees, and through reference to current industry best practice standards,
we have developed this policy as a minimum standard to ensure that optimal care is given to the patient. Facility management and
relevant employees must comply with this policy and ensure that these minimum standards are integrated into the Hospital’s clinical
systems and Employee’s individual practice.

Key Words: Records; Retention; Storage

[
POLICY Records and documents created, received or used b((/ shime Coast University Private
STATEMENT: Hospital employees in the normal course of busine e property of the Hospital,

unless otherwise agreed. This includes repor mpiled by external consultants.

The Hospital’s records constitute corporate and as such are a vital asset for
siness activities and transactions.

Therefore, records are to be:

® managed in a consistent 2 ¢d manner;
® managed in accordance qlative guidelines and procedures;
° ad Misposed of, or permanently archived, in line

st University Private Hospital

POLICY REFERS .
TO: . engaged to work at Sunshine Coast University
[ ]
. oners accredited to work at Sunshine Coast University Private

EXPECTED
OUTCOME:

are maintained to provide evidence of patient care outcomes,
e with requirements and outcomes of the safety and quality systems.
cords is appropriate to protect their integrity and confidentiality for
guired retention period.

</
DEFINITIONS: cords — Are important documents used within the hospital as evidence that certain
have been performed and therefore records also need to be controlled. The
ey difference between records and documents is that records are usually written on
4 . .
%d once this has occurred they cannot be altered or revised

Control - Documents are approved prior to release — with approval authority & date
visible. Documents / forms are updated when necessary & undergo re-approval, are
legible and accurate and are available at the point of use to assist employees and other
users of the documents/forms to undertake their duties in the delivery of health care. A
central register of these key documents/forms will be maintained by Quality & Risk
Coordinator to ensure control is achieved & the latest version of the document is
available for use.
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DO

PROCEDURE /
GUIDELINES:

General Records

e Records are stored in a manner that preserves their physical integrity, legibility and
useability until the retention time has expired. Records provide evidence of
compliance to procedures and these are to be made available to internal auditors,
third party assessors for certification purposes, including compliance assessments and
by regulatory bodies for auditing, where it has been agreed.

e The preferred method of record destruction shall be shredding unless specified
differently by the Chief Executive Officer or regulatory authority.

¢ Confidential records are stored securely to prevent unauthorised access.

e Electronic records on all computers are backed up daily by the server with CD/DVD
copies locked on site.

® Integrity of electronic records is maintained through the use of anti-virus software
which is set to download updates automatically.

Medical Records
Refer to Medical Records Policies available via Shar nt

Back-up procedure:

Backups of information systems occur daily a re
responsibility of RHC Management Inforfration S
Backup Policy Framework.
http://vwidc95/sites/corporate/ITServices
Policy%20Framework.pdf

and Backup Procedure - MIS PRck » Procedure

naged by RHC MIS are the
ms - refer RHC IT Policy 9.10

gies%20and%20Procedures/Backup%20

Record retention and archivi

refer Medical Records p
[ ]

7

Master Copy Storage Location & Retention
Format Responsible Officer Period
N SharePoint
Polic d Procedures Electronic !
~ QRC
. . SharePoint -
/P% utes om%«gs Electronic are 'om . Indefinitely
A Executive Assistant
M IntWt Records Electronic SharePointQRC
N M Hard Copy / File Path
mployee Health 30 years
ploy electronic IC Co-ordinator ¥
Executive Office
¢ Rosters Hard Copy Executive 7 years
N . Executive Office
. Electronic & .
Education Records Learning & Development 7 years
Hard Copy
Manager
Riskman Database Entries | Electronic Ramsay Corporate 30 years
\E/Vn::ul::ltj\lgii: sitliljc:;iz; case | Hard Co R&RTWC Office 10 years
Py RTW Co-ordinator ¥
Notes
E tive Offi 7 t
HR/ Personnel Records Hard Copy xecu !ve e yea'rs p'os
Executive termination.
VMO / Credentialing Hard copy Executive Office 8 years
Executive
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Medical Records Adults: 10vr
Medical Records Hard copy Health Information Child: '28 \:
Manager i/
Medico-legal & other Hard co Executive Office 7yrs post last
correspondence Py Executive entry
Operating Theatre Electronic & Front Office Manager Indefinitel
register Hard Copy Medical Records ¥
. Executive Office 2yrs after last
Drug registers Hard copy Executive entry
External survey reports & Hard Copy Executive Office El?ercc:r(c:)?ijzzy
service agreements Electronic Executive Indefinitely
Financial Records Hard Copy Executive Office 8 years
Electronic Commercial Manager
Hard SAP
Purchasing Records ar copy 7 years
Electronic Supply
Safety Documents and H&S Of CV
Registers Hard copy WH&S &ﬁg@ 7 years
W, Office
Safety Data Sheets Hard copy Wf 5 years
&S’@Qger
Maintenance Records Electronic /@TM\W:: te Manager 3 years

(LD

REFERENCES:

e AS/ANZS ISO 9001- Quality Manag mé&'?)stems - Requirements

e HB90.8 — 2000 Healthcare S¢ ~Q@uide to I1SO 9001:2000

e Australian Standard

e Australian Standard
Specification with guidanc

®¢ Queensland Health {67 ds

Y2, a per Based Health Care Records
ection 4.5.3. OHS Management Systems —

— Information Management Standards

RELATED / POLICY:

—

e Control of Do

trieval of patient medical record

jon & Destruction

of patient medical records

IT policies:
\/'//vwidc95/sites/corporate/ITServices/Pages/PoIiciesandForms.aspx

IT Security policy

http://vwidc95/sites/corporate/ITServices/Policies%20and%20Procedures/IT%

20Security%20Policy.pdf

STANDARDS:

N

AS/ANZS 1SO 9001- Quality Management Systems - Requirements

e HB90.8 — 2000 Healthcare Services —Guide to ISO 9001:2000

e Australian Standard AS2828 — 2012, Paper Based Health Care Records

e Australian Standard AS4801:2001, Section 4.5.3. OHS Management Systems —
Specification with guidance for use

e Queensland Health Standards 2000 — Information Management Standards

Authorisation /

Ratification:

- - Chief Executive Officer
Kimberley Pierce
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N SUNSHINE COAST |
RAMSAY UNIVERSITY PRIVATE HOSPITAL|
HEALTH CARE

w7

People caring for people & the eavironument Reference NO: 0006
CONTROL OF NON CONFORMANCES, CORRECTIVE AND
POLICY TITLE: PREVENTIVE ACTION

Sunshine Coast University Private Hospital recognises that the principal responsibility for a patient’s care lies with that patient’s doctor.
Following consultation with doctors and clinical employees, and through reference to current industry best practice standards, we have
developed this policy as a minimum standard to ensure that optimal care is given to the patient. Facility management and relevant
employees must comply with this policy and ensure that these minimum standards are integrated into the Hospital’s clinical systems and
Employee’s individual practice.

Key Words: Continual improvement; Non-conformance; Corrective; Preventive; Risk

POLICY Sunshine Coast University Private Hospital will participate in the

STATEMENT: development & maintenance of a robust ri anggement program for the
identification, analysis, and management ofpg -conformances.
Non-conformances relating to health, ka Oy )property are documented via
Riskman Incident Reporting Syste on-copfgrmances relate to equipment

repairs are logged on online

conformances are managed SO as tQ pre eir recurrence.

Records of actions taken and t erit review are to be maintained as per

the Policies (Control of(&:cu / Cﬁrol of Records, Internal Audit program)

POLICY REFERS e All employees of Sunshife Coast University Private Hospital
TO: e (Casual and Agency emplo engaged to work at SCUPH
® Medical Practitig @ ccfgdited to work at SCUPH
Sy
EXPECTED o Effectivg’prar ewon—conformances facilitates the process of

OUTCOME: conti improvement and effective risk management.

iely recording and resolution of non-conformances, corrective and
ions and that the outcome of these actions is effective.

are aware of their responsibilities in the Quality Management
(QMS) cycle and are proactive in identification and elimination of
sauses of customer complaints and non-conformity.

DEFINITIONS: 0 N\%rmance — Any outcome or measure that does not meet the stated
expec ns of the health service product or the QMS. Expectations may be
implied or stated.

and information to identify causes for potential problems and thus eliminating

<mntive Action —is concerned with analysing the system using the available data
ppossible causes of nonconformity or patient/customer complaints.

Corrective Action — is generally initiated by the occurrence of a nonconformity,
patient/customer complaint, or similar event. Corrective action is taken to ensure
that the cause of a problem is identified and action taken to prevent recurrence of
the problem.

Continual Improvement — is a set of activities that an organisation carries out in
order to enhance its ability to meet requirements. This can be achieved by carrying
out audits, self-assessment, management reviews and benchmarking projects

Manual Title: Governance: Quality Facility Policy Number: 0006
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PROCEDURE /
GUIDELINES:

Non-conformance may include but are not limited to:
e C(linical Incident,
e Safety Incident,
e  Complaints,
e Qutcome of audit,
e Qutcome of external review.

Non-conformances such as identified hazards or incidents and complaints will be
treated as incidents/events and be entered into Riskman.

Non-conformances raised/identified through quality activities, internal audits and

committee meetings, external reviews are to be forwarded to the Quality & Risk

Co-ordinator.

onformances or process
jon Process Improvement Form
department manager

Employees may document the detai
improvements on the Corrective & Prey
located on the SCUPH Intranet and forwa

The relevant Department Managet i ,a-a the Corrective & Preventive Action

oé entive/corrective actions and allocate a
atirfg Code. The department manager is
responsible for analysis of [th em to determine the cause of the non-
conformance

Responsibility for
including review o
Department Man ¢d on the Corrective & Preventive Action Register as

the respongi ; copy of the completed and in-progress actions /
improvem®e gported to relevant Committee, Heads of Department
Committee(manthly) and Quality Improvement Committee.

Intent of review ist6 assess system that may have contributed to non-conformance

relevant preventative / corrective actions to prevent re-occurrence.

orrective & Preventive Action Form is to be forwarded to the Quality and Risk
Co-0 tor who will document the non-conformance on the Corrective &
preventive Action Register and allocate a register number for tracking. The register
located on SCUPH intranet site.

In management of non-conformance senior manager is to ensure adherence to
Jrelevant policy specific to non-conformance, for example: Corporate Clinical
Governance Unit, Clinical Incident Guidelines.

Where review of non-conformance identifies performance management concerns
these are to be reported to appropriate line manager for action.

Except in extraordinary circumstances, it is expected that non-conformances will be
closed out within a risk assessed timeframe.
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As a guide:

Extreme risk (RRR 1) : items will be required to be addressed immediately

High risk (RRR 2): items will be closed within 2 months

Medium/Low risk (RRR3 or 4): items will be closed within a 6 month timeframe.

Long term corrective actions will remain open on the register as projects progress.
All open items will continue to be reviewed on a monthly basis.

Management of non-conformance and effectiveness of preventative / corrective
actions will be measured as part of the ongoing audit system.

Verification of completion of corrective actions will be undertaken by an allocated
trained internal auditor with review for compli tracking through meeting
minutes as appropriate

REFERENCES: e AS/NZSISO 9001:2008 Quality Mana ent-Systems — Requirements
® Greenslopes Private Hospital (2012) nfpfmance Management &

Reporting
[ Zontrol of Non-conformance
jde to 1ISO 9001:2000

*  Nambour Selangor Private Hospita

e HB90.8-2000 Healthcar(?emj%e
/S~y

RELATED POLICY: Internal Audit Program&ef O({&@{/ ;)

RELATED FORMS e Corrective & Preventi Mister

e The Corrective & pPre ti tion Form
e Ramsay Risk Rat ry‘)

_/
LEGISLATION / e AS/NZS Mlity Management Systems — Requirements
STANDARDS: e NSQ tan
Authorisation /
Ratification: AV Chief Executive Officer
Kindecley Pierce
DOCUMENT HISTORY, \
Prepared By Quality & Risk Coordinator August 2013
Reviewed By (stgkeholders) Chief Executive Officer August 2013

Director of Clinical Services
Assistant Director of Clinical Services

Approved B Executive Committee September 2013
Endorsed By Chief Executive Officer September 2013
Date Implemented November 2013

Next Review Due November 2016

Document Control Quality & Risk Coordinator

Version 1 Initial Release November 2013

POLICY VALIDITY STATEMENT
This policy is due for review by the date shown above, after which it may become invalid. Policy users should ensure
that they are consulting the currently valid version of the document
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BN SUNSHINE COAST |
RAMSAY UNIVERSITY PRIVATE HOSPITAL |
HEALTH CARE

LV 4
People caring for people & ¢ euvtronwent Reference No: 0009

POLICY TITLE: INTERNAL AUDIT PROGRAM

Sunshine Coast University Private Hospital recognises that the principal responsibility for a patient’s care lies with that patient’s doctor.
Following consultation with doctors and clinical employees, and through reference to current industry best practice standards, we have
developed this policy as a minimum standard to ensure that optimal care is given to the patient. Facility management and relevant
employees must comply with this policy and ensure that these minimum standards are integrated into the Hospital’s clinical systems and
Employee’s individual practice.

Key Words: Audit; compliance; non-conformance

POLICY Sunshine Coast University Private Hospital is co 0 a systematic evaluation

STATEMENT: of services / care provided by the hospltal a re that improvement is
constantly sought to maintain and exceed ence through the Hospital
Quality Management System (QMS), Valu Ramsay Way Values
The audit program at Sunshine Coas jversi rivate Hospital will concurrently
verify compliance with the Natio S Quality in Health Service (NSQHS)
Standards.

' N
POLICY REFERS e All employees of Sunshin iversity Private Hospital

TO: e Casual and Agency,employee ed to work at SCUPH

* Medical Practition%c@ i work at SCUPH
EXPECTED ® Sunshine Coast Nivate Hospital exhibits a Quality Management
OUTCOME: System that is ef i assisting the organisation achieve its goals.

Private Hospital has an effective Internal Audit

& Quality Health Service Standards, requirements of
eensland Private Health Regulatory unit and Work Health & Safety Act &

R ion (QLD) 2011
DEFINITIONS: '\Qﬁqal aqu: Employee who has completed Internal Auditor Training Program
PROCEDURE / Thewal Audit program evaluates the Quality Management System as a whole,
GUIDELINES: to ensure it is effective in assisting in the achievement of predetermined

["organisational goals.

An internal audit process is a proactive risk management tool and can be seen as
just another way of ensuring continual organisational improvement. Internal audits
are important verification tools for the Quality Management System (QMS) of
Sunshine Coast University Private Hospital (SCUPH).

V.

The purpose of the policy is to delineate the minimal auditing processes and detail
the responsibilities that are required to ensure that the QMS meets the quality
requirements of ISO 9001:2008.

SCUPH Internal Audit Program (including support audit tools & check sheets) is

accessible on SCUPH intranet (via SharePoint).

Manual Title: Governance / Quality Facility Policy Number: 0009
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The role of the Quality and Risk Co-ordinator is to develop, maintain and monitor
the SCUPH Internal Audit Program.

Audit Program will be reviewed annually to ensure that the scope of the program is
meeting the requirements of the Quality Management System and incorporates
organisational high risk areas.

Audit program consists of four phases:
e Routine Check Schedule
e Departmental Audit Schedule
e Internal Audit schedule
e (Governance.

Routine Check Schedule

At a departmental level detail require s, rationale, nominated officer and
frequency for completion of routine ch ny identified variance/s to be
rectified without delay.

Departmental Audit Schedule
Routine and systemic revie
Safety & Quality Health Servia

Audits are undertaken inated employee who is require to possess the
relevant skills and nowledge but does not have to have undertaken
Internal auditor trai

Su y of departmental audits to be tabled at relevant organisational

mmi This process will be managed by Quality & Risk Co-ordinator.

audit schedule
InternabNdudits will be undertaken by trained auditors who have completed Internal

Auditor Training Program.

Undertaking internal audit:

JRefer also flow chart (page 5)

e Auditors will not audit their own work, but may audit their organisational
department

® Audit will be conducted in a professional, impartial and non-threatening way

e Auditors will liaise with relevant manager of organisational unit prior to
undertaking review to arrange an agreed day for the audit to be undertaken

e  Will review relevant documentation, discuss with workers and consumers and
observe actions of workers

e Discuss findings with relevant manager
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On completion of Internal audit,

®  SCUPH internal audit report will be completed

e The auditor will report on variance from planned activity (non-conformance) on
the Corrective & Preventive Action Form

® Internal audit report will be circulated to appropriate managers and tabled at
relevant organisational committees

® Preventative or corrective actions will be entered into SCUPH Corrective &
preventive Action Register and be managed in accordance with SCUPH Policy
Control of Non-conformance, Corrective & Preventive Actions (Ref 0006).

Governance schedule

Details the reporting to organisational com
organisational review and meet requirement
Health Service Standards, Work Health & S

Audit tools

Audit tools are developed by appr akeholders and basedavailable as

an electronic resource on SCUP page (SharePoint). Tools will be

periodically reviewed (as requi um 3™ yearly). SharePoint will trigger
review requirements to Quality & Ri kﬂo—ordinator to facilitateitate review.

REFERENCES:

N4
Mnagement systems — Requirements.

ional Ltd, Sydney.

e AS/NZSISO 9001:
Standards Australia Int
e HB90.8 —2000.
International Ltd

RELATED FORMS:

chedule and associated tools.
Preventive Action Form

/ Preventive / Improvement Register

j\ ernal Audit Flowchart

. Ohahly Management & Improvement (Ref 0001)

RELATED
POLICIES: e Control of Documents (Ref 0002)
e Control of Records (Ref 0005)
< e Control of Non-conformances, Corrective & Preventive (Ref 0006)
Je  RHC Risk Management Framework
LEGISLATION/ e |SO 9001:2008 Quality management systems
STANDARDS:

® National Safety & Quality Health Service Standards
e Queensland Private Health Regulatory Unit.
e  Work Health & Safety Act & Regulation (QLD) 2011

Authorisation /
Ratification:

Chief Executive Officer

Kimberley Pierce
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Internal Audit Flowchart

Determine process to be audited as outlined in
SCUPH Audit Schedule

!

Assigned auditor assists with the development of checklist/audit tool
based on documented processes using audit template

' =

Auditor to advise Ward/Department Manager of i and scope
of audit that will be covered
i

re there

any non-
conformances
found from the
audit?

Report to Manager
Closing meeting
Discuss corrective
actions

Document and
conduct closing
—®  meeting with
Manager

C th follow-up
Audit to verifyseffectiveness
of corrective actions

A

Document findings in Audit Report and forward
to QRC for recording.
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vate 3 (Reforber 2013
Parties

Sunshine Coast Hospital and Health Service ABN 21 667 257 934 of Nambour
General Hospital, Hospital Road, Nambour, Queensiand (SCHHS)

Ramsay Health Care Australia Pty Limited ACN 003 184 889 el 9, 154 Pacific
Mighway, St Leonards, New South Wales (Operator) O

@

Background

A QH and the Operator entered into the S'c o Agregment under which QH
engaged the Operator to provide the Conttagled Services at the Facility.

B By transfer notice dated 18 June 20 he! Services Agreement was

it of the transfer notice, the
Agreement,

C The SCHHS and the Operator n ish to vary certain aspects of the Services

Agreement on the terms Wﬂi

Agreed terms

is document

entis plemental

{ is supplemental to and constitutes a variation of the Services
d the Services Agreement will be construed and take effect from

1.3 Inconsistency

To the extent that any provision of this document and any provision of the
Services Agreement are Inconsistent or conflicting, the inconsistent or
conflicting provision of this document takes precedence over and will be and
constitute an amendment of the Services Agreement, but cnly to the extent that
such provision is inconsistent or confiicting with the Services Agreement.

9065815/8 page 1
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Corrs Chambers Wesigarth

2 Definitions
In this document:

(8 capitalised terms used but not defined in this document have the same
meaning given in the Services Agreement, unless the context otherwise
permits; and

(b) these terms have the following meanings:

Business Day A day which is not a Saturday, Sy
holiday in Brisbane.

the parties.

Effective Date The date this document Is | et
Services The Services Agreement parties dated 4
Agreement April 2011.

QH The State of Queensl# pugh the Depariment of

3 Amendments
The parties agree that on and
is amended as set out in this

3.1 References to QH

Except where the £0n : i
‘%s services Agreement are taken to be references to

3.2 Schedule 1 {(Mandgement), Part 1 (Specification), section
5.3(bX

1) of Part 1 of Schedule 1 to the Services Agreement is deleted
faced e following:

end copies of the Public Patient Record (either electronically or in
copy, whichever format is requested by SCHHS) o SCHHS no
laterthan 5.00pm on the next Business Day after the request is made,
provided that if SCHHS requires the Public Patient Record urgently

e Operator shall provide the Public Patient Record to SCHHS as
soon as practicable; and"

3.3 edule 1 (Management), Part 1 (Specification) section 6.3,
Table 1(a)

Table 1(a) in section 6.3 of Part 1 of Schedule 1 to the Services Agreement is
deleted and replaced with the new Table 1(a) sef out in schedute 1.

34 Schedule 1 (Management), Part 1 {(Specification), section 6.3,
Table 1(b)

Table 1(b) in section 6.3 of Part 1 of Schedule 1 fo the Services Agreement is
deleted and replaced with the following:

a0B5815/8 page 2
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Table 1(h): Baseline Average WAU Per Referral

Service Stream Average WAU per referral
General Medicine 1.13
Gastroenterology 0.52
General Surgery 1.15
ENT //%0:37
Orthopaedics KK//’B?)
Plastic Surgery = 67
Urology k%) 1.06
Angiography %\ 4// 1.20

3.5 Schedule 1 (Management}, Pa @;tion), Attachment B
Aftachment B to Part 1 of Schedulg :

replaced with the new Attacfiment Bih&chedule 2.
3.6 Schedule 2 (Performance dards), Part 1 Specification,

Table 4

Table 4 in section 2.2 of of $chedule 2 to the Services Agreement is

deleted and repla ith ing:

Table 4: Activity Limited (in WAy@Lui;tream
201314 \\/<2014ms 2016/16 2016/17 2017118
Service Stream | Lower / Upper L&-@ Upper | Lower | Upper | Lower | Upper | Lower | Upper
Gengr‘al \
Medicine
Gastroenterology ]
General Surgey; 1
ENT >
Onhopaediw% ]
Plastic Surgery Q |
Urology i
Anglography | i | i 1 i | I i
8065815/8 page 3
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4 General

4.1 Legal costs

Except as expressly stated otherwise in this document, each party must pay its
own legal and other costs and expenses of negotiating, preparing, executing
and performing its obligations under this document.

4.2 Amendment

This document may only be varied or replaced by ad executed by the
parties.
4.3 Waiver and exercise of rights

(@) A single or partial exercise or waiver by & part right relating to this
document does not prevent any other & of that right or the
exercise of any other right.

(b} A party is not liable for any loss, cqs! e of any other party
caused or contributed to by the waive greise, attempted exercise,

failure to exercise or delay in rciseof a right.

4.4 Rights cumulative

Except as expressly stated o
under this document are cupnd
that party.

4.5 Consents

document, the rights of a party
d are in addition to any other rights of

4.6

4.7

the laws applicable in Queensiand.

agh party irrevocably and unconditionally submits to the non-exclusive
jurisdiction of the courts exercising jurisdiction in Queensland and any
courts which have jurisdiction to hear appeals from any of those courts
and waives any right to object to any proceedings being brought in those
counrts.

4.8 Assignment

(@) A parly must not assign or deal with any right under this document
without the prior written consent of the other parties.

(b)  Any purported dealing in breach of this clause is of no effect.

2065815/8 page 4
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4.9 Liability
An obligation of two or more persons binds them separately and together.
410 Counterparts

This document may consist of a number of counterparts and, if so, the
counterparts taken together constitute one document.

411  Entire understanding

(a) This document contains the entire understandin n the pariies as
to the subject matter of this document.

(b}  All previous negofiations, understandings, repres ions, warranties,
memoranda or commitments concerning ubject matter of this
document are merged in and supersede cument and are of no
effect. No party is liable to any other in ct of those matiers.

{c) No oral explanation or information provi ny party to another;

() affects the meaning or inferpret this document; or

(i)  constitutes any collatera
betwaen any of the parii

4.12 Relationship of parties

This document is not inten reate’a parinership, joint venture or agency
relationship between the

gerpient, warranty or understanding

413 Construction
Unless expressg

(& words in theSingtlar include the plural and vice versa;
(b)  any gender includey the other genders;
(c)

or phrase is defined its other grammatical forms have
rresponding meanings;

des’ means includes without fimitation;

construction will apply to a clause to the disadvantage of a
party merely because that party put forward the clause or would
ise benefit from if;

a reference to:

()  apersonincludes a partnership, joint venture, unincorporated
association, corporation and a government or statutory body or
authority;

(i) aperson includes the person’s legal personal representatives,
successors, assigns and persons substituted by novation;

{iiy any legislation includes subordinate legislation under it and
includes that legislation and subordinate legislation as modified or
replaced;

9065815/8 page 5
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Conrs Chambers Westgarth

(iv) an obligation includes a warranty or representation and a reference
to a failure to comply with an obligation includes a breach of
warranty or representation;

(v) arightincludes a benefit, remedy, discretion or power;
(vi) fime is to local time in Brisbane;

(vi) ¥ or 'dollars’ is a reference to Australian currency;

(viif) this or any other document includes the do as novated,
varied or replaced and despite any chang iganlity of the
parties;

(ix) writing includes any mode of represgpti reproducing words in
tangible and permanently visible fo ingludes fax
fransmissions;

(x} this document includes all schgd nnexures to if; and

{xi} a clause, schedule or annexure rence to g clause,
schedule or annexure, seTmay be, of this dosument;
(g) ifthedateonorbyw ny ust be done under this document is
us

jch a
not a Business Day, the one on or by the next Business

Day; and
(h) where time isto be edby reference fo a day or event, that day or
the day of that even cluded.
414 Headings Q
Headings do ndt & he-intarpretation of this document.
415 Deed
This document is a deed>Factors which might suggest otherwise are to be
disregarcte
9065815/8 page 6

Deed of Variation - Senvices Agreament

D@ H C’D L 14/155©@@| Document 34




Corrs Chambers Westgarth

Schedule 1

New Table 1(a): Baseline Monthly Referral Percentages

Service Stream Jul Aug Sep

Qct

Apr " lMay

General Medicine

Gastroenterology

Urology
Angiography //\\

General Surgery

ENT

Crthopaedics

Plastic Surgery X

Nov Dec Jan ' %!{( )
N

t Jun

Total

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

8065815/8
Deed of Variation - Services Agreement
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Schedule 2

New Attachment B: Initial Activity Forecast

Monthly Referral Targets by Service Stream /\%
L\,

Service Stream | Nov 2013 | Dec 2013 | Jan 2014 | Feb 2014 Maﬁgcgaf (WA&CMW 2014 | Jun 2014 | Total
: ~",

General Medicine \\/

Gastroenterology @

General Surgery ]
ENT T
Orthopaedics X ]

Plastic Surgery

Urology

Angiography

L 1 i | | | |

M

9065815/8 page 8
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Monthly Referral Limits by Service Stream

Service Stream Nov 2013 | Dec 2013 |[Jan2014 | Feb 2014 | Mar 2014 Apr 2014 | May 2014 2014 | Total
General Medicine ’

Gastroenterology

General Surgery %
ENT

Orthopaedics

Plastic Surgery

Urology @

Angiography

Quarterly Percentages

Quarter Percentage

October — December
January — March A

April = June \\
N

9065815/8 page 9
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Execution

Execufed as a deed.

Executed by the Sunshine Coast )
Hospita! and Health Service by its )
chief exectitive in the presence of; )

.......................

~Witdess Kevin

G MNEAOMRED ...
Name of Witness (print)

.........

Executed by Ramsay Health Care )
Australla Ptv Limited \

Company Sﬁcretarlei?eﬁnr Sirector /N
.......................................................................... S0/ 2003
Name of Company Secreta Name of Director (print)

{pring)

8065815/8 page 10
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Your impressi
Your impressions are-importa us, and we would love to hear what you think
about your stay hé e this card to jot down your thoughts and hand it to a

. L

member of sta it T0 reception on discharge.

Q

Ward (optional)

SUNSHINE COAST]|

UNIVERSITY PRIVATE HOSPITAL |

DOH-DL 14/15-008 socunen s




Yes No N/A
My admission was handled smoothly L] ] L]
L0 10 1/21=18 1 S SO O
My room was clean and pleasant L] L] L]
COMMIBIILL e et 1 e 8 5
My meals were nutritious and appetising L] L] []
COMMENT. et s s
Nursing staff were attentive to my needs
COMMEBNT. st e ettt
Visitors were made comfortable and welcome by stz

(e ] 3012 07 11 S

Staff listened to and acted on my reque

COMMEBNL. ot

HOW CN WE TIMPTOVE? oottt s

Follow up

Would you like a hospital representative to phone you?
If YES, please include your name and best daytime contact telephone number below.

Name ... e 1R1CPNONG MUMBEN ot

D@ H :D L 14/15:©@@| Document 40
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]
People caring for people [EiSWINGVE

HEALTH CARE

The Ramsay Vlsnb

Ramsay Health Care is committed to
leading provider of health care services b

The Ramsay Way

We are caring, progressive, enjoy our work and
use a positive spiiit to succeed

We take pride in our achievements and actively seek
new ways of doing things better

\\Ve value integrity, credibility and respect
for the individual

e build constructive relationships to achieve positive
outcomes for all

encouraging the value of people and teams

We aiin to grow our business while maintaining sustainable
levels of profitability, providing a basis for stakeholder loyalty

Sunshine Coast University Private Hospital . i

Quality Manual (Attachment - TOR) L] s Ll ey

Version 1.0 Page 2 of 41 Endorsed: September 2013
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COMMITTEE SCHEDULE (2013) ALL COMMITTEES SHALL MEET BEFORE THE END OF 2013
Committee Chair Secretariat Frequency Nov Dec
SCUPH Executive (inc emergency planning ) CEO Executive Assistant Monthly
Medical Advisory Committee Elected MAC Chair Executive Assistant Quarterly
Credentialing VMO Executive Assistant Quarterly
Clinical Review Committee Medical VMO Q&R Admin 6 monthly
Clinical Review Committee Surgery & Anaesthesia VMO Q&R Admin 6 monthly
Consumer & Community Advisory Committee DCS Q&R Admin [ Quarterly
Quality Improvement Committee CEO Q&R admin ( ( 0 onthly
Information Management ™M Executiv,e@sta\tv gﬂ)arterly
WH&S Committee Elected HSR / employee rep Q&R Aé@n/_\ N Qarterly
HR Committee HR Coordinator AM ) Quarterly
Infection Prevention & Control IC Coordinator @&)&}\dmyh// Quarterly
Pharmacy & Therapeutics (incl antimicrobial stewardship) Pharmacist Y )@8@ AQW Quarterly
Theatre Management Committee Perioperative Serviceg/l\(lanagge/r/>> \Q\&B/p(dmin Monthly
Heads of Department meeting CEO \\ \ 7 1) Exécutive Assistant Monthly
Clinical Leadership Meeting DCS \\ \\// Executive Assistant Monthly
Departmental meetings HOD /7O \\ Nominee Monthly
\ NV

Sunshine Coast University Private Hospital
Quality Manual (Attachment - TOR)

Valid from: November 2013

Version 1.0

Page 3 of 41

Endorsed: September 2013
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COMMITTEE SCHEDULE 2014

employee rep

Committee Chair Secretariat Frequency Jan Feb Mar Apr May | Jun July Aug Sep Oct Nov Dec
SFUPH Executive . CEO Exe.cutlve Monthly
(inc emergency planning ) Assistant
. . . Elected Executive
Medical Advisory Committee MAC Chair Assistant Quarterly .
i b
Credentialing VMO Exe'cutlve Quarterly O)
Assistant N
Chm(.:al Review Committee VMO Q&R Admin 6 monthly /C- \\_/
Medical N 0\
Clinical Review Committee . 7 \ Y
Surgery & Anaesthesia VMO Q&R Admin 6 monthly C 2 \ch/
C &C it ~ N~
on.sumer Ofnm“”' y DCS Q&R Admin Quarterly @
Advisory Committee
Quality Improvement . Q
Committee CEO Q&R admin Monthly —~ N—1
. Executive (/ L
Information Management (@)Y Assistant Qu/ap?/eﬁ_\\\ ( / ),) \>
N—
WH&S Committee Elected HSR / Q&R Admin W(\\//

HR Committee

HR Co-ordinator

gy

QW i
//@%&’-\d min\
Q&R in

Infection Prevention & Control IC Co-ordinator c Quarterly
i L

tharmac'y & Thgrapeutlcs . Pharmacis Quarterly

(incl antimicrobial stewardship) A

Theatre Management Perioper tl\f/( R Ad\n:in Monthl

Committee Services na‘gé\:G % Y

Heads of Department meeting CEO i)::::sl:::f Monthly
Executive

Clinical Leadership Meeting DCS X . v Monthly
Assistant

Departmental meetings HOD Nominee Monthly

DOH-DL 14/1!

Sunshine Coast University Private Hospital
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SUNSHINE COAST |
UNIVERSITY PRIVATE HOSPITAL |

HOSPITAL COMMITTEES

OBJECTIVE

To promote efficient and effective hospital operations.

POLICY

All formal committees must have documented Terms of References, and where relevant, key performance
indicators (KPIs).

Committees must be evaluated annually to ensure they are effective and must p
their activities (see “Committee Evaluation Form”).

All policies, procedures /Guidelines & SOP’s must be ratified by an appropriat ittee.

d departmental meetings.

PROCEDURE
Minute Taking

Minutes format numb
is recorded as 20.6.

Executive ManagementCormmittee.
Responsibilities of Committee Members
Chairperson
e Confirm Terms of Reference (TOR) for new committees. Annually review TOR and perform an annual
committee evaluation (with assistance from the QI Department).

e  Formulate an agenda in conjunction with the minute secretary.
e  Chair the meeting ensuring:

— smooth functioning of the meeting;

— appropriate time management of meetings;

— agreed actions are summarised and clarified; and

— The discussions are relevant to the TOR.

Sunshine Coast University Private Hospital . .
Quality Manual (Attachment - TOR) Valid from: November 2013
Version 1.0 Page 5 of 41 Endorsed: September 2013
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DO

Contact members who do not attend regularly and recommend replacement where appropriate.

Minute Secretary

Members

Departmental Meetings

Formulate an agenda in conjunction with the Chairperson and circulate to members at least one week
prior to the next meeting.

Use the Agenda Template as per form “Committee Agenda Template”.

Book venue and catering as required in conjunction with the Executive Secretary if required.

Take the minutes, clearly identify what actions are required, the person responsible and timeframes
(use the Minute template as per form “Committee Agenda Template”).

Process and distribute minutes within 7 working days following meeting.

Retain the ‘original’ copy of the minutes and take these to the next meeting for the Chairperson to
sign.

Forward signed ‘original’ to the appropriate Executive Secretary. Minute records being forwarded for
inclusion in the hospital’s ‘original’ records must contain any tabled documents or copies of
presentations.

Committee Minute Secretary to be nominated for all formal hospital co
of liaison meetings as per the Summary of Committee Structure.

$ with the exception

Maintain confidentiality of all minutes and all issues discussed.
Disseminate relevant information back to individual units.
Identify actions required and expected timeframes.
Attend all meetings on time.

Be seen to support the decision of the group.
Any member who does not attend three consecutivg

to involve all staff in the management and

Regular departmental meetings provide an opport
performance of the department.
Departmental Meetings are to be held a mi /m §fjonce per month.

Agendas are to be written prior toatfim and displayed in a prominent place e.g. staff notice
board. Clinical departments are g se|the Agenda template as found in form “Clinical Department
i tilise the template as per form “Non-Clinical

Department Agenda”.
All members of the department sho
allied health professio

discussed.
A copy of the Departmental Meeting minutes is to be sent to the department manager e.g. Ward
meeting minutes will be sent to the relevant Assistant Director of Nursing Services.

Sunshine Coast University Private Hospital . .

Quality Manual (Attachment - TOR) WAl i LR e 2
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Working Groups
A working group is formed to address a specific project or issue. This may be department focused or across
various specialities. Working groups may also be formed under specific hospital committees.

Terms of Reference

Competencies: Nil

Contact:

Maximum members for a working group are 8.

A team leader should be nominated to coordinate the progress and provide regular reports to the
appropriate personnel.

At the commencement of the group, clear objectives need to be developed. A Gantt chart may be
used to identify each of the steps and the timeframes.

A nominated person is to collate minutes and working documents for accreditation purposes.

All issues are to be briefly documented and actions are to be clearly identified i.e. what is done, by
whom and when.

Minutes are to be distributed to all committee members and a copy should also be forwarded to the
Administrative Assistant, Quality and Safety for saving onto the | drive.

All “actions” from the previous meeting are reviewed at the following meeting to ensure that
appropriate outcomes have been achieved.

All Terms of Reference clearly indicate what data, clinical incidents, clinicalddicators and adverse
events a committee is responsible for.
Terms of Reference are coordinated by the Quality and Safety U

An electronic copy of each Committees TOR is kept on the | Drive

All Terms of Reference are reviewed on an annual basis.
Role of the Quality & Safety Unit
Maintain Terms of Reference

Annual evaluation of all committees.

Hospital Committee Meeting Template
Committee Agenda Template
Departmental Meeting Template
Clinical Department Agenda Temp,
Committee Evaluation Forms
Non — Clinical Departmental
Meeting Action Sheet

Quality ety inator

Developed: August 2013

Approved by:

Authorised by: Chief Ex

inical Services
Improvement Committee

utive Officer

Quality

Sunshine Coast University Private Hospital

Manual (Attachment - TOR) Valid from: November 2013

Version 1.0 Page 7 of 41 Endorsed: September 2013
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DO

SUNSHINE COAST |
UNIVERSITY PRIVATE HOSPITAL |

TEMPLATE SAMPLE:

AGENDA OF MEETING
XX COMMITTEE
TBA
9.00AM XX Room

MEETING NUMBER 1

1 Present

2 Apologies

3 Confirmation of Previous Minutes @

4 Review of Actions from Previous Minutes

Refer Action Sheet
5 Quality & Risk

7 Financial / Budget Performance
8 Learning & Development @
9 New Business
9.1 Audits
9.2 Capex
10 Next Meeting TBA QOO
Item # Discussion ion By Whom Date Status

48/08 10.6.3 Heal un xx to.... XX In progress

6 Work Health and Safety \@

NB:
Once an item ha\g gompleted this can be removed from the table of actions for the agenda copy.

Sunshine Coast University Private Hospital . .
Quality Manual (Attachment - TOR) Valid from: November 2013

Version 1.0 Page 8 of 41 Endorsed: September 2013
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SUNSHINE COAST |
UNIVERSITY PRIVATE HOSPITAL |

TEMPLATE SAMPLE:
To: -
XX
XX
XX
XX

Minutes taken by xx

MINUTES OF MEETING
XX MEETING
TBA
MEETING NUMBER 1

Chief Executive Officer
Chief Executive Officer
Director of Clinical services

Assistant Director Perioperative S{f?s

1 Present @
2 Apologies
3 Confirmation of Previous Minutes @
4 Review of Actions from Previous Minutes @
Refer Action Sheet
5 Quality & Risk \
6 Work Health and Safety

7 Financial / Budget Performance
8 Learning & Development
9 New Business

9.1 Audits

9.2 Capex \
10 Next Meeting in the xx Room

Item #
48/08
1/09

2/09 1.6.1 Audit

SIGNATURE

%

CHAIRPERSON

NB: Once an item has been completed this can be removed from the table of actions for the minutes copy.

Action By Whom Date
xx to.... XX date
XX to..... XX date
Everyone to..... XX

DATE

Status
In progress
In progress

In progress

Sunshine Coast University Private Hospital
Quality Manual (Attachment - TOR)

Valid from: November 2013

Version 1.0

Page 9 of 41 Endorsed: September 2013
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SUNSHINE COAST |
UNIVERSITY PRIVATE HOSPITAL |

SAMPLE :
5-MINUTE COMMITTEE EVALUATION (MEMBERS)
To be completed by all committee members

Committee Name:

Please rate your agreement with the following statements by circling the number on the scale provided. The
higher the number the more satisfied you are.

Strongly Disagree Disagree Agree angly Agree
1 2 3 /
® ©

Please provide comments for each of the statements below:

I fully understand the purpose of this meeting: %\iy 1 2 3 4

()Y

S
The committee is effective and results in improvement in the};\fs@\ty: \/ 1.2 3 4

\Y8)

N
N
w
I

/\
<
The membership is appropriate for the committee: \ \_/

N

The agenda reflects the purpose of the meeting: ((// ﬂ 1 2 3 4

N

responsible for any actions required:

2N
The minutes clearly outline the procee{é Of/’ﬂ eeting and show who is 1 2 3 4
\/&

The frequency and the length o@h{meeting aMpropriate for the agenda: 1 2 3 4

All participants have theﬁ&%@nity toMribute to the meeting: 1 2 3 4

VNN

N
How many meetin;%a\t\}{ou attended this year?

What suggestioféo yty//l'(ai-t-t?t would help improve the meeting:

NS
>

Name: Date: Signature:

Thank you for completing this evaluation form!

Sunshine Coast University Private Hospital . .
Quality Manual (Attachment - TOR) Valid from: November 2013
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SUNSHINE COAST |
UNIVERSITY PRIVATE HOSPITAL |

SAMPLE :
5-MINUTE COMMITTEE EVALUATION (CHAIRPERSON)
To be completed by all committee Chairperson

Committee Name:

How many times has this committee been cancelled over the past year?

Do all the members participate in this committee?

Please briefly note the major improvements or outcomes that this meeting has aéﬁe)»é{oﬁr the past year:

(CA
N

(ORS
&

(677(\
NN\

(/o>

What suggestions do you have to improve};e{%n\\v@_?//

)
AN

/N

AN
SN
AN

N Y

)

ANV

Name: Date: Signature:

Thank you for completing this evaluation form!

Sunshine Coast University Private Hospital . .
Quality Manual (Attachment - TOR) Valid from: November 2013
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EXECUTIVE MANAGEMENT COMMITTEE

PURPOSE The Hospital Executive Management Committee is responsible for financial, staff,
operational, clinical and strategic management. Ensuring that the organization
and its risks are effectively and efficiently governed and managed.

FUNCTIONS To maintain and promote an organisational culture of openness, transparency
and accountability. Continuous improvement, excellence.

To ensure the organisation’s strategic and operational plans are developed
annually and reviewed regularly

To review operational performance of Departments, including staffing issues.
Oversight management of Queensland Health Contractual requirements.

To review the Budget Plan, Marketing Plan and Financial Management Strategies

To ensure compliance facility wide with all statutory requirements
To disseminate information and recommendations from hospital committees,
Executive or Ramsay Health Care

To ensure that the delivery of treatment, ca ? e are maintained at an
optimal level of quality and efficiency and ens Ontinuation of
performance improvement activities.

To ensure Safety, OH&S / Fire Safety apid | ton Control issues and any other
Risk Management issues are reviewe imprgvements implemented
To review Adverse events — (Risk-Rated 1 a and any other significant event
as necessary

To ensure that the facilities ed\ie

eds are met.
hat customer feedback is actioned and

pﬁnts align with Clinical Service Capability Framework

(CSCF).
REPORTING STRUCTURE & Rep ?r):s\ta@ﬁ%ager Queensland via the CEO
PROCESS
SUB COMMITTEES M. /—
CHAIR Chierexedutive Officer
DEPUTY CHAIR N/A
MEMBERSHIP {3 -

QUORUM

/) N
SECRETARY /{ Ex@sutjve Assistant

FREQUENCY OF MEETINGS ™\ Monthly

FORMULATED v NSeptember 2013

LAST REVISED A

PERFORMANCI?ZD(CAP)? RESPONSIBILITY FREQUENCY
Significant outco m all committees are reported by the CEO/DCS/CM Weekly
relevant Execut;";%(%tatlve to the Executive Management

Committee.

Operational/Financial performance presented weekly CcM Weekly

The function and outcomes of the Executive committee is CcM January

reviewed annually and a written annual report summarising
outcomes and future directions of the committee is prepared as
part of the annual hospital committee review process.

Overall Hospital Risk Register is reviewed. CEO March
Organisational wide Strategic/Operational Plans exist and are CEO May
aligned with the directions of Ramsay Health Care.

Prepare an annual financial and operational budget. CcM May
Hospital wide contracts are reviewed annually. ™M November

Sunshine Coast University Private Hospital . .
Quality Manual (Attachment - TOR) Valid from: November 2013
Version 1.0 Page 12 of 41 Endorsed: September 2013
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DO

Third party contracts are reviewed annually. CM November
Hospital Committee Structure is reviewed. CEO Annually

The committee is responsible for monitoring the compliance with DCS Annually

ISO standards on Leadership.

All Hospital Policies are ratified by the Executive team. CEO Three year cycle
All patient, Dr and staff satisfaction surveys are tabled at the DCS Ongoing
Executive Management Committee.

Review & Endorse progress against the Hospital Wide Safety Plan DCS Biannually

@
77
&
@
A
&

Sunshine Coast University Private Hospital
Quality Manual (Attachment - TOR)
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HEADS OF DEPARTMENT

PURPOSE To provide a means of communication between the Hospital Executive and the
departmental heads of the hospital.
To support the Executive management committee to monitor the organisational
environment and performance in order to identify potential problems or
opportunities associated with the achievement of organisational objectives.
FUNCTIONS To drive an organisational culture of openness, transparency and accountability

To foster and maintain an effective interaction between all departments in the
Hospital

To report on the hospital financial position and mitigate risks

To advise the Hospital Executive of any problems which have the capacity to
affect the Hospital’s image within the community.

o 1SO 9001
o National Safety & Quality H
To implement necessary change

To ensure business
totheseonat
managers) A

re working documents by reviewing outcomes related
asis (portfolio holders to liaise with department

REPORTING STRUCTURE &
PROCESS

Repc?p\mWommittee

SUB COMMITTEES

/N
N/ )L

CHAIR

Cﬂéf{xe;c/yﬁveﬁﬁ{cer

DEPUTY CHAIR

Dire}tcif'&tclinical Services

MEMBERSHIP

Chief Exe\:s@e Officer (Chair)

Director of Clinical Services
mercial Manager

Peri rative Services Manager

ADCS

CU NUM

arning &Development Manager

Quiality & Risk Coordinator

HR Coordinator

Environmental Service Manager

Catering Manager

Administration Manager

Stores Manager

Facilities Manager

Chief Biomedical Engineer

Allied Health Manager

Pharmacy Manager

QUORUM

A quorum will comprise of half the members plus 1.
A quorum must include the Chair or nominated Chair.

SECRETARY

Executive Assistant

FREQUENCY OF MEETINGS

Monthly

FORMULATED

September 2013

LAST REVISED

N/A

Quality Manual (Attachment - TOR)
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DO

MEETING PROTOCOLS

Meeting will be held monthly: dates of the meeting will be set and distributed
minimum six months in advance

The agenda and pre reading for the next meeting are to be circulated no less
than five days prior to the meeting

The committee shall not proceed to discuss new business until it has considered
and dealt with the accuracy of the minutes for the immediately preceding
meeting. Consideration of previous minutes is limited to their accuracy.

If the committee resolves that the minutes of a preceding meeting are accurate,
the chairperson shall sign a copy of them. The chairperson’s signature is evidence
of their accuracy.

Minutes of meeting will be distributed to committee members seven days post
meeting.

Communication strategy: minutes tabled at R
committee P

ecutive management

PERFORMANCE INDICATORS RES@%:H)Y FREQUENCY
Cost Centre exception reports Menthly ,_// HoDs

Key Risk reports QM&M HoDs
Quality Management Reports )I\//qﬁth““/ HoDs
Hospital Financials P I\’k)\ﬂ-t—?(pé ™M

Dept Audit reports / /Q,qa rterly HoDs

Sunshine Coast University Private Hospital
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MEDICAL ADVISORY COMMITTEE

PURPOSE The Medical Advisory Committee (MAC) is an advisory committee to the CEO.
The roles of the MAC are:
® To be the formal organisational structure through which the views of the
Accredited Practitioners of the Facility are formulated and communicated
e To provide a means whereby Accredited Practitioners can participate in the
policy-making and planning processes of the Facility.
FUNCTIONS To plan and manage a continuing education program for members of the Medical

Council or junior medical staff where appropriate.

To advise the CEO on the clinical organisation of the Facility:

e To assist in identifying health needs of the community and to advise the CEO
on services that may be required to meet those needs

e To participate in the planning and implementation of quality programs

e To endeavour to ensure that the level o care provided by the Facility
is optimised given local resource
e To ensure that a process for review of cli mes and patient

management is established and e ted according to these Facility Rules
entials Committee and advise in

d re-Accreditation of Health

To establish a Clinical
Rules.
Each Clinical efit)shall provide a report or minutes of its meetings to the

MAC ona+regular Lasis!

iew Committee in accordance with Rule 197 Facility

REPORTING STRUCTURE &
PROCESS

R

SUB COMMITTEES

CW%g Committee and Clinical Review Committee

CHAIR Elect&l\m«ecﬁcal representative
DEPUTY CHAIR | Elected mémBer
MEMBERSHIP

A
&

hief Executive Officer (non-voting)

irector of Clinical Services (non-voting)

MAC & Deputy chair of MAC (collectively known as Medical Executive)
Gynaecology specialist

@T specialist
rology specialist

General Medical Specialist
Gastroenterologist
Cardiologist

Orthopaedic specialist
Intensive care specialist
Anaesthetics

Pathologist

Radiologist

General Surgery Specialist
General Practitioners (2)

A MAC may co-opt the services of any other person (including persons who are
not Accredited Practitioners) whether for a specific time or generally, as it sees
fit. A person co-opted to assist a MAC has no voting rights.

Sunshine Coast University Private H
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QUORUM

A quorum will comprise of half the members plus 1
A quorum must include the CEOQ, Chair or Deputy Chair

SECRETARY Executive Assistant
FREQUENCY OF MEETINGS Quarterly
FORMULATED September 2013
LAST REVISED N/A

MEETING PROTOCOLS

Ordinary meetings of the MAC must be held not less than four (4) times per year
at a time and place determined by the chairperson of the MAC in consultation
with the CEO, provided that at least fourteen (14) days’ notice must be given of
every ordinary meeting.

A special meeting of the MAC may be called by the chairperson of the MAC at
any time subject to the approval of the CEO. The members of the MAC must be
given at least seven (7) days’ notice of a special meeting or such shorter period as
may be necessary in the circumstances and consented to by the members of the
MAC.

dealt with the accuracy of the minutes fot i seflately preceding meeting.
Consideration of previous minutes is fiphitedtotheir accuracy.

accurate, the chairperson shal 3 of them. The chairperson’s signature
is evidence of their accuracy.

The chairperson of the
equality of votes, a cast

The CEO or delegate
minutes shall be-distri
meeting.

RESPONSIBILITY OF MEMBERS

A

/N

Thm ocfed to discuss new business until it has considered and
de ith yhe accuracy of the minutes for the immediately preceding meeting.
eber C other than the CEO and Director of Clinical Services are

tQ vote at its meetings.

All questions’shall be decided by a show of hands. The chairperson shall conduct
ecret ballot where at least one of the members of the MAC requests it.

No m&mber of a MAC is entitled to represent that individually or collectively they

$present Ramsay Health Care or the Facility, other than with the written

rmission of the CEO. The marks, logos and symbols of Ramsay Health Care and
its Facilities may only be used for purposes authorised by the CEO.

REFERENCE // [

Ramsay Health Care Group (2011) Facility Rules

PERFORMANCW RESPONSIBILITY FREQUENCY
Medical policies are re\}e@d and ratified by the Medical DCS Ongoing
Advisory Committee

Significant outcomes from Hospital Committees are tabled CEO Monthly
Recommendations from the Clinical Review committee are CEO Bi -Monthly
tabled

The function and outcomes of the Medical Advisory CEO January
Committee are reviewed annually and a written report

summarising outcomes and future direction of the committee

is provided to the executive.
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CREDENTIALING COMMITTEE

To ensure that all accredited practitioners at Sunshine Coast University Private

PURPOSE
Hospital are competent, work within their scope of clinical practice and provide
high quality care consistent with the terms and conditions set out in the Ramsay
Health Care Facility Rules.
The credentialing committee is an advisory committee to the MAC.

FUNCTIONS The role of the Credentials Committee shall be to:

e Advise the CEO through the MAC on the application of Ramsay Health
Care’s policies for verification of credentials of applicants for
Accreditation or re-Accreditation or when considering a request for a
review of Scope of Clinical Practice of an Accredited Practitioner:

e Develop criteria for and plan and monitor the effectiveness of a programme

Dentists, where required by the Board
e Consider, in relation to every applicatio

heir competence, performance,
Current Fitness, chara fidence held in the applicant and

professional suitabilit

inical Practice of an Accredited Practitioner and,
pnsideration and taking into account the Credentials,
i¢ations, experience, competence, professional performance,

t Fitness, professional suitability of and confidence held in the

Q make recommendations concerning amendment or revocation of the

Accredited Practitioner’s Scope of Clinical Practice and/or Accreditation
tothe Facility.

REPORTING STRUCTUR Repo%s to the MAC
PROCESS

SUB COMMITTEES il

CHAIR

/4

) MAC Chair

DEPUTY CHAIR/< / 7 | MAC nominated representative

MEMBERSHIP

Chief Executive Officer (non-voting)
Director of Clinical Services (non-voting)
Chair of MAC & Deputy chair of MAC (collectively known as Medical Executive)
Gynaecology specialist

ENT specialist

Urology Specialist

General Medical Specialist
Gastroenterologist

Cardiologist

Orthopaedic specialist

Intensive care specialist

Anaesthetics

Pathologist

Radiologist
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General Surgery Specialist
Urologist

The chairperson of the Credentials Committee shall be elected for an annual
term from the Accredited Practitioner members of the committee.

QUORUM A quorum will comprise of half the members plus 1
A quorum must include the CEO, DCS, Chair or Deputy Chair
SECRETARY Executive Assistant
FREQUENCY OF MEETINGS Quarterly
FORMULATED September 2013
LAST REVISED N/A

MEETING PROTOCOLS

Ordinary meetings of the committee must be held not less than four (4) times
per year at a time and place determined by the chairperson in consultation with
the CEO, provided that at least fourteen (14) days’ notice must be given of every
ordinary meeting.

ittee at any time subject
to the approval of the CEQ. The members m at least seven (7) days’
notice of a special meeting or such shor as‘May be necessary in the
circumstances and consented to by tfie of the MAC.

If a meeting of the com ¢
are accurate, the chairpersghy/shall sign a copy of them. The chairperson’s
signature is evid@e\ i

RESPONSIBILITY OF MEMBERS

N

Vi

Each committee me is to be aware of their obligations to act fairly and
without bias a idhconflicts of interest.

When consid ccrgditation of members of the committee that member is to
ittee.

be decided by a show of hands. The chairperson shall conduct
ase llot where at least one of the members of the committee requests it.

The CEO or delegate shall record minutes of all meetings of the committee.

se minutes shall be distributed to the members of the committee prior to
\th\eq xt meeting.

REFERENCE //\ Rams}/y Health Care Group (2011) Facility Rules

PERFORMANCE INDICATORS % RESPONSIBILITY FREQUENCY
N\

New clinical applipém}]e tabled CEO Monthly

Recommendati on appGi t are made to the Medical CEO Monthly

Advisory Committe

Review all clinical aBpQ(iht[nents on a cyclical basis CEO 5 Yearly

The function and outcomes’of the Credential and Clinical CEO January

Privileges Committee is reviewed annually and a written report

summarising outcomes and future directions of the committee is

provided to Executive
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CLINICAL REVIEW COMMITTEE

PURPOSE To provide a forum for clinical review process of mortality and morbidity,
identifying areas of clinical risk, related to speciality thus endeavouring to ensure
best, safe, clinical practice — outcomes.

FUNCTIONS The Clinical Review Committee shall:

e Be responsible for clinical leadership of safety and quality within the
specialty area and at the Facility
e  Provide a multidisciplinary forum for clinical review
e  Provide leadership and direction for quality improvement activities from the
review of data and trends in:
o Morbidity and mortality reports
o Clinical indicators
o Clinical incident management
o Clinical Audit
o Consumer feedback

e clinical review and quality
Facility.

need to be taken to assure and i
improvement activities and pro

e Monitor the clinical review and q

specialty area and advise t n ality & Safety Committee of

their adequacy for service(imp eént and compliance with applicable
statutory requirements
REPORTING STRUCTURE & Reports to the MAC —/

PROCESS

SUB COMMITTEES

{)
Nil O \y/

CHAIR Elected represen’é‘t&e\
DEPUTY CHAIR Elected representative
MEMBERSHIP The MAC de At there will be a Medical and Surgical Clinical Review

Committee wit cialty members co opted as required.

One

On

CEQ

D

ADCS

Q Perioperativve’Services Manager
exhairperson of the Clinical Review Committee shall be elected for an annual
ter the members of the committee from the Accredited Practitioner
/\ members of the committee.
QUORUM N uorum will comprise of half the members plus 1.
o~ quorum must include representation from medical & nursing professions

SECRETARY // )] Quality & Risk Admin

FREQUENCY OKMEETINGS—— | 6 monthly
FORMULATED L September 2013
LAST REVISED D N/A

MEETING PROTOCOLS

Meetings will be held as required by specialist area. Minimum requirement is for
6 monthly meetings.

At least fourteen (14) days’ notice must be given of every ordinary meeting.

The agenda and pre reading for the next meeting are to be circulated no less
than five days prior to the meeting.

No business shall be considered at a meeting of the Clinical Review Committee
until the minutes of the previous meeting have been confirmed or otherwise
disposed of.
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Minutes of a meeting shall be confirmed by resolution and signed by the
chairperson at the next meeting and minutes so confirmed and signed shall be
taken as evidence of proceedings thereat.

Minutes shall be submitted to the MAC, Hospital Executive, Safety & Quality
Committee and also distributed to all those entitled to attend meetings seven
days post meeting.

RESPONSIBILITY OF MEMBERS

Be aware of their roles & responsibilities.

Be active participants in the committee.

Bring to the Committee relevant expertise and experience and not act in a way
that represents their specific personal interests.

In situations where conflict of interest or the appearance thereof arises in the
course of the work of the committee, the individual involved will declare its
existence.

Discussions will involve all committee members_aim,for decision making by way
of consensus. A

REFERENCE

Ramsay Health Care Group (2011) Facility Rl)@s// //

PERFORMANCE INDICATORS

RESI?}_&S}BILI\I‘Y\/ FREQUENCY
N\

The function and outcomes of the Clinical Review Committee is DCSW January

reviewed annually and a written annual report summarising

outcomes and future directions of the committee is provided to m

the Executive Management Committee /\

Hospital wide Clinical Indicator data is tabled dM February, May,
7,\ August, November

Adverse clinical trends and incidents related to clinical practi é@Z} February, May,
i i August, November

reviewed by the Committee

Review reports from all Clinical Departments on clinical rewg DCS February, May,
and quality improvement activities undertaken K\\ August, November
The committee is responsible for monitoring the c | |th Quality & Risk Manager Annually

ISO standards on Clinical Review

%
A
&
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CONSUMER AND COMMUNITY ADVISORY COMMITTEE

PURPOSE The Consumer and Community Advisory Committee (CCAC) consists of local
consumers and community members.
CCAC provides advice from a consumer perspective about key aspects of the
operation of Sunshine Coast University Private Hospital (SCUPH) and on relevant
issues to facilitate patient centred care.
Consumer partnership in service planning/designing care:
e provide advice and feedback on the facilities, equipment and hospital
environment
e provide advice and feedback on the Strategic Plan
e provide advice and feedback on Marketing Strategies
e review information distributed to p d or relatives/carers
®  monitor community sentiment so t PH gan respond in a positive
proactive manner
e promote and enhance consu nd co unity participation
Consumer partnership in service me ent and evaluation:
e provide information a ice fr: consumer perspective
e provide advice and fegdb d participate in patient and carer
satisfaction
FUNCTIONS Consumer partnership in, o p\fq\@/iﬁg/designing care:

Ack on the facilities, equipment and hospital

eedback on the Strategic Plan

feedback on Marketing Strategies

istributed to patients and or relatives/carers

ity sentiment so that SCUPH can respond in a positive

provide advice and feedback on, and participate in patient and carer
satisfaction

/>
REPORTING STRUCTURE &
PROCESS ~

\G{@ports to the Hospital Executive via the Director of Clinical Services.

SUB COMMITTEES'

Nil

CHAIR

\D}rector of Clinical Services

DEPUTY CHAR /|

Marketing Manager

MEMBERSHIP </

Membership is to reflect the actual/potential patient community serviced by
SCUPH. The following representation is most desirable:

e  Ex-patients — at least one under 50-years and one over 50-years (2-3)

e  Ex-Service Organisation (1)

e Community representatives, e.g., from local community organisation or

neighbouring school (2)
e  Hospital Executive members (2)
e SCUPH Marketing Manager

Other staff members may attend by invitation. All members will have voting
rights.
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AN

Term of membership

Each member is appointed for a two (2) year term, and is eligible to stand for
re-appointment. A review of the membership will take place each time a two (2)
year term expires. Membership of CCAC is not to exceed ten (10) members.

Chairperson

A CCAC member is to be elected Chairperson at the first meeting of the year.
The Chairperson may be elected for subsequent terms at the discretion of CCAC.

Selection Process

The members of CCAC will be selected by a panel comprising:
e Director of Clinical Services
e Quality & Risk Coordinator
e  Representative of CCAC.

Expressions of interest will be sought via ad
SCUPH website.

Individuals
e Commitment to imprg
quality of care and se
e Direct or indirec
Health Care (R hospitals
Ability tings/and participate fully in the work of CCAC

mmitment

gmmitment to report back to their organisation and consult on
elevant matters
Diregt or indirect experience of the services at SCUPH or other RHC QLD
hospitals
Ability to attend meetings and participate fully in the work of CCAC
Ability to work in a team
e  Enthusiasm and commitment

N4

QUORUM ur (4) members present shall constitute a quorum one of whom will be from
A~ the Hospital Executive.
SECRETARY // )] Quality & Risk Admin

FREQUENCY OKMEETINGS— | Quarterly
FORMULATED L September 2013
LAST REVISED D N/A

MEETING PROTOCOLS

CCAC will meet quarterly. Adhoc meetings may be called as necessary. Minutes
will be maintained and provided to the Director of Clinical Services SCUPH and
CCAC members. Recommendations for action will be forwarded to the Director
of Clinical Services SCUPH who will forward these as appropriate to the relevant
Hospital Committee or department manager.

The Chairperson will provide an annual report to the Hospital Executive.

The Marketing Department will assist with the presentation of feedback from
CCAC to the local community via the local newspapers.
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Support provided by SCUPH for CCAC will be as follows:
e provision of venue and secretarial support for minute taking and
distribution (including photocopying and postage)
e light refreshments will be provided at each meeting.

All information gathered for the purpose of evaluating and improving the quality
of care and services by SCUPH is considered confidential and is to be used only
for that purpose.

The Hospital’s approach to consumer participation and outcomes achieved will
be reviewed annually by CCAC and the Hospital Executive.

RESPONSIBILITY OF MEMBERS

Members experience or expertise in their designated position is recognised and
acknowledged. Members will be expected to read material between meetings
and be available for other meetings as appropriate.

Orientation sessions will be held for new memgers™,

REFERENCE Hollywood Private Hospital (( // A\

PERFORMANCE INDICATORS RESPONSIBW FREQUENCY
o/

The committee reviews patient information and provides advice Memjbfers Quarterly

as to format and suitability (/7

The committee provides advice on the equipment and services of erscy Quarterly

the facility from a consumer perspective /Nf%

The committee provides feedback as to the facilities relationship )V\@)E/ Quarterly

with community service providers P

The committee provides advice and feedback re marketing

programs

N

o

%mbers Quarterly

(

@
/\\@5
&
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INFORMATION MANAGEMENT COMMITTEE

PURPOSE To promote the effective management of information at Sunshine Coast
University Private Hospital.
FUNCTIONS To make recommendations concerning the strategic direction for Information

Systems

To monitor standards and methods of data collection to promote accuracy and
efficiency.

To monitor and action any issues relating to information systems that are
impeding operational efficiency.

To discuss and implement policy and procedure changes with a view to
improving the use of information systems and the information provided.

To ratify policies relating to information management.

To monitor compliance with ACHS standards for Information Management.
All significant risks relevant to the Committee of responsibility are
identified and reported to the Executive Mang ﬁommittee on a timely
basis.

REPORTING STRUCTURE &
PROCESS

Provides regular feedback to the Execw MaWnt Committee

SUB COMMITTEES

PN
Nil \— " )]
=/

CHAIR CM /N0
DEPUTY CHAIR Information Services State Maﬂ:{ge/}&{a‘)ﬁ
MEMBERSHIP ™ \%
Information Services StatgV )
Regional Health Informatj viees Manager
Administration
Director of Clinic
Quality and Risk Coo
Assistant Dire@im ervices
Nurse Unit Maraggt/refyesentative
QUORUM 5 people— \Y{ //
SECRETARY Execdjive Seyretary—"
FREQUENCY OF MEETINGS Quirerly J L——
FORMULATED septerabér2013
LAST REVISED N/A NS

PERFORMANCE INDICATORS N RESPONSIBILITY FREQUENCY
The committee monitors :ch//Zevelo t and implementation of | Information Systems State | Monthly
new information systems Manager/CM
The committee reports,o/p/chw\\cwection errors Administration Manager Monthly
The committee develop\s/and momitors training for information HR & Monthly
systems m Learning & Development

m Manager
The committeeds&esponsi monitoring the compliance with | CM/ Q&RC Annually
standards relaié\q @rmation Management.
The function and out&%of the Information Management CcM January
committee is reviewed aniually and a written annual report

summarising outcomes and future directions of the committee is

provided to Executive.
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FORMS MANAGEMENT SUB-COMMITTEE

PURPOSE To ensure that all hospital patient records forms are document controlled, accessible
electronically in one centralised repository and reviewed regularly.
FUNCTIONS Maintain document control of all hospital forms.

Coordinate the review of all hospital forms every 3 years and/or drive the continual
review process of hospital forms.

Ensure that relevant staff are involved in the development and/or review of hospital
forms.

Monitor the trialling of all new forms.

Ensure that hospital forms are modified where changes in practice have occurred.
Coordinate, if required, staff education relating to newly released hospital
documents/forms and processes.

Address any issues that may arise due to the implem
Address any issues arising from forms production yij
processes.

Evaluate the effectiveness of the review and proce

tion of new hospital forms.
iAters and in-house

ented for hospital forms.

REPORTING STRUCTURE &

Provides regular feedback to the Quality | ve t Committee.
PROCESS A
SUB COMMITTEES Nil — working parties only /—//
CHAIR Administration Services Manager (( 7/\\7
DEPUTY CHAIR Regional HIMS Vi(I())
MEMBERSHIP Quality and Risk Coordinator —

Allied Health Manager O

Stores Supply Manag

Administrative Services

Nurse Unit Manager r

Assistant Director o rvides

Regional HIMS f)
QUORUM 5 people
SECRETARY Quality ) / sk A;?miuaﬁ
FREQUENCY OF MEETINGS Monthl i
FORMULATED September 2
LAST REVISED "IZ’\ ~

PERFORMANCE INDICATORS

RESPONSIBILITY FREQUENCY

are reviewed.

The progress and outcomes

of ng partle\(\%en applicable) | Working Party Monthly
Representative(s)

New hospital forms are pos
tabled at appropriate cI| |

on ward t|n boards and ASM / Committee Ongoing
tings.

The function and out es of
annually and present
Improvement Commlttee

|taI Executive and the Quality

ittee are reviewed ASM/RHIMS January

Committee.

A summary of progress is pres\n?ed to the Quality Improvement | ASM/RHIMS March, June,

September, December

updated yearly.

A three-year plan of forms to be reviewed is formulated and RHIMS/ASM November
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QUALITY IMPROVEMENT COMMITTEE

PURPOSE

To actively promote best practice to minimise preventable harm to patients and
consumers through sustaining the quality and safety of health care delivery

To support the Executive management committee to monitor clinical
performance and risk the, to identify potential problems or opportunities
associated with the achievement of organisational objectives.

FUNCTIONS

To drive an organisational culture of openness, transparency and accountability.
Provide leadership of safety and quality at the Facility.

Development & implementation of the Sunshine Coast University Private
Hospital Safety & Quality plan.

Coordination of quality activity of different governance committees hospital
departments.

Work in coordination with specialty Clj
development, monitoring and reporting
including, but not limited to: clinical indicat
audits, patient mortality and morbj
compliments, patient satisfaction a
review of data.

Support the Clinical Standards Co
Maintain compliance and systeg i
Health Service Standards. @

grmance reporting:, including but not

Beview committees in the
of quality patient care
cal reviews and internal

ing against National Safety & Quality

limited to:
e (Queensland Health
e Health Qua

il clinical performance indicator’s
¥§ Commission Annual Quality Activity Return

(AQAR).

e  Third part

Clinical Risk oy¢

e D plementation of preventative and corrective actions

rgm th of performance or review of system.

REPORTING STRUCTURE & Ré@t/oh/%\ﬁes?'tal Executive Committee
PROCESS
SUB COMMITTEES Nil \
CHAIR ~_| Chief Executive Officer
DEPUTY CHAIR \\Qirector of Clinical Services
MEMBERSHIP Chair)

DC

MAC Chair

vcs
erioperative Services Manager

Quality and Risk Coordinator

NUM Surgical - representative

NUM Medical — representative

Workplace Safety Manager
QUORUM ~ A quorum will comprise of half the members plus 1
SECRETARY Quality & Risk Admin
FREQUENCY OF MEETINGS Monthly
FORMULATED September 2013
LAST REVISED N/A

MEETING PROTOCOLS

The agenda and pre reading for the next meeting are to be circulated no less
than five days prior to the meeting

The committee shall not proceed to discuss new business until it has considered
and dealt with the accuracy of the minutes for the immediately preceding
meeting. Consideration of previous minutes is limited to their accuracy.
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If the committee resolves that the minutes of a preceding meeting are accurate,
the chairperson shall sign a copy of them. The chairperson’s signature is evidence
of their accuracy.

Minutes of meeting will be distributed to committee members seven days post
meeting.

The Committee may in the process of their deliberations make use of sub-groups.
These sub-groups and their nominees will be authorised by the Committee or the
District Manager. All sub-groups will have terms of reference determined by the
Committee.

Communication strategy: minutes tabled at monthly Executive management
committee

PERFORMANCE INDICATORS

RESPONSIBILITY FREQUENCY

All clinical audits are submitted to the Q&S meeting and
compliance against the standards is reviewed

=
Q&R Coord(at(y/j) Monthly

Action lists are provided by all relevant departments on audits Worki arty\/ Monthly/PRN
that are not compliant

Reprégentative,

New policies and amendments are posted electronically, locally DCS\\'///_)/ January

and tabled at appropriate clinical meetings N

QH KPIs are reviewed

Quarterly

A list of all reviewed policies is submitted to the committee

commencement for ratification

Q8B
)C}{qﬁcahﬁndards Chair Quarterly
D

All planned Quality activities are submitted to the Q&SC prioypf\7 W Monthly

RCAs are undertaken for all level 1 sentinel events . \\// |;)ds PRN

N

@
/\\Q:
&

Sunshine Coast University Private Hospital
Quality Manual (Attachment - TOR)

Valid from: November 2013

Version 1.0

Page 28 of 41 Endorsed: September 2013

/
=

/i

B
=;J/=

—

rlf L

’ﬁmsmﬁl@ IS UNCONTROLLED IF PRINTED
JTUUIRI Document 68




DO

CLINICAL STANDARDS COMMITTEE

PURPOSE To ensure a coordinated approach to the delivery of care for patients attending
Sunshine Coast University Private Hospital and to monitor the adherence to
professional standards and legislative requirements.

FUNCTIONS To ensure that Clinical areas are aligned with hospital strategic directions.

To review all clinical incidents trends and adverse outcome data that are not
specifically reviewed by other committees.

To ensure that policies and procedures that relate to clinical areas are evidence
based, meet legislative and professional requirements and are appropriate for SCUPH
and timeframe.

To facilitate the measurement of outcomes and analysis of data ensuring care and
services are based on objective data.

To advise with regard to the delivery of patient care in the hospital with the aim of
ensuring it is maintained at the optimal level of quality and efficiency and that care is
provided in an ethical and professional manner.
To monitor performance against the 1SO 9001/
function.

All significant risks relevant to the Committ€e’4 areasoftesponsibility are identified
and reported to the Executive Managemérft C/o@t\tee on a timely basis.

ds included in the Clinical

REPORTING STRUCTURE &
PROCESS

Provides regular feedback to the ExecutiveMdha ent Committee & Leadership

Committee 7N

SUB COMMITTEES

Clinical Practice & Standards Sub-({o(nry()zfe\%?
))

CHAIR Director of Clinical Services v ( (
DEPUTY CHAIR Chair of Clinical Standards & pPfactics Sub-Cémmittee
MEMBERSHIP Director of Clinical Services C@}'{f
Assistant Director of/€ljnical ces
Perioperative Services age
Quality and Risk Coordina
Allied Health Man
Learning & Devel ager
Nurse Unit Ma urgigal X2
ical X2
U
\ J CL
Nurse UnitNVlaager — OT/PACU
QUORUM A0 members "\
SECRETARY Ntive Secretary (to Director of Clinical Services)

FREQUENCY OF MEETINGS /,/| Monthly_

FORMULATED / L] septembep2013
LAST REVISED // \[Dwya
PERFORMANCE INDICATORS \ RESPONSIBILITY FREQUENCY
A report outlining ofstaff members who have Learning & Monthly
successfully compglgted mahdatory clinical competencies Development
reported to thelcbqmi - manager
An evaluation of Cod¥ Blues and Medical Emergency Team Nurse Unit Manager Monthly
outcomes is repom committee. (lcu)
Significant clinical event trénds are reviewed by the Quality and Risk Monthly
committee. Coordinator
A summary report of the trends of clinical adverse events is Quality and Risk Monthly
presented monthly. Coordinator
Clinical policies are ratified from Clinical Standards & Practice ADCS Monthly
Committee.
Review audit results of compliance with key clinical policies, Quality and Risk Monthly
long audits and trends. coordinator
The committee monitors performance against ISO 9001. Quality and Risk Annually
standards. Coordinator
The function and outcomes of the Clinical Standards DCS January
e
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Committee is reviewed annually and a written report
summarising outcomes and future directions of the
Committee is provided to Executive.

All summary reports of the trends of clinical complaints are
presented.

Quality and Risk
Coordinator

February, May, August, Nov

A summary report of discharge and LOS trends is reported to
the committee.

Quality and Risk
Coordinator

Feb, May, Aug, Nov

A summary report of admissions trends is reported to the
committee.

Administration
Manager

March, June, Sept, Dec

A summary report of carepath variance is reported to the
committee.

Assistant Director
Clinical Services

April, July, October

@
77
&
@
A
&
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CLINICAL POLICY COMMITTEE

PURPOSE To ensure that all clinical policies and procedures are reviewed in a systematic process,
reflect best practice, relevant legislative requirements and professional standards, are
evidence based and provide appropriate guidance to staff and promote patient safety.

FUNCTIONS The Clinical Policy Committee:

and procedures.

occurred.
procedures.

procedures.

Ensures that relevant staff are involved in the development and review of clinical policies

Drives the continual review process of clinical policies and procedures.
Ensure that clinical policies and procedures are modified where changes in practice have

Coordinates if required, staff education relating to newly released clinical policies and

Addresses any issues that may arise due to the implementation of new clinical policies and

Evaluates the effectiveness of implemented clinical p0|ICI edures.
Alert clinical staff of significant changes to policies ?5

REPORTING STRUCTURE &

PROCESS of Nursing Services member.

Provides regular feedback to the Director of Nursin vice

Provides feedback to the Nurse Unit Managers thko ur

gh the Assistant Director

Unit Manager’s Meetings.

SUB COMMITTEES Nil — working parties only

CHAIR Assistant Director of Clinical Services (( //\v
DEPUTY CHAIR Quiality & Risk Coordinator
MEMBERSHIP Assistant Director of Clinical Services

Quality & Risk Coordinator

Clinical Educator representa

Nurse Unit Manager (ICU)

Nurse Unit Manager (Surglc

Nurse Unit Manager (

Ad hoc relevant staff mem s re |red
QUORUM 4 people //\\ \_/
SECRETARY Quality & Safepf Administrativepssistant
FREQUENCY OF MEETINGS | Monthly \//
FORMULATED September 2013 DN
LAST REVISED N/A & N

PERFORMANCE INDICATORS RESPONSIBILITY

FREQUENCY

Q&R Coordinator

A summary of progress is pres o the Clln\ba Standards
Committee and NUM Meeti

Monthly

Working Party

reviewed. Representative

The progress and outcoy«e&xorkmg\&ﬂés (when applicable) are

Monthly / PRN

New policies and amefidmentg are d electronically, locally and | Q&R Coordinator January
tabled at appropriate ¢h eetings.

The function and outcome}&\gs? Committee are reviewed annually | Q&R Coordinator | October
and presented to the Clinical Stahdards Committee.

A three-year plan of policies to be reviewed is formulated and Q&R Coordinator November

updated yearly. Annually 14 sections will be reviewed.
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DO

CLINICAL PATHWAY SUB COMMITTEE

PURPOSE To ensure that Clinical pathways and patient Care paths are developed and
reviewed according to SCUPH policy. Specifically that clinical pathway & care paths
align with SCUPH clinical policies, funding requirements, medical standing orders,
accepted practice and available clinical evidence.

FUNCTIONS Prioritise Clinical pathway development.

Ensure that appropriate members of the multidisciplinary team have input to review
and development of Clinical pathways
Review and approve the content of pathway reviewed or developed.
Ensure that pathways align with policies, standing orders and funding requirements.
Ensure appropriate document control of pathways and patient pathways.

REPORTING STRUCTURE &

Provides feedback to the Nurse Unit Managers through Nurse Unit Manager’s

PROCESS Meetings.
SUB COMMITTEES Nil — Working Parties only //-3»
CHAIR DCS (C // \
DEPUTY CHAIR ADCS \{_//
MEMBERSHIP Director of Clinical Services

Assistant Director of Clinical Services

Quality and Risk Coordinator

Nurse Unit Manager x 2

Allied Health Manager

Learning & Development Manager

Other staff as required for specific activi
QUORUM 5 members /( // A
SECRETARY Exec Secretary /N \\// ) /
FREQUENCY OF MEETINGS Monthly
FORMULATED September 2013
LAST REVISED N/A (S N\
PERFORMANCE INDICATORS w RESPONSIBILITY FREQUENCY
Regular reports are generated for Hos% ; wtjve and— NUM/Learning & Monthly
Nurse Unit Manager Committee re: ac id and Development
Carepath variances. / manager
All Carepaths are reviewed regularly. \ DCS/ADCS Annually
The function and outcomes of the Clinical Pathw Sub- Q&R Co-ord January
Committee is reviewed annu written annual report
summarising outcomes and iQns of the committee
is provided to Executive.
New pathways are devE'Ioped in\@ith identified priorities. | NUM/Learning & As developed

Development
m manager

Patient pathw SW' d developed linked to NUM/Learning & As developed

Carepaths.

Development
manager

Pathways have muItidiscﬁ'finary input and align with hospital
policies and VMO standing orders.

NUM/Learning &
Development

As developed

manager

LOS of pathways reflect funding agreements. DCS/ADCS As developed and
reviewed

Documents and forms reviewed and developed are controlled | NUM/Learning & As developed and
as per SCUPH policy. Development reviewed

manager
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DO

TRANSFUSION COMMITTEE

PURPOSE

To promote a safe and effective transfusion practice within the hospital.

FUNCTIONS

practices.

To make recommendations concerning the proper use of blood, and blood products.
To advise and assist with quality improvement programs to ensure appropriate
transfusion practice, including assisting with medical and nursing education
programs in transfusion medicine.
To advise on appropriate procedures for patient and blood sample identification and
documentation of all blood/blood products transfused.
To review transfusion reactions and make recommendations to improve transfusion

To consider legal aspects of transfusion practice such as documentation, product
liability, and informed consent.

REPORTING STRUCTURE &

Provide feedback to the Operating Theatre & Anaesthetic Committee via the DCS.

PROCESS Provide feedback to the Nurse Unit Management Committee via the DCS
SUB COMMITTEES Nil (r>)
CHAIR Assistant Director of Clinical Services ( \// ﬂ
DEPUTY CHAIR Quality & Risk Co-ordinator N4
MEMBERSHIP Director of Clinical Services
Sullivan Nicolaides Pathology, Haematolog|s
Sullivan Nicolaides Pathology, Chief Scientist;-Bfood Bank
Medical Representative from MAC
Intensive Care NUM
Day Oncology Lead RN
Theatre NUM
Quality and Risk Coordinator @(\
QUORUM 50% + 1 o, \Y )
SECRETARY Executive Secretary ~—"
FREQUENCY OF MEETINGS Quarterly
FORMULATED September2013 /> )
LAST REVISED N/A \\// 5 )
PERFORMANCE INDICATORS ﬂ /ﬁESPONSIBILITY FREQUENCY
The following Clinical indicator data is aw SNP Quarterly
reviewed quarterly:
Transfusion statistics; and
Audit results — use and wastageof blood componénts,
clinical and laboratory indicatign\for{ransfusion.
Incident / Adverse events;?(fd toﬁ%%slon are Quality and Risk Co-ordinator Quarterly
reviewed by the Commit
Policies related to Tran 5|on n the use of blood and Quality and Risk Co-ordinator Quarterly
blood products are reviewed and ied by the
Committee. N\
The function an f the Transfusion Committee | SNP/DCS January
meeting is revi a written annual report
summarising outc nd future directions of the
meeting is provided to Exesutive
~
e
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DO

WORK HEALTH & SAFETY COMMITTEE

PURPOSE

To promote a safe environment for workers, patients and visitors.

FUNCTIONS

To act in an advisory capacity to the Hospital Executive.
To create and maintain an active interest in health and safety and assist in reducing

legislation.

occurrences.

licensing requirements

All significant risks relevant to the Commit
are reported to the Executive Management

To monitor the ongoing progressin r (17[1 0

N

e on a timely basis.
for all accreditation and

injuries, illnesses and adverse occurrences to employees, patients, visitors,
contractors and members of the general public.
To advise on development of training and education and promotion of health and
safety at Sunshine Coast University Private Hospital.
To facilitate cooperation between the employer and workers in instigating,

developing and carrying our measures designed to ensure the health and safety

To formulate, monitor, review and disseminate, standards, policies and procedures
in relation to workplace health and safety.
To monitor trends and review significant work rel

REPORTING STRUCTURE & Provides regular feedback to th e Execu VEMA agement Committee

PROCESS

SUB COMMITTEES Nil (

/w
(/

/

CHAIR Nominated Employee{enr: rese}s( téLe_,(zll}éR)

DEPUTY CHAIR Workplace Health and &}Fq\\M \age‘(

MEMBERSHIP Commercial Manager te

Health

(HSR’s) e
QUORUM 8memfels /7
SECRETARY Quality &RiSKAdmin
FREQUENCY OF MEETINGS | Monthly
FORMULATED gép\ember 2013 Y
LAST REVISED
PERFORMANCE |ND|CAT7(< % RESPONSIBILITY FREQUENCY
Risk Analysis is underta(g/n in alkareas and findings reviewed WH&S Co-ordinator Monthly
by the committee.
De-identified tr?ﬁ Stafif/visitor incidents are reviewed by WH&S Manager Monthly
the Committee /F\TL
The Committee Wes and makes WH&S Manager Monthly
recommendations t cutive
Evacuation Drill act|V|t|e reported to the Committee. F&S Coordinator Annually
The committee is responsible for monitoring the compliance Quality & Risk Co- Annually
with I1SO standards on Health & Safety. ordinator
The committee ratifies an annual Safety Plan (FAWSIMP) of WH&S Manager Annually
activities for Health & Safety.
A summary of progress to Safety Plan (FAWSIMP) is presented. | WH&S Manager Quarterly
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HUMAN RESOURCE COMMITTEE

PURPOSE To advise on the development, evaluation and revision of human resource practices,
policies and procedures.

FUNCTIONS To review and monitor recruitment, selection, appointment and probation processes
throughout the hospital.

To make recommendations on priority areas for staff training and development and
evaluate the outcomes of training programs.

To monitor and review industrial relations policies and practices to ensure they
comply with statutory requirements.

To advise on Corporate Wellness initiatives and to facilitate the development of
policies and procedures to support these initiatives where necessary.

To monitor the efficient utilisation of Human Resources through the development
and implementation of performance measures.
To initiate and contribute to activities designed to {7}

the Hospital as an
employer of choice.
To ensure local initiatives are aligned with Corporate
All significant risks relevant to the Committ reas ofresponsibility are identified
and reported to the Executive ManagementCopamittae on a timely basis.

Review resignations and exit interview datas

REPORTING STRUCTURE & Provides regular feedback to the Exegdtive an@ﬁent Committee
PROCESS

SUB COMMITTEES Staff Competency Sub Committee v {( ))
CHAIR HR Coordinator /\
DEPUTY CHAIR Director of Clinical Services ( // A

MEMBERSHIP Director of Clinical Segti w

Assistant Director of Cli
HR Co-ordinator

Return To Work Cog sistant)

Learning & Develop ager

Environmen rvice ger

Administmmes Vianager
QUORUM 5membéf ) ——
SECRETARY Quality\&\hské}(min assistant
FREQUENCY OF MEETINGS Quarterly
FORMULATED September 2013\
LAST REVISED
PERFORMANCE INDICATOB‘/ N\ RESPONSIBILITY FREQUENCY
Updates on industrial relg(ofws\lssues ar\@ported and discussed. HR Manager Bi-Monthly
Organisational HR mdm@’pc{rs}sq\p@sented monthly. HR Manager Bi-Monthly
The committee rewews HRM pol}Qnd makes recommendations | HR Manager Ongoing

to Executive.

Staff completlon ory competencies is monitored by HR Manager Quarterly
committee.

Evaluation of orientatich and formal training program is reviewed Learning & Quarterly
by the Committee. Development Manager

Staff feedback from surve\;'s and exit interviews is reviewed HR Manager Quarterly
regularly.
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DO

INFECTION PREVENTION & CONTROL COMMITTEE

PURPOSE To ensure a safe microbiological environment for patients, staff and visitors, by
means of an effective program for the surveillance, prevention and control of
infection.

FUNCTIONS To develop and regularly review Infection Control policies and procedures including:

occupationally acquired infectious disease.

Nosocomial infection rates and trends.
Specific surveillance studies.

Control.
To advise on Infection Control issues related to policy,
changes or enhancements to services.

To monitor and evaluate staff health program.
To assess need for investigation into infection
To develop, review and evaluate the influenz
All significant risks relevant to the Commit
and reported to the Executive Manage

Policies and procedures that impact on Infection Control Standards such as
sterilisation, food hygiene, waste management, cleaning services and clinical care.
Policies and procedures to prevent and control nosocomial infection and

To review reports and initiate investigation as required. Reports include:

To develop and review quality activities and education programs relevant to Infection

REPORTING STRUCTURE &
PROCESS

Provides regular feedback to the Executkv% anageément Committee

SN
SUB COMMITTEES Nil /( //(\

CHAIR Infection Control Coordingter \\/U/
~—"

DEPUTY CHAIR Quiality & Risk Coordinator

MEMBERSHIP

Pharmacy Manage
Envi@nQental Services Manager

Plembey

QUORUM

/ uality & RiskAdmin

SECRETARY

FREQUENCY OF MEETINGé/ w

FORMULATED Septembey'2013

N
tasTrReviseb  // [)wv/a

PERFORMANCE INDICATORs——

RESPONSIBILITY

FREQUENCY

~
A summary report inctudifig significant organism data, surgical site

infections, hospital-acquir cteraemia is tabled.

Infection Control
Coordinator

Monthly

The committee is responsible for monitoring the compliance with
National Accreditation standards on Infection Control.

Quality and Risk
Coordinator

Annually

The function and outcomes of the Infection Prevention & Control
Committee is reviewed annually and a written annual report
summarising outcomes and future directions of the committee is
provided to Executive.

DCS

January

Staff health program reviewed and recommendations tabled.

Infection Control
Coordinator

April

Departmental audit results reviewed and recommendations made.

Infection Control
Coordinator

May, November
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DO

Annual ratification of Infection Control Unit Business Plan by the
Committee.

Quality and Risk
Coordinator

September

External audits e.g.: HICMR and action plan

Infection Control
Coordinator

Annual audit

Communication with Clinical staff- 1 page summary from meeting

Infection Control
Coordinator

Monthly
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DO

PRODUCT REVIEW COMMITTEE

PURPOSE To review new and existing products to ensure cost benefits, evidence based

practice, quality care and optimum outcomes are achieved for all hospital products.

FUNCTIONS To provide advice to the Executive Management Committee on purchase of hospital

products.
throughout the Hospital.

clinical practice.

To monitor all TGA recalls.
To review all product complaints.

)

To minimise the number of similar or duplicate products available for use
To examine cost savings through the use of different products and/or changes in
To approve all product trials at Sunshine Coast University Private Hospital.

To maintain a Product Trial Register Folder.
To undertake post implementation reviews on product suitability and cost savings

REPORTING STRUCTURE & Provides regular feedback to the Executive Mananittee

PROCESS

SUB COMMITTEES Nil =i
CHAIR Commercial Manager ((//-\\
DEPUTY CHAIR Perioperative Services Manager N~ //
MEMBERSHIP Commercial Manager c/

Assistant Director of Clinical Service
Perioperative Services Manager
Stores Manager

Work Health & Safety Coordi
Biomedical Engineer

Nurse Unit Manager x

Clinical Educator
Infection Control Cogpdingatar

O

QUORUM 6 members (C// 1)

SECRETARY Executive Seeretary (C(VE_//

FREQUENCY OF MEETINGS | Monthly // )

FORMULATED Septemkef 2013 ——
\//

LAST REVISED N/A

PERFORMANCE INDICATORS RESPONSIBILITY FREQUENCY
Present a report of all product trials in SCUPH. N Stores Manager Monthly
A summary of recalled produgts/equipment to be presented to the Stores Manager Monthly
Committee. ﬁ

All incident reports reIa?/ Wmen}p?oblems/failures to be WH&S Manager Monthly
presented monthly. j\

To look at equipm%placeh&@on ongoing basis for feedback BME Representative Annually
from committee ppigrte\OAPEX allocation

The committece‘zép:?i monitoring the compliance with Quality and Risk Annually
Equip standardS.omSu ement. Manager

The function and outcofnes of the Product Review Committee is ADCS January
reviewed annually and jtten annual report summarising

outcomes and future directions of the committee is provided to
Executive.
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DO

PHARMACY & THERAPEUTICS COMMITTEE

PURPOSE To monitor and advise on prescribing, dispensing and administration of medications
within the hospital.
FUNCTIONS To review appropriate clinical indicators related to medication administration

including:

Patient complaints

ISO Indicators
Medication errors
Medication audit results

To advise on changes to policies to improve the safety, efficacy and efficiency of
medication administration.

To monitor and improve customer service across all clinical units
Medication Safety Trends A%

REPORTING STRUCTURE &
PROCESS

Provides regular feedback to the Executive Manage Cdmmittee and the
Medical Advisory Committee

SUB COMMITTEES

Nil =
(C )

CHAIR Pharmacy Manager
DEPUTY CHAIR Assistant Director of Clinical Services — //
MEMBERSHIP Director of Clinical Services c/
Pharmacy Manager
Assistant Director of Clinical Services O
Quiality and Risk Coordinator
Nurse Unit Manager medical
Nurse Unit Manager ical
Workplace Health & - 2
Learning & Development M r
QUORUM 6 people [7>S) \7
SECRETARY Quality & Risk Adminl // 1)
FREQUENCY OF MEETINGS | Quarterly —~ \ <_//
FORMULATED Septembef ,2013) )
LAST REVISED NA S )
PERFORMANCE INDICATORS \// RESPONSIBILITY FREQUENCY
The following Clinical indicator data is table}\%eviewed DOCS Monthly
monthly:
Patient complaints.
ISO Indicators.
Medication errors.
Medication audit resul /\
Incident / Adverse events relatecho@dlcatlon incidents are Quality & Risk Co-ordinator Monthly
reviewed by the co
Policies relatedéfé ﬁgﬁ and medications are reviewed Quality & Risk Co-ordinator Ongoing
and ratified by
The committee is I sible for monitoring the compliance Quality & Risk Co-ordinator Annually
with ISO standar(:mgmacy.
The function and outcomes of the Pharmacy committee is RHC Director Pharmacy January
reviewed annually and a written annual report summarising
outcomes and future directions of the Committee is provided
to Executive.
Track Authority scripts compliance and cost of. Director of Pharmacy Monthly
Monitor compliance to National Medication Safety Standard Quality & Risk Co-ordinator Monthly
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DO

SUNSHINE COAST RADIOLOGY MEETING

PURPOSE To discuss and address issues relating to service provision and to service levels are
consistent with those agreed.
To further develop service provision to ensure that it meets the standards required
in the changing clinical requirements.

FUNCTIONS To review and monitor service contractual arrangements.

To monitor KPls.

To monitor incidents, complaints and compliments.

To resolve operational issues affecting both parties.

To liaise with external bodies in relation to issues affecting both parties

REPORTING STRUCTURE &
PROCESS

Provides regular feedback to the Executive Management Committee.

Both parties should submit to the agenda items to the Executive Secretary at least
10 days prior to the meeting.

Both parties should submit a report covering KPIs, incidents,
complaints/compliments and operational issues{?}ecutive Secretary at least

10 days prior to the meeting.

SUB COMMITTEES

Nil N/
/7

CHAIR Chief Executive Officer
DEPUTY CHAIR Commercial Manager ((//-\\
MEMBERSHIP Chief Executive Officer / delegate N—

1 x SCR Managing Partner

1 x SCR Representatives

Commercial Manager

Director of Clinical Services />
QUORUM 5 members (2 of which musf 6e§(&N képresentation)
SECRETARY Executive Secretary&\) \V{ //
FREQUENCY OF MEETINGS Bi-Monthly ~—
FORMULATED September 2013
LAST REVISED N/A [/ Y

PERFORMANCE INDICATORS

Py Q wsmluw FREQUENCY

Patient complaints/compliments are t?é an L DCS / SCR Bi-Monthly
—

reviewed bi-monthly.

7

Incident/Adverse events related to O\Id% DCS / SCR Bi-Monthly

services are reviewed by the committee.

Services Agreement KPIs are pr

ntedand Y | SCR/CM Bi-Monthly
monitored. /\%

The function and outcome
meeting is reviewed ann
report summarising outtgmes

of the meeting is tho Exec
/N

the SC\NE‘rsn CM January
d a writtewannual

uture directions

</
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DO

SULLIVAN & NICOLAIDES PATHOLOGY MEETING

PURPOSE To discuss and address issues relating to service provision and to service levels are
consistent with those agreed.
To further develop service provision to ensure that it meets the standards required
in the changing clinical requirements.
To discuss arrangements that relate to access and operational issues to being on
site of the facility

FUNCTIONS To review and monitor service contractual arrangements.

To monitor KPls.

To monitor incidents, complaints and compliments.
To resolve operational issues effecting both parties.

REPORTING STRUCTURE &

Provides regular feedback to the Executive Management Committee.

PROCESS Both parties should submit to the agenda items to the Executive Secretary at least
10 days prior to the meeting.
Table the review of activity statistics, KPI's relati@fg\rmance of services
SUB COMMITTEES Nil "/ 1))
CHAIR CEO N\~
DEPUTY CHAIR cMm /7
MEMBERSHIP Chief Executive Officer / delegate (¢
1 x SNP Managing Partner &Q
1 x SNP Representative
Commercial Manager
Director of Clinical Services
QUORUM 4 members (2 of which must/&ﬁy?]rehreéntation)
SECRETARY Executive Secretary ((M) (| //
FREQUENCY OF MEETINGS Bi-Monthly N
FORMULATED September 2013
LAST REVISED N/A o~
PERFORMANCE INDICATORS [ 7/ A RESPONSIBILITY FREQUENCY
Patient complaints/compliments are tabled and re\(i&/,e(‘] bi)rﬁonthly. DCS /SNP Bi-Monthly
Incident/Adverse events related to S&N sefyiees re\ey\le;@él by the DCS /SNP Bi-Monthly
committee.
Services Agreement KPlIs are presente{éng rry{mtefedj DCS/SNP Bi-Monthly
The function and outcomes of the S&N Lizisor meeting is reviewed CcM January

annually and a written annual report summarisingsoutcomes and future

directions of the meeting is progited to Executive’
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APPENDIX A: ORGANISATIONAL CHART

Sunshine Coast University Private Hospital
Organisational Chart

Accountant
Vivienne O’Dwyer

Accounts Payable
Clerk
Suzanne Clark

Supply Manager
Patrick Whiting

Maintenance/
Facilities
Rob Mahoney

Housekeeping
Manager
Veronica Johnstone

Catering Manager
Andrew Keys

Biomedical
Manager
Michael Domagala

Workplace Health &

Safety Co-ordinator
Kevin Payne

Chief Executive Officer

Kimberley Pierce

Executive Assistant
Vanessa Thomas

Commercial Manager
Mark Kelley

Preadmissions
Clerks

Karen Dawe

Clerical Team
Leader
Medical Records
Kerrie Allinson

Clerical Team
Leader
Front Office
Lisa Kenny

Administration/Contract Manager
(to CEO)

Medical Records
Clerks

Jacqueline Stratford

>
A

Lyn Hewitt

Amanda Meec
Julie Ann Nichols™]

Sessional Sulite:
Receptionist

Racha Tlée)s:‘)’n\

Director of Clinical Services

Catherine Lambert

C

ﬁ

Manager o
Perioperative
Services

ail Wilson

esthetics

N—"
, cedure Room, Day of
, Cardlag Cath Lab, Recovery,

Assistan?. Direcior o
Clinical Se
Emma Pro<ser

"
Quality & Risk Zo-

‘Flow Unit, and Pre -
admission Clinic

s, ICU,
cology, Patient

ordinator
_DiSlater

'/ Quality, Risk & Exec Admin
Assistant

///\

Admission/
&scharge/ DOSA
Receptionist
Leslie Nettlefold
loy Ellis

Karen Baynham

Bernie Cochrane
Kelly Weston
Sandra McEvoy

Ruth Jones
Rachel Short
Samantha Young
Lorraine Jones
Lesley Carroll
Caroline Hovey

Ward Receptionists
Catherine Sayson
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Pat Douthie
Jodie Walkley

Inr Medical Staff

Sharon Hammond

Regional Marketing
Manager
Amanda Staples

Human Resources

Coordinator
Gemma Jones

HR Assistant
Sarah Regan

Infection & Prevention

Control Co-ordinator
Elizabeth Smith

Allied Health
Manager
Marianne Bellert

Learning &
Development
Manager
Sheila Collins
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Other Allied Health
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Clinical Nurse
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Undergrad Program
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APPENDIX B: COMMITTEE STRUCTURE

Sunshine Coast University Private Hospital
Committee Structure - August 2013

Ramsay Health Care
BOARD

RHC
QLD State Manager

Executive

People carng for peopie

A%%@

Consumer & Community
Advisory Committee

Medical Advisory
Committee

Quality Improvement
Committee

Infection Workplace
Prevention & Heaith &

Control Safety
Committee Committee

Pharmacy & Theatre Pro Juct
Therapautice Management hevhw
Committes Committen Comvit\ee

Sub Committee

Transfusion Sub Committee

Clinical Pathway
Sub Committee

DOH-DL 14/15-006

Information
Management
Committee

|
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Agreement

The State of Queensland through the Dep
Health

Services Agreement @é

Ramsay Health Care Australia Pty

/\\Q:f

Freehills

Central Plaza | 345 Queen Street QLD 4000 Australia Telephone +61 7 3258 6666 Facsimile +61 7 3258 6444
GPO Box 3124 Brisbane QLD 4001 Australia www.freehills.com DX 255 Brisbane
Sydney Melbourne Perth Brisbane Singapore Correspondent offices in Hanoi Ho Chi Minh City Jakarta

DOH-DL 14/15-008 socunents:
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Services Agreement

Date » 4 April 2011

Between the parties

=

The State of Queensland through the Dir MGe ral
Department of Health

of State Health Building, 147-163 Chaflot t, Brisbane, QLD
(QH)

RN
Ramsay Health Care Austra(ig ited
ACN 003 184 889 of Le 4 ific Highway, St Leonards,
NSW

(the Operator)\

Recitals isions of this Agreement and the other

basis afd proposed to be collocated with the SCUH in the future.

The Operator has been selected to design, construct, finance,
mission, operate and maintain the Facility.

4 Prior to and during the proposed development of the SCUH, QH
requires the Operator to provide certain Contracted Services for
Public Patients at the Facility.

[¢)]

QH wishes to engage the Operator, and the Operator has agreed
to provide, the Contracted Services at the Facility on the terms
and conditions of this Agreement.

The parties agree as follows:
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1 Definitions and interpretation

1.1 Definitions

The meanings of the terms used in this Agreement are set out below.

Term

Accreditation

Activity Forecast

Agreed Platform

Agreement

Audit
Recommendations

Authorisations

Meaning

certification from a quality assurance entit in the)meaning of
the Private Health Facilities Act) that the Facllity opgrates under a

quality assurance system (within the ning
Facilities Act). %
g

~—
has the meaning given to it i ﬁ% nterpretation.

has the meaning give@h{%ﬁigs of Interpretation.

L

this agreement b n nd the Operator and includes all

Schedules ?d—m%c ts.
2/

m d@u)of the independent auditor issued in draft

from, by or with a Government Entity (pursuant to any Law); or

any consent or authorisation regarded as given by a
overnment Entity due to the expiration of the period specified
y a statute within which the Government Entity should have

acted if it wished to proscribe or limit anything already lodged,

registered or notified under that statute,

and includes, in respect of the Operator, the Authorisations
referred to in clause 2.1 of the Lease.

Availability KPI

a KPI set out in Table 9 of Part 1 of Schedule 3.

Business Day

any day on which banks are open for business on the Sunshine
Coast and Brisbane excluding Saturdays and Sundays and public
holidays.
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Term

1  Definitions and interpretation

Meaning

Claim

includes any claim, proceeding, cause of action, action, demand or
suit (including by way of contribution or indemnity):

1 in contract;
2 otherwise at law or in equity including:
e Dby statute;

e in tort for negligence or otherwise, including negligent
misrepresentation; or

o for quantum meruit or restitution, including restitution based
on unjust enrichment,

under, arising out of, or in connection with
Private Hospital Contract.
o~

Collocation Agreement

the collocation agreement dated 4 2019 between QH and the

Operator. /\/}
N

Compensable Patient

ks
a patient who would be ertti ive free public hospital
services but for the fa e patient (or his or her estate) is
gei 3- a compensation payment in
respect of the@ injuty, i

ss or disease.

Commencement Date

Confidential Information

1
2 is designated by the disclosing party as confidential; or
e other party knows or ought to know is confidential,

and, without limitation, includes the terms of this Agreement.

A

cont

a solid, liquid, gas, odour, heat, sound, vibration, radiation,
pollutant or substance of any kind which makes or may make the
environment unsafe, unfit or harmful for habitation, use or
occupation by any person or animal or is such that any part of the
environment does not satisfy the contamination criteria or
standards published or adopted by the Queensland Environment
Protection Agency from time to time.

Contracted Services

hospital services provided or to be provided by the Operator to a
Public Patient at the Facility, being clinical services listed in Part 1
of Schedule 2 which the Operator is engaged to provide for that
Public Patient under clause 4.1(c), facilities management services
as specified in section 4.1 of Part 1 of Schedule 2 and associated

D@ H =D3L 14/15=©@@| Document 91

Page 3



i P["Eghl”s ) 1 Definitions and interpretation

Term Meaning

administrative and record-keeping services.

Contract Manager a person appointed under clause 19.1(a).

Contract Material all Material created or developed by or made available by the
Operator to QH during or as a result of the Operator providing the
Contracted Services.

Corporations Act the Corporations Act 2001 (Cth). O
Corporations the Corporations Regulations 200
Regulations
RN
Cure Event has the meaning given to it |gﬁcl éﬁ 2.
[

Cure Period subject to cla 9.5, i/ ness Day periods referred to in

clauses 6.4 aﬁé}\\e ods set out in the table in clause

N

Direct Admission acut gv/el ive) patient who is referred or who is to be

Patient € ility by QH for admission on the day of

ient at a QH Facility who QH wishes to transfer to

but, fortheavoidance of doubt, a Direct Admission Patient does

not become a Public Patient for the purpose of this Agreement

unless and until QH issues a Referral Order to the Operator in
ect of that Direct Admission Patient.

Dispute \ has the meaning given to it in clause 10.
VAN

Disp Q/ ive a person appointed by either QH or the Operator under clause
10.5.

Dispute Resolution a committee comprising senior representatives of each party,

Committee established in accordance with clause 10.3.

Dispute Resolution the procedures established to hear and resolve Disputes under

Procedures clause 10.
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Term

1  Definitions and interpretation

Meaning

District

depending on the context:

1 the administrative unit within QH known as the QH Sunshine
Coast Health Service District; or

2 the geographic area constituting the QH Sunshine Coast Health
Service District.

Extended Force Majeure

has the meaning given to it in clause 12.3(d).

Facility

has the meaning given to it in the Lease. O

Financial Year

1 each period of 12 months commeénc;j
the following 30 June; and

1 July and ending on

2 if, as contemplated by clay expiry date of this

8 or 2019), the period of

less than 12 months co

Force Majeure

expiry date.
sta eéj bination of events and

beyond the control of the party affected,
ault or negligence of the affected party or

any event or
circumstances w
which occurs y
any of its Pe

1 natural g

0 e\exte

¢, explosion, storm, lightning, flood (except
e cause of the default or delay is due to the
onstructing the Facility to meet the Specifications
the Collocation Agreement) regarding flooding),
urricane, cyclone or other act of God;

3 radioactive Contamination or toxic or dangerous chemical
Contamination;

4 &trikes, lockouts, industrial disputes, labour disputes, work
bans, secondary boycotts, blockades or picketing, or similar
stoppage of work, which are not specific to the Private Hospital
Site or the Operator or its Personnel; or

5 the declaration of a ‘disaster situation’ as that term is defined in
the Disaster Management Act 2003 (Qld),

which:

6 causes or results in default or delay in the performance by the
affected party of any of its obligations under this Agreement;
and

7 is not an event or circumstance the risk or responsibility of
which is by this Agreement or any Private Hospital Contract
assumed by the affected party; and

8 could not reasonably have been prevented, overcome or
remedied by the exercise by the affected party of a standard of
care and diligence consistent with that of a prudent and
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Term Meaning

competent person undertaking the affected obligation,
but not including:

9 wet or inclement weather not being a flood, hurricane, storm or
cyclone;

10 staff or contractor or supply shortages;
11 an Insolvency Event in relation to the Operator or its Personnel;

12 strikes, lockouts, industrial disputes, labour disputes, work
bans, secondary boycotts, blockades or picketing, which are
specific to the Private Hospital Site or { tor or its
Personnel;

13 malicious damage; or

14 change in Law. @\
Force Majeure Notice a notice given in accordanceWa)

Government Entity

ority) tribunal, agency or entity
described in section 21 of the
(Qld), the Local Authority, the State of
monwealth.

Implementation Date the independent auditor (issued in draft
and finalised under clause 7.4(m)) as the date

it Recommendations should be substantially

N

Implementation N/O;Nnotice given in accordance with clause 7.6.

Insolvency E in relation to the Operator (or a Material Subcontractor or other
relevant entity as applicable) (Relevant Entity) means each of the
following events:

1 a liquidator, provisional liquidator, trustee in bankruptcy,
administrator, manager, receiver, receiver and manager or
similar officer is appointed in respect of the Relevant Entity or
any of its assets;

2 an order is made or a resolution is passed for the purpose of
appointing a person referred to in paragraph 1 or for winding up
the Relevant Entity or for implementing a scheme of
arrangement for the Relevant Entity or for placing it under
official management;

3 a moratorium of any debts of the Relevant Entity or an official
assignment or a composition or an arrangement formal or
informal with its creditors or any similar proceeding or
arrangement by which its assets are submitted to the control of
its creditors is proposed, ordered or declared;
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Term Meaning

4 the Relevant Entity suspends payments of its debts generally
without the prior consent of QH;

5 the Relevant Entity ceases to carry on business;

6 the Relevant Entity becomes, is declared or is deemed
insolvent within the meaning of any applicable Law or is unable
or admits in writing its inability to pay its debts as these fall due;

7 the Relevant Entity transfers or parts with the whole or any
substantial part of its undertakings and assets otherwise than in
the ordinary course of business;

8 execution is levied against the assets g Releyant Entity;

9 a mortgagee enters into possession of\g
Relevant Entity; or

10 any other event analogous to aply’of Oove OCCurs in
respect of the Relevant Entity, whi as JaJsubstantially similar
effect.

V2NN

Integrated Management has the meaning given to it in t e@ of Interpretation.

System /7

@»
in iat’and intellectual property rights and
world, whether registered or unregistered,

Intellectual Property all present and
Rights interests throughou
including copyright

Kawana Site at the corner of Kawana Way and Lake Kawana
rd at Birtinya (Kawana) owned by QH comprising
app tely 20 hectares of land, survey plan reference Lot 5, SP
& 22984
KPI Failure s the meaning given to it in the Rules of Interpretation.

/™

A4

KPls m % has the meaning given to it in the Rules of Interpretation.
Law v 1 Legislation;

2 those principles of law established by decisions of the courts;

D

3 lawful requirements of Government Entities (pursuant to any
Law); and

4 Authorisations (including conditions and requirements in
respect of those Authorisations).

Lease the lease dated after the date of this Agreement between QH and
the Operator.
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Term Meaning

Legislation 1 any act of parliament;

2 any subordinate legislation, rules, standards, orders,
regulations or by-laws, or policy; and

3 guidelines of the Commonwealth, the State of Queensland or
the Local Authority with which the Operator is legally required

to comply.
Local Authority Sunshine Coast Regional Council.
[~
Loss any cost, loss, expense, fees, payments, g/e, ine, penalty or
other liabilities of any kind whatsoev eth t, indirect,
consequential (including economic J0gs), ent or future, fixed or
unascertained, actual or contingent.
e
Lower Limit has the meaning given to it ipn the' Ru Interpretation.

Material

Material Subcontract

subcanfract for the following services (to the extent the
nt service is not provided by the Operator directly):

epathology provider for the Facility; and

« the diagnostic imaging provider for the Facility.

N

Material Sub ctar a person engaged by the Operator under a Material Subcontract.

Minim equifements the requirements and standards set out in Part 1 of each Schedule.
NY

Moral Rig rights of integrity of authorship, rights of attribution of authorship,

rights not to have authorship falsely attributed, and rights of a
similar nature conferred by statute that exist, or may come to exist,
anywhere in the world including all rights described in Part IX of the
Copyright Act 1968 (Cth).

NPPs the National Privacy Principles under the Privacy Act.

Objectives the objectives for this Agreement as specified in clause 2.
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Term Meaning

Operator Default an event of a kind specified in clause 9.3(a).

Operator’s Submission those parts of the final submissions of the Operator in respect of
the RFBB which are contained in Part 2 of each Schedule.

Performance Standards the standards set out in Part 1 of Schedule 2.

Personnel the officers, employees, contractors or ag r@ p)ajty.
AN/
Privacy Act the Privacy Act 1988 (Cth).
g
N~—
Private Health Facilities the Private Health Facilities (@][op8
Act

N

Private Hospital this Agreement;

Contracts

Private Hospit/'\ mhe meaning given to it in the Site Management Deed.

Privatﬂ % patient of the Facility other than a Public Patient.

Public Patiegt a person designated as a public patient in a Referral Order (who
may be a Compensable Patient).

Public Patient Record has the meaning given to it in the Rules of Interpretation.

QH Facility 1 a public hospital operated by QH inside or outside the District

(including the SCUH once it is operational); and

2 solely in reference to a facility into which QH may nominate for
the purpose of accepting a transfer of a Public Patient from the
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Term Meaning

Facility, a private hospital with which QH has a contract to
provide services to public patients, including The Noosa
Hospital.

QH Background Material  all Material that is created by or for or used by QH and is provided
by or on behalf of QH to the Operator for the purpose of the
Operator providing the Contracted Services.

QH Default has the meaning given to it in clause 9.4.

VL_/(\
Rectification Plan has the meaning given to it in the I?Fyfwon.

PN

=7

Referral Default 1 a series of Referral Failure irect Admission

Patients; or

ation to patients who are not
h affect a material

2plally compromised the Operator’s
afety, quality and timeliness

Referral Failure

Admission Patient at the Facility, the Operator determines that
the Direct Admission Patient is not appropriate for treatment at
he Facility, in circumstances where it is reasonably likely that

e patient’s clinical needs would have been correctly
determined by QH if QH had undertaken proper triage and/or
pre-admission assessment of the patient before referring the
patient to the Operator; or

3 the Operator accepts a Referral Order in relation to a patient
who is not a Direct Admission Patient and before admission the
Operator determines that the patient is not appropriate for
treatment at the Facility, in circumstances where it is
reasonably likely that the patient’s clinical needs would have
been correctly determined by QH if QH had undertaken proper
triage and/or pre-admission assessment of the patient before
referring the patient to the Operator.

Referral Order an electronic order form prepared in accordance with clause 7.1
and provided by QH to the Operator via the Agreed Platform for the
purpose of instructing the Operator to provide hospital services to a
Public Patient referred to the Operator through that Service
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Term Meaning

Initiation Pathway.

Related Corporation a related body corporate within the meaning of section 9 of the
Corporations Act.

RFBB QH'’s request for binding bids for the design, construction,
financing, operation and maintenance of a private hospital and the
provision of the Contracted Services at the Private Hospital Site

dated 16 July 2010. (7 (\

NS/
Rules of Interpretation the rules for interpreting the Schedyf

PN

g
SCUH the Sunshine Coast Universit { Mly proposed to be

developed on the SCUH Sit in the vicinity of the
Private Hospital Site.

) —

SCUH Site the site propo&)y che CUH within the Kawana Site.

Service Initiation the method ay request the Operator to provide

Pathway hospital sertj a Rublic Patient as described in clause 7.1(b)
to 7.1(g) (inc

Services Review e copmifiee established under clause 19.4.
Committee
Service Stream has the meaning given to it in the Rules of Interpretation.

/]

Site Manage e the agreement between QH and the Operator in respect of matters
relevant to the development and management of the Kawana Site,
including in respect of the Proposed Development of the Kawana

any tax, levy, charge, impost, fee, deduction, compulsory loan or
withholding, which is assessed, levied, imposed or collected by any
Government Entity and includes any interest, fine, penalty, charge,
fee or any other amount imposed on, or in respect of any of the
above.

Site, co-ordination and integration issues with the Proposed
Development and management of the Facility, dated 4 April 2011.
~
Tax &

Term the term of this Agreement determined in accordance with clause
3.1.
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Term Meaning

Termination Payment has the meaning given to it in the Site Management Deed.
Upper Limit has the meaning given to it in the Rules of Interpretation.
WAU a weighted activity unit, which is a single standardised unit of

measure of activity used by QH, which provides a common unit of
comparison to measure activity consistently and is reviewed
periodically.

1.2 Rules of Interpretation

The Rules of Interpretation form part of each Schedule.

@
9

1.3 Interpretation

(a) a reference to this Agreement include

(b) a reference to this Agreementi
them;

(c) a reference to a statute, ording

(d) the singular includes
(e) the word ‘person/iy e
an unincorporated assgof

accotfhting standards under the Corporations Act, schedule 5 to the
Corporations Regulations and, if not inconsistent with those accounting
standards and that schedule, generally accepted principles and practices in
Australia consistently applied by a body corporate or as between bodies
corporate and over time;

) a reference to any thing is a reference to the whole and each part of it and a
reference to a group of persons is a reference to all of them collectively, to any
two or more of them collectively and to each of them individually;
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(k)

U

(m)
(n)
(0)

(p)

(@)

(r)

2 Objectives of this Agreement

headings and marginal notes have been inserted for guidance only and shall
not be deemed to form any part of the substance of this Agreement;

references to clauses and sections shall be references to clauses and sections
of this Agreement and references to clauses include sub-clauses of this
Agreement;

a reference to a ‘day’ is a reference to a calendar day (and includes, without
limitation, weekends and public holidays);

any covenant or agreement by the Operator not to do any act or thing is
deemed to include an obligation not to permit that act or thing to be done;

other parts of speech and grammatical forms of a word or phrase defined in this
Agreement have a corresponding meaning;

or that provision;

the expressions ‘includes’, ‘including’ and ‘include’
followed by ‘without limitation’; and

the party, indemnities and releases given in
of warranties and representations, and exc|
Losses that arise in relation to this Agreemer
and in the case of QH, the State or an

iofigsoNigbility for Claims or
%& d'to Personnel of that party

(c)

to ensure
standar

(1)

t the Operato¥'provides the Contracted Services to the required

ety, quality and timeliness set out in this Agreement, including:

t of clinical outcomes for Public Patients which are at least
quivalento the target clinical outcomes for relevant public hospitals;

provision of equitable access to the Contracted Services for Public
Patients, including:

) that Public Patients are treated in the most appropriate
clinical setting to optimise health outcomes;

(B) provision of a 24 hours a day, 7 days a week, referral
service for acutely sick patients or patients with complicated
healthcare requirements;

to ensure that QH obtains the Contracted Services at a fair and reasonable cost
to QH, in a manner which achieves a value for money solution for QH; and

to achieve these objectives through a culture of mutual respect and
cooperation, and in an environment that fosters innovation, continuous
improvement, cost efficiency, transparency and open, honest and timely
communication.
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3 Term

3.1 Term and expiry

(a) Subject to clauses 3.1(b) and 14, this Agreement commences on the date it is
signed and expires on 30 June 2018. However, each party acknowledges that:

(1) QH may not, and will not, give a Referral Order to the Operator
before:

(A) in the case of a Direct Admission Patient, the
Commencement Date; and

(B) otherwise, the date which is 30 days prior to the
Commencement Date (and, for Referpat-O«rders received
: will have 60
ence the

inpatient episode of care); and

(2) the Operator must not admit or treat a
Commencement Date;

(3) clauses 4.1, 5, 7 and 9.7, and the
Schedules (other than section 2.
on the Commencement Date.

Schedule 4) commence

(b) Without limiting clause 3.3, the expiry, t greement may be changed
to a date which is later than 30 June urduant to clause 5.2 of the Site
Management Deed or clause 26.3(a) e ocation Agreement.

3.2 Arrangements for later expiry

(a) If, as contemplated by clau
changed to a date whie

b){the expiry date of this Agreement is

dwer activity limits, for each Service Stream
treams, which will apply for the period of

2 of Part 2 of Schedule 2 will apply until the date which is 12
months before the revised expiry date of this Agreement.

ear QH will perform this calculation in good faith having regard to the
PrQ o* ionate spread of activity across the most recently ended Financial Year.

(d) Section 6.3 of Part 1 of Schedule 1 applies to the period of operation after
1 July 2018 and (if applicable) in the 2017/2018 Financial Year as though
paragraphs (a) and (b)(4) of that section instead referred to the activity limits
agreed or determined under this clause 3.2.

(e) In the 2018/2019 and 2019/2020 Financial Year(s) (as applicable), section 3.4
of Part 1 of Schedule 4 will apply on the basis that the following amounts are set
out in Table 14:
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2018/2019 2019/2020

3.3 Consideration of possible extension

(a) At least 2 years before the scheduled expiry of this Agreement, QH must use its
reasonable endeavours to consult with the Operator in relation to the projected
demand for public hospital services in the District in the period after such expiry,
and the manner in which QH proposes to meet such demand.

(b) At any time during the Term, the Operator may give QH a written proposal for
an extension of the term of this Agreement.

(c) If QH receives a proposal under clause 3.3(b), QH will:

(1) assess the proposal having regard to the Objg
extent to which:

{5, irdjuding the

(A) the provision of the Contracted/zefvi by the Operator has
achieved the Objectives prior(t0 eipt of the proposal;
and

(B) the proposal offers a va solution to QH

compared to direct pro

: services through
facilities operated by QH; &

(2) use its reasonable endeav
proposal in a timely manne

onsult with the Operator about the

pt posal to extend the term of this
Agreement, the parties must act in faith to agree any amendments to this
Agreement, including the S are required to accommodate the
extension.

4 Engagement

4.1

commences only if and when the Public Patient has completed a
Service Initiation Pathway in respect of the provision of treatment at
the Facility;

(2) relates only to those clinical services:
(A) specified in the Referral Order for the relevant Public Patient;
and
(B) which are otherwise clinically necessary for the appropriate

treatment of the relevant Public Patient while the Public
Patient is admitted or awaiting admission to the Facility; and

(3) ends when the Public Patient:

D@HC’@L 14/155(() Document 103

Page 15



Freehills 4 Engagement

(A) is discharged or transferred in accordance with section 6 of
Part 1 of Schedule 2;
(B) advises the Operator (or advises QH which advises the

Operator) that the Public Patient does not wish to proceed
with the relevant treatment, or has elected to be treated
elsewhere (including as a Private Patient at the Facility);

(C) cannot be contacted after the Operator has attempted to
contact the Public Patient on four separate occasions using
the contact details set out in the Referral Order; or

(D) dies.
4.2 Private Patients

QH acknowledges that the Operator will also provide hospital se g @ Private Patients
at the Facility during the Term.

4.3 Nature of relationship
(a) Each party acknowledges that:
(1) the relationship between QH and ator is that of a principal (in
the case of QH) and independenf\gont (in the case of the
Operator);
(2) the Operator retains full res

this Agreement;

3) nothing in this Agreem
partner, joint venture

(4)

in this Agreement, nothing in this
y to be the agent or legal representative

44

(b) If the parties do not agree within 20 Business Days
after the date of the change, either party may refer the matter for resolution in
accordance with clause 10.
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4 Engagement

4.5 Changes to health care funding model

(a) If, during the Term there is a material change to the funding model applied to
public health facilities in Queensland with the result that it is no longer possible
to quantify activity in WAUSs, or to refer to a price per WAU under the funding
model applied to public health facilities in Queensland, the parties must discuss
alternative fee structures in good faith having regard to the Objectives.

(b) If the parties are unable to agree upon an alternative fee structure under
clause 4.5(a) within 60 Business Days of the material change to the funding
model, the parties agree that for the purpose of calculating the Service Fee the
parties will:

(1)
()
4.6 Consideration of possible additional volum e streams

(a) At least 3 months before finalising its activi getsfor a Financial Year, QH
must use its reasonable endeavours to consul the Operator in relation to
the projected demand for public hospi i
Year, and the manner in which QH pfqpos

(b) At any time during the Term,

QH to acquire:
(1) more activity from
and/or

(c)

proposal having regard to the Objectives, including the
ich:

the provision of the Contracted Services by the Operator has
achieved the Objectives prior to the receipt of the proposal;
and

the proposal offers a value for money solution to QH
compared to direct provision of such services through
facilities operated by QH;

(2) use its reasonable endeavours to consult with the Operator about the
proposal in a timely manner; and

(3) if QH is in receipt of such a proposal within 2 months before finalising
its activity targets for a Financial Year, consider in good faith whether
to accept the proposal in respect of the relevant Financial Year having
regard to the Objectives.

If (in its absolute discretion) QH accepts a proposal under clause 4.6(c)(3):

(1) any additional modality is treated as an additional Service Stream
under this Agreement including the Schedules;
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5.1

5.2

5.3

5.4

(2) the upper and lower limits for the relevant Service Streams apply in
accordance with the proposal;

(3) consequential adjustments are made to the aggregate upper and
lower limits across all Service Streams;

(4) QH must issue its activity target for the relevant Financial Year based
on the changes referred to in clauses 4.6(d)(1) to 4.6(d)(3); and

(5) the parties must act in good faith to agree any other amendments to
this Agreement, including the Schedules, that are required to
accommodate the proposal.

Requirements for Contracted Services

Minimum Requirements and Operator’s Submissi

(a) The Operator must provide the Contracted Servi i rdance with:;
(1) the Minimum Requirements; and
(2) the Operator’'s Submission.
(b) If the Minimum Requirements and the Operdtgr pmission prescribe different

standards in relation to the same mattg tandard prevails.
Accreditation

The Operator must:

(a) actively work towards achiey
Commencement Date;

(b) achieve Accreditatigh withi
(c) maintain that Acg @

gCreditation as soon as is practicable after the

Material Subcontractors

(a) The Operator may only engage a person as a Material Subcontractor if the
person is approved in writing by QH before the person’s engagement takes
effect, such approval not to be unreasonably withheld and which must be
provided or rejected within 20 Business Days from the date on which details of
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the relevant Material Subcontractor are provided to QH, or such other longer
period as agreed by the parties. QH will:

(A) without limitation, not be acting unreasonably if it withholds its
approval because the proposed Material Subcontractor does not meet
the requirements of clause 5.4(b); and

(B) be deemed to have approved in writing the person’s engagement if
QH does not approve or reject the engagement within the 20 Business
Day period.
(b) Any Material Subcontractor must:
(1) be capable of performing and have sufficient financial capability to

perform all of the obligations of the Operator that are (or are to be)
subcontracted to that Material Subcontractor to the standard required

by this Agreement; and
(2) have experience, demonstrated recent good .

reputation in the provision of services similar toxh
Services that are to be subcontracted a releva
carry out the Contracted Services.

be licensed to

(c) The Operator must diligently pursue its rights undereacl/Material Subcontract

to which it is a party.

(d) If any Material Subcontract is terminated:

(1) the Operator must notify QH jiatelydpon the Operator becoming
aware of such termination; a

(2) the Operator must,
Subcontractor subject
clause 5.4 (unless the
itself).

ordance with the provisions of this
re to be provided by the Operator

5.5 Removal of a Material

If:

(a) does not satisfy or ceases to satisfy the criteria

ppoint or procure the appointment of a new Material
he services are to be provided by the Operator itself),

5.6

insurance on tie terms required by the Lease.

Page 19
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6 Fees and payment

6.1 Accounts

(a) The Operator must issue to QH an account for the fees payable by QH to the
Operator under Part 1 of Schedule 4 at the times required under that Part.

(b) Accounts issued under clause 6.1(a) must contain any information specified in
Part 1 of Schedule 4.

(c) The Operator must issue an annual financial report in accordance with section 5

of Part 1 of Schedule 4.

6.2 Payment

(a) Subject to clause 6.2(b), QH must pay any account iss & Dperator
within 30 days (or, for accounts issued under section 2.2(H 1 of
Schedule 4, 10 Business Days) after receiving an unt inthé form required
under Part 1 of Schedule 4.

(b) If there is a dispute in respect of any part of an actetnt mitted by the

Operator, QH must: @

6.3 Correction of overpayrp

(a) If the Operator @

6.4 Demand by Operator

If QH fails to make payment to the Operator on or before the due date for payment of the
account under clause 6.2(a) (excluding any amount which is subject to a dispute), the
Operator may issue a formal demand to QH requiring QH to make payment within a
further 20 Business Days of receipt of the demand.
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7 QH obligations

71 QH obligations

During the Term, QH will:

(a) provide access to QH’s referral and discharge service, which will be available
24 hours a day, 7 days a week, for the referral of Public Patients to the Facility
and discharge or transfer of Public Patients from the Facility;

(b) ensure all Public Patients referred to the Facility have undergone (as
applicable):

(1) triage;
(2) assessment of suitability for admission to the F
(3) preadmission assessment;

(c) manage the elective surgery waiting list in the Distyi

(d) provide the Operator all the clinical notes held b

(e) subject to clause 7.2, provide the Operator wil nce of Public Patient
consent to be referred to the Facility sent to the collection, use
and disclosure of the Public Patient’s nformation (as that term is
defined in the Privacy Act) to or as required to enable the

compliance with the NPPs;

(f complete a referral order (incjudin ation set out in Attachment A to Part 1
of Schedule 2) for each Pub Z referred to the Facility for treatment and
issue this information to the\Qg ia the Agreed Platform;

(9) provide transport tg ublic Patients requiring direct admission;
and

(h) if QH is requiredte inate a QH Facility to accept a transfer of the Public
Patient under sectiom§.5(a)(2), 6.6(c) or 6.6(d) of Part 1 of Schedule 2, make

7.2

the Facility, the Operator will obtain any necessary consents
fding privacy consents) using a form agreed between QH and the Operator

respect of a Direct Admission Patient referred to the Facility, it is not
acticable for QH to obtain necessary consents before the Operator
comidences to provide treatment because of an incapacity of the Direct
Admission Patient, the Operator will obtain any necessary consents (including
privacy consents) using a form agreed between QH and the Operator for this
purpose as quickly as is practicable after commencing treatment, in accordance
with usual clinical practice in this situation.

(c) The parties intend that clause 7.1(e) will be applied having regard to usual
clinical practice, including in relation to assisted and substituted decision
making.
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7.3 Improvement Notice

(a) If the Operator considers that a Referral Default has occurred, the Operator
may issue to QH a notice (Improvement Notice) requiring the Services Review
Committee to meet to consider the claimed Referral Default.

(b) Subject to Privacy Laws, an Improvement Notice must identify the patient the
Operator considers have been affected by a Referral Failure (Affected
Patients).

(c) The parties must convene a meeting of the Services Review Committee as

soon as is practicable after QH receives the Improvement Notice (and in any
case within 5 Business Days after QH receives the Improvement Notice), for the
purpose of discussing possible improvements to QH'’s systems for referring
patients to the Operator.

(d) QH must diligently implement any improvements agreed ing, by the
members of the Services Review Committee.

7.4 Audit

(a) If, within the period of 30 Business Days after the date o which the Services
Z yperator considers that a

issue to QH a notice

dentify the additional patients
Referral Failure since the

(c) ef C eives the Audit Notice, the parties shall

QH'’s systems for referring p o the Operator. If within a further 5
Business Days the partie to agree on an independent auditor to
undertake the aud ayditor shall be nominated by the President for the time

any interest or duty he or she has fully disclosed (and which has been
accepted by both parties) before his or her appointment;

not be a person a reasonable person would consider likely to have a
bias for or against either party; and

(4) undertake to each party to keep confidential all matters coming to the
independent auditor’'s knowledge by reason of his or her appointment,
the performance of his or her duties and the exercise of his or her

powers.
(e) The Operator must give the independent auditor:
(1) a copy of the Referral Order (if any) and the Operator’s clinical notes

in respect of each Affected Patient;

(2) information about the basis on which the Operator considers that the
Referral Failures claimed by the Operator, taken together constitute

Page 22
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Referral Defaults, including information about the impact on the
Operator’s ability to meet the standards of safety, quality and
timeliness required under this Agreement; and

(3) such other information as the independent auditor may reasonably
request,

including by making Personnel of the Operator available to answer questions.
Provided that the Operator assigns a unique identifier to each Affected Patient
for the purpose of the audit, the Operator may de-identify such records before
giving them to the independent auditor.

f QH must give the independent auditor such information as the independent
auditor may request about the process undertaken by QH (including copies of
any applicable policies, procedures and forms):

(1) for referring patients to the Operator; and

(2) generally in relation to admission of patients t

including by making Personnel of QH available to g

(9) The independent auditor appointed under clause(1.4 | review the material
provided under clauses 7.4(e) and 7.4(f) and determ ether:
(1) each Affected Patient claimed by 0 have been the

subject of a Referral Failure was
Failure; and

bject of a Referral

(2) taken together, the Referra
independent auditor under

(A) constitute a
(B) indicate

(h) The independent auditar shalMdvisg the parties in writing of his or her findings
9 Lusingss Days of his or her appointment (or such
. If the independent auditor finds that there was a

(i) If the ind ent auditor makes a negative finding under clause 7.4(g)(2), the

y.not issue another Audit Notice within 6 months of the date on
e independent auditor advised the parties of his or her
findings.

pgndent auditor makes a positive finding under clause 7.4(g)(2), QH:

(2) must (within 2 Business Days after receiving the independent auditor’s
findings) instruct the independent auditor to make written
recommendations to QH as to the steps QH should take so that QH'’s
systems for referring patients to the Operator meet the standard of
admission practices that could reasonably be expected of a public
hospital in Queensland (Audit Recommendations).

(k) The independent auditor shall advise the parties in writing of his or her draft
Audit Recommendations under clause 7.4(j)(2) within 20 Business Days of
receiving the instruction from QH. The draft Audit Recommendations must
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include a date by which the independent auditor reasonably considers the Audit
Recommendations should be substantially implemented (Implementation
Date), having regard to the nature of the Audit Recommendations and the time
likely to be required for implementation.

0] QH and the Operator are entitled to make written submissions to the
independent auditor about his or her draft Audit Recommendations (including
the draft Implementation Date) but such submissions must be provided to the
independent auditor and the other party within 5 Business Days after the
independent auditor gives the parties his or her draft Audit Recommendations.
The independent auditor must consider any submissions by QH or the Operator
before finalising his or her Audit Recommendations, including as to the
Implementation Date.

(m) The independent auditor shall advise the parties in writing of his or her final
Audit Recommendations under clause 7.4(j)(2), includin inal
Implementation Date, within 10 Business Days of the d rred to in clause
7.4(1).

7.5 Follow-up audit

(a) QH must diligently implement the Audit Reco mendatioris |nclud|ng by usmg

(b) If the Operator considers that QH has 2

Recommendations by the Imple

(c) If the independent auditor w he audit under clause 7.4 (Original
Auditor) is available, unles artiés otherwise agree, the parties must
appoint the Original Auc e ipdependent auditor to determine whether

' e Audit Recommendations by the

QH has substantia S
Implementation D ‘
(d) If clause 7.5(c) nd/apply, within 10 Business Days after QH receives the

mendations by the Implementation Date. If within a further 5
partles are unable to agree on an independent audltor to

(1) information about the basis on which the Operator considers that QH
has not substantially implemented the Audit Recommendations by the
Implementation Date; and

(2) such other information as the independent auditor may reasonably
request,

including by making Personnel of the Operator available to answer questions.

(9) QH must give the independent auditor such information as the independent
auditor may request about the steps undertaken by QH to implement the Audit
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7.6

8.1

Recommendations, including by making Personnel of QH available to answer
questions.

(h) The independent auditor appointed under clause 7.5(c) or 7.5(d) shall review
the material provided under clauses 7.5(e), 7.5(f) and 7.5(g) and determine
whether QH substantially implemented the Audit Recommendations by the
Implementation Date.

(i) The independent auditor shall advise the parties in writing of his or her findings
under clause 7.5(h) within 20 Business Days of his or her appointment (or such
later date as the parties agree).

() If the independent auditor determines that QH has substantially implemented
the Audit Recommendations by the Implementation Date, the Operator:

(1)

(2) may not issue another Audit Notice within 12 of the date on
which the independent auditor advised the pa hig Jor her
findings.

(k) If the independent auditor determines that QH h ot tantially
implemented the Audit Recommendations by th ation Date,

Implementation Notice

Recommendations within 20 Business Days the date on which QH receives the
Implementation Notice. @

Indemnity

QH indemnified agains Operator's actions

N
&
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9 Performa e management

9.1 Prevention Events

Subject to clause 14.1, if:
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(each a Prevention Event) QH may issue to the Operator a notice requiring the Operator
to submit to QH a prevention plan within 5 Business Days, which is he reasonable
satisfaction of QH (acting reasonably), containing full details of al 5 which the
Operator is taking, or proposes to take to mitigate the effects of t gventjon Event and
prevent the reoccurrence of the Prevention Event (Prevention Plan)<and zomply with

and diligently pursue the Prevention Plan.
9.2 Cure Events
Subject to clause 14.1, if: @

N

> o the Operator a notice requiring the Operator to

) 8 Days, which is to the reasonable satisfaction
of QH (acting reasonably) tentaining full details of all steps which the Operator is taking,
or proposes to take to cure the e Event and any temporary measures to be
undertaken during the period that thg’ cure of the Cure Event is being pursued (a Cure
Plan) and comply d diligently pursue the Cure Plan.

(each a Cure Event) QH mz
submit to QH a cure plan

9.3

€ 9.3(b), an Operator Default will occur if any of the following

D©H=D3L 14/15=@ Document 115 reoe st



i PTEEhi”S ) 9 Performance management

2
K
Q

9.4 QH Default

(a) Subject to clause 9.4
if:

(1)

each party acknowledges that a QH Default will occur

to pay an amount of money within 20 Business Days after
receip demand under clause 6.4;

()

fails to substantially implement the Audit Recommendations within
siness Days after receiving an Implementation Notice; or

an Extended Force Majeure occurs under clause 12.3(d) in relation to
QH.

¢’ events and circumstances set out in clause 9.4(a)(2) will not constitute a
FRDefault to the extent that such events or circumstances constitute a Force
edre Event in respect of which QH is entitled to rely on clause 12.

9.5 Extension of Cure Period
If a Cure Period applies to an Operator Default or QH Default, QH or the Operator (as the
case may be) may in their absolute discretion:

(a) in the case of QH, approve a longer Cure Period to apply in relation to
compliance with a Prevention Plan or Cure Plan at the time the Prevention Plan
or Cure Plan is submitted to QH; or
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(b) extend that Cure Period,

in each case by written notice to the other party, in which case the relevant event in
clause 9.3 or 9.4 will not be an Operator Default or a QH Default, unless and until that
party fails to take the required steps in relation to that event under clause 9.3 or 9.4 within
the extended Cure Period.

9.6 Audit rights

(a) The Operator must keep proper books of account and all other financial and
activity records that would be expected of a prudent and competent person
undertaking similar obligations as the Operator pursuant to the Private Hospital

Contracts.

(b) The Operator must have its financial statements audited a

(c) Subject to compliance with the Privacy Act, QH may du
period of 12 months following the end of the Term, proviging
prior written notice has been given, audit such of th ; p
Operator in respect of the provision of the Contra Services and the Pre-
payments to be made under section 2.2 of Part 1 af le 4 as is necessary
to:

(1)
)

(3)
e-KPls (including where critical
non-compliances with the Performance

(4) jyfounds to consider that an Operator Default

under clause 9.6(c)\naluding by printing or copying records kept electronically
in order to enable QH toJevi

(e)

(f)

ybject to clause 9.6(j) undertake its own inspections and examination
ot any aspect of the Operator’s Integrated Management System or the
Facility; and

(2) participate as an observer on audits undertaken by the Operator,
including on its various subcontractors

in respect of the provision of the Contracted Services as is necessary to:

(3) verify the basis for any claim made by the Operator for payments from
QH;
(4) verify the accuracy of any account provided to QH by the Operator

under this Agreement;
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(5) assess the extent to which the Operator is complying with the
Performance Standards and the KPIs (including where critical
incidents or repetitive material non-compliances with the Performance
Standards are identified); or

(6) if QH has reasonable grounds to consider that an Operator Default
has occurred or is likely to occur, ascertain whether this is the case.

(9) The Operator must provide QH with at least 10 Business Days’ notice of each
scheduled audit.

(h) Where QH undertakes its own inspections pursuant to clause 9.6(c) and such
inspections identify material non-conformances with the Minimum
Requirements,

(i) The Operator shall cooperate and shall procure that an @o ytractor co-
operates with QH including providing QH with all informafiély’and documentation
which QH reasonably requires in connection with its-right der'this clause 9.6.

() Unless an audit pursuant to clause 9.6(f) indentifi ial breach or
breaches of this Agreement:
(1) and

(2) no further audits can be carried out

(k) If an audit pursuant to clause 9.6(f) id
Agreement:

(1) QH may conduct furth
that 12 month period-

maccordance with clause 9.6(f) during
her material breaches are identified;

(2)
9.7 Step in rights

(a) Without limiting clats
(1)
)
re is Prevention Event or Cure Event in respect of which
the Operator has not yet implemented a Prevention Plan or
Cure Plan; and
(B) the Operator refuses one or more referrals which satisfy

section 3.2 of Part 1 of Schedule 2, because of the
circumstances giving rise to the Prevention Event or Cure
Event,

then

(3) QH will be entitled to, but is not obliged to; and

(4) the Operator must use all reasonable endeavours to enable QH to,

take the steps permitted under this clause 9.7 without prior notice to the
Operator for the purpose of curing the Operator Default or procuring the timely
provision of hospital services to the refused Public Patients.

(b) The exercise by QH of its rights under this clause 9.7 will in no way affect any
other rights of QH under this Agreement.
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(c) The steps which QH is entitled to take pursuant to this clause 9.7 are:

(1) appointing a representative or representatives (not being a competitor
of the Operator, an employee of such a competitor or a contractor,
agent or adviser to such a competitor who a reasonable person would
consider is not independent of that competitor) to attend the Facility
and observe the Operator’s operations in relation to the affected
aspects of the Contracted Services, for the purposes of reporting back
to QH and offering advice to the Operator (which the Operator must
consider in good faith);

(2) itself providing, or procuring the provision by others of, the whole or
part of the clinical services capacity the Operator is required to
provide under section 2 of Part 1 of Schedule 2 from a facility other
than the Facility (but where QH is exercising rights under clause
9.7(a)(2), only in relation to the refused Public ;

(3) such other steps as are, in the reasonable op )H, necessary
to safeguard the provision of the Contracted Secviee required by
this Agreement; and

(4) electing to cease exercising any of its r erred to above.

(d) The Operator must assist (and procure that j
wherever and however reasonably possibl¢
this clause 9.7, including by:

ors assist) QH
gise of QH’s rights under

(1) allowing QH’s representative DPOI under clause 9.7(c)(1)
access to relevant parts of ilitgy and providing the
representative(s) wi -

(2) exercising all available d powers to ensure that QH or an
ilengaged by QH is able to provide the

Contracted Services acility other than the Facility; and
(3) not removihHg-a eqipment, technology, furniture, fittings,
consums pther articles from the Facility which are necessary or

(e) If any hospital servi are provided or procured by QH in accordance with
clause 9.7(c)(2)

if the Operator had

provi the rel Contracted Services, QH may:

(1

when exercising its powers under this clause 9.7, shall act reasonably at all
syand shall be limited in the exercise of its rights to what is necessary to
safeguard the provision of the Contracted Services in accordance with this
Agreement.

(9) QH will cease to exercise the rights under this clause 9.7 as soon as the
situation referred to in clause 9.7(a) is cured, prevented or remedied, or QH
ceases to pursue a cure, prevention or remedy of that situation (whichever
occurs first).

(h) Subject to clause 9.7(f), the Operator must as directed by QH when QH ceases
to exercise its rights under this clause recommence the performance of its
obligations under this Agreement.
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(i) The Operator indemnifies QH against, all losses,
liabilities, costs and expenses arising from any failure of the Operator to perform
its obligations under this clause 9.7.

() At or prior to the expiration of 3 months from the date of an exercise by QH of
the step in rights under this clause 9.7, if QH has not ceased to exercise its
rights under this clause 9.7 pursuant to clause 9.7(g), QH must either:

(1) give the Operator written notice that (without waiving any of its other
rights pursuant to this Agreement) QH has elected not to exercise its
rights under clause 14.1; or

(2) exercise its rights under clause 14.1.

9.8 Undertakings

The Operator must:
(a) on becoming aware, give QH prompt written notice of the

(1) any Operator Default or event or circu
uncorrected, give rise to an Operator D

(2) any event which will have a materi
business, assets or financial cond

ct on the Operator’s
perator’s ability to
and

ientwhich relates to a serious
ct Services by the Operator
ef)it'has first been obtained.

9.9
or repnedied prior to any exercise of any rights
shall not exercise any termination rights

9.10 and this clause 9

(a) Operator to satisfy the requirements of section 3.2 (Accepting

v g of admissions) of Part 1 of Schedule 2; or

10
10.1  Dispute

If a dispute arises out of or relates to this Agreement (including any dispute as to the
meaning, performance, validity, subject matter, breach or termination of the Agreement)
(Dispute) any Court proceedings shall not be commenced by or against QH or the
Operator relating to the Dispute unless QH or the Operator as the case may be has
complied with this clause 10.
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10.2

10.3

10.4

10.5

10.6

10.7

10.8

Meeting of parties

If any Dispute arises between the parties under this Agreement, the Services Review
Committee shall meet as soon as possible at a mutually convenient location to attempt to
resolve the Dispute in good faith.

Establishment of Dispute Resolution Committee

QH and the Operator will establish the Dispute Resolution Committee as a forum for
representatives of the parties to meet and attempt to resolve any Disputes arising
between the parties in an informed and good faith manner.

Hearing of Disputes

If parties are unable to resolve a Dispute under clause 10.2 withi
the Services Review Committee’s initial meeting, either party ma
Dispute to the Dispute Resolution Committee in writing.

Appointments

(a) The Dispute Resolution Committee shall co
appointed by each of QH and the Operato

(b) Each of QH and the Operator shall nomin sons to be its Dispute
Representatives on the Dispute Resofy ittee and alternative
representatives to represent that pa of those nominees cannot act.

e empowered to make decisions on behalf
pointing such Dispute Representative

(c) Each Dispute Representative
of, and to bind contractually, the p

in all matters raised for deter, fon e Dispute Resolution Committee.
Quorum
(a) The quorum of an Dispute Resolution Committee shall be at

(b) If a quorum is not preseht within 45 minutes after the time appointed for
ent of the ing of the Dispute Resolution Committee, that
e adjourned to the same time 2 Business Days after that

e place or at such other time, day or place as

h the Operator and QH may agree.

meeting of the Dispute Resolution Committee voting on any issue
' scisions shall be by unanimous resolution of Dispute

Dispute Resolution Committee, then the matter shall be referred to the next
succeeding meeting of the Dispute Resolution Committee (which must be held
as soon as possible but in any event no later than 2 Business Days after the
initial meeting) and if at the succeeding meeting the matter is again not decided
then such matter shall be resolved in accordance with clause 11.

Resolutions

If a variation is required to the Agreement to implement a resolution of the Dispute
Resolution Committee, the Operator must promptly document this variation to the
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10.9

10.10

10.11

10.12

10.13

10.14

Agreement for execution by both parties and provide QH with a copy of the varied
Agreement.

Termination of appointments

QH and the Operator shall each be entitled to terminate the appointment of their
respective Dispute Representatives and to appoint replacements.

Appointments in writing

All appointments of members to the Dispute Resolution Committee by a party and any
termination thereof shall be notified in writing to the other members of the Dispute
Resolution Committee at least 2 Business Days prior to such appointment or termination
taking effect.

Notices

Notices convening meetings of the Dispute Resolution Comfpittee may be given by any
Dispute Representative and shall specify the nature of bu ~ transacted, and
unless otherwise agreed by members of the Dispute Resolutie pmittee, no business
other than that specified in the notice shall be transa

Location of meeting

Meetings of the Dispute Resolution Committee @ bedeld at venues to be nominated
by the secretary of the Dispute Resolutjo \mitiee |i’ risbane or the Sunshine Coast
unless otherwise agreed by the members pUte

Resolution Committee.

Summonsing of meetings

(a) The Dispute Resolut ee ghall meet to hear and attempt to resolve a
Dispute:
(1) within of such Dispute being referred to it under
clause

(2) when any Di g Representative summons a meeting of the Dispute
ittee by giving not less than 15 Business Day’s
writing to the other members of the Dispute Resolution

(a) Theparties shall procure that one Dispute Representative is appointed as the
secretary of the Dispute Resolution Committee and shall perform such duties as
are specified by the Dispute Resolution Committee and shall arrange for

minutes of each meeting to be kept.

(b) A copy of the minutes of each meeting of the Dispute Resolution Committee
shall be given to each of the members of the Dispute Resolution Committee
within 10 Business Days of each meeting and each member of the Dispute
Resolution Committee shall as soon as possible either:

(1) ratify the minutes as a true and correct record of the meetings; or
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(2) identify (in writing) the aspect of the minutes with which they disagree.

11 Expert Determination

11.1  Referral to expert

(a) If the Dispute Resolution Committee is unable to resolve a Dispute in
accordance with clause 10.7 then either party may within 10 Business Days of
the second meeting of the Dispute Resolution Committee under clause 10.7
refer the matter to an independent expert by providing 10 Business Days’
written notice to the other party of its intention to refer the dispute to an
independent expert if the Dispute relates to a matter:

(1) which this Agreement expressly provides be res
independent expert; or
(2) which the parties otherwise agree shoul
independent expert.
(b) An independent expert must:
(1) have reasonable and appropriate, s and at least 5 years

commercial and practical experiel

(2) declare he or she has no in s hich conflicts or may
conflict with his or her funcfiq independent expert, except for
any interest or duty disclosed (and which has been

accepted by both pa s or her appointment;
(3) not be an employeec ployee of the Operator;

(4) not be, or have b thin('$ years prior to appointment, an employee
of QH; and

(5) underta

party to keep confidential all matters coming to the
Ky owledge by reason of his or her appomtment

11.2 Independent

11.3

(a) The independent expert appointed under clause 11.1(b) shall, subject to the
provisions of this clause 11.3, determine and notify the parties of the rules to
apply to its determination and make the determination based upon the
information made available to him by the parties and shall notify the parties in
writing of that determination within 20 Business Days of his appointment (or
such later date as the parties agree). The independent expert shall act as an
expert and not an arbitrator.

(b) Either party shall be entitled to make written submissions to the independent
expert but such submissions must be provided to the independent expert and
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(c)
(d)

(e)

()
(9)
(h)

12 Force Majeure

the other party no later than the expiry of the 5 Business Days after the
independent expert’s appointment.

Either party shall be entitled to submit a response to the other party’s written
submissions, but such response must be provided to the expert and the other
party no later than 5 Business Days after receipt of submissions.

If the independent expert decides that further information is required the expert
may call for further submissions, documents or information from either or both
parties and/or may call a conference between the parties.

The independent expert may conduct a conference as the expert sees fit but
shall give the parties reasonable notice of the matters to be addressed at it.

At the conference, the parties may be legally represented.

The conference shall be held in private.

except in the cause of manifest error, in which cause ei
notice of dissatisfaction within 10 Business Days o
determination, and that party may again refer the/fpatt an independent
expert in accordance with this clause 11.

11.4 Costs of the independent expert

The cost of the independent expert’s determination_sha o rne equally by each of the
parties to the Dispute.

11.5 Determination may be enforc

12

12.1

details of the Force Majeure;

deftails of the obligations affected;

details of the action taken and proposed to be taken to avoid or
minimise the consequences of the Force Majeure;

(4) an estimate of the time during which the party will be unable to carry
out its obligations due to the Force Majeure; and

(5) in the case of the Operator, an estimate of the costs the Operator will
incur to remedy the situation.

After giving a Force Majeure Notice, a party must continue to provide to the
other party all relevant information pertaining to the Force Majeure and take
proper and reasonable steps to avoid or minimise the consequences of the
Force Majeure.
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12.2 Meeting, application of provisions

The parties shall meet within 5 Business Days of service of a Force Majeure Notice to

determine:
(a) what obligations will be affected by the Force Majeure; and
(b) the estimated length of time for which the Force Majeure will continue.

The party affected by the Force Majeure shall use its best endeavours to remedy or
alleviate the Force Majeure promptly, to the extent to which it is able to do so.

12.3 Consequences of Force Majeure

(a) If a Force Majeure occurs, the obligations under this Agreement which are
affected by the Force Majeure shall be suspended but opfy-tq the extent and for
so long as such obligations are affected by the Force ary a reasonable
period thereafter as may be necessary to recommence.

(b) If a Force Majeure Notice is issued, no party shall defauitof its obligations
under this Agreement in so far as the failure or d¢lay j bservation of
performance of those obligations by that party is d by/the Force Majeure
specified in the Force Majeure Notice.

(c) Upon a party becoming able to recommende

(d) If a Force Majeure occurs whi
for 6 months or longer (Extende
Default will be deemed to havs

13 Confidentiality m
N
13.1 General restriction x

Subject to clauseg\l 3 d 13.3, neither party will, at any time, without the consent of
the other party d

agents to d|

13.2 Exceptions

Viajeure), an Operator Default or QH
and where the affected party was the

of axgpeach of this clause 13);

(b) which is required by Law to be disclosed provided, to the extent practicable,
prior notice of intended disclosure is given to the other party;

(c) which, in the reasonable opinion of the Operator, is required to be disclosed to
any prospective lender to the Operator or any prospective financier of the
Facility provided they assume an obligation of confidentiality in favour of QH on
terms similar to this clause 13;
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(d) which is required by law to be disclosed to any stock exchange or to
shareholders of the Operator provided, to the extent practicable, prior notice of
intended disclosure is given to the other party;

(e) which, in the reasonable opinion of the Operator, is necessary to be disclosed
to providers and suppliers of goods, services and equipment to the Facility
provided they assume an obligation of confidentiality in favour of QH on terms
similar to this clause 13; or

(f) which is disclosed by a party to:
(1) its legal advisers or auditors; or
(2) any of its officers or employees who require the information to enable

them to properly carry out their duties,

provided they assume an obligation of confidentiality in favewr of QH on terms
similar to this clause 13.

13.3 Disclosure by QH

The Operator acknowledges that QH may disclose on a ¢
Hospital Contract or any information in relation to this Agre
Contracts (including the commercial bases of the Pri

asis any Private
ny Private Hospital

information relating to the negotiations concerning t
may have come to QH's knowledge in the course of
concerning the operations, dealings, transactio
arrangements or affairs of the Operator) to Qu¢
Departments or Government Entities wi

14 Termination

14.1 Termination for defa

14.2 i due totermination of other Private Hospital Contracts

Collocation Agreement is terminated prior to the commencement of the
5 Or

(b) at any time if the Lease or Site Management Deed is terminated (which will, in
either case, have the result that the other terminates automatically),

this Agreement terminates with effect from the date of termination of the Collocation
Agreement, the Lease or the Site Management Deed (as the case may be).

14.3  Other rights

The rights of QH and the Operator under clause 14.1 are without prejudice to:
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(a) any other rights available to the relevant party under this Agreement including,
without limitation, under clause 9.7; and

(b) any other legal and equitable remedies available to the relevant party including,
without limitation, that party’s right to claim and recover damages, suing for
specific performance, injunctive relief or such other orders as the party
considers appropriate.

14.4 Consequences of termination

If this Agreement is terminated or terminates by effluxion of time:
(a) each party:
(1) subject to clause 14.4(a)(2), must promptly return to the other all

(2) may retain copies of Confidential Infor
termination of this Agreement if require
document retention policy to retain o
Information; and

inates by effluxion of
g’ 1 will apply):

ith QH or its nominee for a
the date of termination to assist

(b) the Operator must (except where this Agree
time, in which case section 11 of Part

(1) to the extent reasonable, ¢
period of not less t
QH or its nominee to

(A) if the Lea
Facility;

a facllity nominated by QH;

se its reasonable endeavours to forthwith assign or
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15 Representations, warranties and acknowledgements

15 Representations, warranties and acknowledgements

15.1  Operator's representations and warranties

The Operator hereby represents and warrants to QH that:

(@)

(b)

the Operator is duly incorporated and has the power to own its own property
and assets and to carry on its business;

the execution, delivery and performance of this Agree
Constitution;

required, to enter into this Agreement and to aut 4 iseAhe~execution and
delivery thereof and the performance of its obligunder;
Q]

ing dbligation of the Operator

ment to which the Operator
5 assets;

y A
of )
s-ufyder any Private Hospltal Contract;

g'true, accurate and complete in all material respects
material respect (including by omission of

noxepyesentation or warranty provided by the Operator under this clause 15.1
contains or shall contain any untrue statement of material facts or omits or shall
omit to state a material fact necessary to make such representation or warranty
not misleading in light of the circumstances in which it was made and to the
best of the Operator's knowledge, no other representation or warranty by the
Operator contained in this Agreement contains or shall contain any untrue
statement of material fact or omits or shall omit to state a material fact
necessary to make such representation and warranty not misleading in light of
the circumstances under which it was made.
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15.2 QH's representations and warranties

QH represents and warrants to the Operator that:

(a) QH has the power, authority and legal right to execute and deliver and perform
its obligations under this Agreement;

(b) the Agreement constitutes a valid and legally binding obligation of QH in
accordance with its terms;

(c) the execution, delivery and performance of this Agreement does not violate any
existing law or regulation or any document or Agreement to which QH is a party
which is binding upon it or any of its assets;

(d) other than representations and warranties specifically incorporated into the
Private Hospital Contracts, the Side Deed and the Independent Certifier's Deed,
it does not rely upon any representation, information, datg;dgcument or
material made available, or provided to it, by or on behd e Operator in
entering into this Agreement;

(e) QH has the power, and has taken all necessary , 1o enter into this
Agreement and to authorise the execution and de¢liv of and the
performance of its obligations thereunder; and

(f) no representation or warranty by QH herei
statement of material fact or omits or shall §
necessary to make such representation and
the circumstances under which it wa

ok shall contain any untrue
ate a material fact
not misleading in light of

16 Expenses

~

(a) Each party shall bear its o Qs ociated with the preparation and
8 subsequent consent, agreement, approval

(b) 2 pcaties assessed on this Agreement (if any).

17 Assignmentﬁm@nge In Control

171 ibiti signment and Change in Control

ithout the consent in writing of QH, or other than in accordance
with the’p sipns of the Lease:

sigh-er-otherwise dispose of its interests in the Facility, the Private Hospital
or this Agreement; or

a Change in Control (as defined in the Lease).

17.2 QH may assign to successor entity

(a) If administrative responsibility for:
(1) prior to the opening of SCUH, Nambour General Hospital; or
(2) after the opening of SCUH, SCUH,

is proposed to be transferred from QH to a government-owned body corporate
which is capable of entering into contracts in its own name, QH may transfer its
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F["EEhi llS 18 Intellectual property

rights and obligations under this Agreement to that successor entity with effect
from the date of transfer of administrative responsibility, and must give the
Operator notice in writing of such transfer including the name and address of
the successor entity.

(b) If QH gives the Operator a notice under clause 17.2(a), references in this
Agreement (including the Schedules) to QH and the District shall be read as
references to the successor entity.

(c) For clause 17.2(a), a body corporate is government owned if it is ultimately
owned by the State of Queensland.

18 Intellectual property

18.1  Background Material O

(a) The Operator acknowledges and agrees that QH yémains the owner or licensee

oty
those Intellectual

(b) QH grants to the Operator a non-exclusive, nor ransf e, royalty-free

obligations and exercising its rights up S

18.2 Contract Material

(a) Subject to clause 18.3(a), the padi

Rights in the Contract Mate @e

creation, in the Operator.

(b) The Operator gran
extent permitted

18.3

Intellectual Property Rights are created by or on behalf of
ic Patient Record, the Operator hereby grants QH a
Qn-exclusive, transferable, royalty free licence to exercise the

has received a complete copy under section 5.3(b) of Part 1 of
Schedule 1.

18.4 Warranty

Subject to compliance by QH with clause 18.1, the Operator warrants that:

(a) in performing the Contracted Services and the creation, development and
supply of Contract Material, the Operator does not and will not infringe the
Intellectual Property Rights or Moral Rights of any person;
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Freehills 19  Contract Manager and Services Review Committee

(b) the Contract Material and the exercise of its rights in the Contract Material by or
on behalf of QH in accordance with this Agreement does not and will not
infringe the Intellectual Property Rights or Moral Rights of any person; and

(c) it has all rights necessary to grant the licence under this clause 18.

19 Contract Manager and Services Review Committee

19.1  Appointment

(a) Within 20 Business Days of the date of this Agreement:
(1) QH shall appoint QH's Contract Manager; and
(2) the Operator shall appoint the Operator's Co anfager in
accordance with the selection criteria notified which shall be at
least equivalent to that set out in Part 2 he
(b) In the event that the Operator wishes to make a ¢ha he appointment
referred to in clause 19.1(a)(2), the Operator mus ify and provide a

art 2 of Schedule 1
eplacement.

replacement who satisfies the selection criteria
and arrange a suitable induction and handgver

19.2 Names
Each party shall notify the other in writing of th e uch person, and any change in
the identity of the person holding the offi ithi ness Days of the appointment or

change, as the case may be.

19.3 Role of Contract Managers

19.4

(a) QH and the Operator will establish a committee (the Services Review
Committee) comprising at least the Contract Managers and a senior
representative of each party, or agreed by QH and the Operator from time to
time.

(b) From the date of this Agreement, the Services Review Committee must meet at
such times as QH and the Operator agree and at least once each month (or
such other period as agreed by QH and the Operator), to discuss any matters
arising out of or in connection with this Agreement, including:
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(c)

20 General

(1) any matters relating to, and to provide an update on, the provision of
the Contracted Services; and

(2) relating to any dispute between the parties.

The Services Review Committee must conduct its meetings in such a manner
and in accordance with such procedures as its members may from time to time
agree, provided that at least one representative from each of QH and the
Operator must be present in order for there to be a quorum.

The Services Review Committee will not have any legal responsibility to either
QH or the Operator and will not have any power to require either QH or the
Operator to act or refrain from acting in any way.

The decisions of the Services Review Committee do not affect the rights or
obligations of either QH or the Operator under any of the Private Hospital
Contracts.

Review Committee as observers.

The Operator must, if directed to do so by QH, p
Services Review Committee:

(1) an agenda at least 5 Business D3

(2) minutes of each meeting within 2

20 General \

201 Notices

N

Every notice or other communy y-riature whatsoever required to be served,

(@)
(b)

(c)

shall be deemed to hayeheen duly served, given or made in relation to a party
if it is:

(1)

d, in the case of QH, to the address of QH set out below (or at
such other address as may be notified in writing by QH to the
Operator from time to time for the purpose of this clause);

posted by prepaid post to such address;

sent, in the case of the Operator, by facsimile to the facsimile number
of the Operator as set out below (or such other facsimile number as
may be notified in writing by the Operator to QH from time to time for
the purpose of this clause); or

(5) sent, in the case of QH, to the facsimile number of QH set out below
(or such other facsimile number as may be notified in writing by QH to
the Operator from time to time for the purpose of this clause);

shall be sufficient if executed by the party giving, serving or making the same or
on its behalf by any attorney, director, secretary, other duly authorised officer or
solicitor of such party; and
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(d) shall be deemed to be received, given, served or made:
(1) (in the case of prepaid post) on the fifth day after the date of posting;
(2) (in the case of facsimile) on receipt of a transmission report confirming

successful transmission at the conclusion of the transmission; and

(3) (in the case of delivery by hand) on delivery.
20.2 Addresses for notices

The addresses of the parties for the provision of notices under this Agreement are:
(a) if to QH:

(b) if to the Operator: @

No moaodification, variation or amend is, Agreement shall be of any force unless
such modification, variation or amen Is ip writing and executed by each party.

20.3 Variations

20.4 Waiver

A failure to exercise or enforcedgl/a delay in exercising or enforcing or the partial exercise

20.5

20.6

This Agreement may be executed in a number of counterparts and all such counterparts
taken together shall be deemed to constitute one and the same Agreement.

20.7 Australian Currency

All prices and sums of money referred to in, and payments required to be made under,
this Agreement shall be in Dollars.
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20.8 Communications

Every communication between QH and the Operator shall be in the English language.

20.9 Relationship

Nothing in this Agreement shall be construed or interpreted as constituting the
relationship of QH and the Operator as that of partners, principal and agent, fiduciaries or
joint venturers.

20.10 Co-operation

Without detracting from either party's obligations under this Agreement, the Operator and
QH shall co-operate with each other in order to achieve the objectivesof this Agreement
and the performance by each of the parties of its respective oblig

(a) This Agreement shall be construed in accordance with-ang governed by the
laws of Queensland.

20.11 Governing law

(b) Each party irrevocably and unconditionally S e non-exclusive
jurisdiction of the courts of Queensland and D} appeal therefrom. Each
party waives any right it has to object t ¢ing brought in those courts
including, without limitation, by claimi action has been brought in an

20.12 Discontinuance of bodies or ass

Reference to any authority, institute, As
shall in the event of any such authori

or body whether statutory or otherwise
association or body ceasing to exist or
powers or functions thereof being

, be deemed to refer respectively to the organisation
rgplacement for or which serves substantially

20.13 Operator's obligations

the making of any direction or appointment or the exercise
the exercise, giving or making of any other matter or thing
er by QH shall not, except where this Agreement expressly

elieve the Operator from its obligations under this Agreement.

20.14 on as an authority

20.15 Whole agreement

The provisions of this Agreement and the Private Hospital Contracts cover and comprise

the whole of the agreements between the parties and it is expressly agreed and declared

that no further or other covenants or provisions shall be deemed to be implied herein or to
arise between the parties.

Page 46
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20.16

20.17

20.18

20.19

20.20

Non-merger

None of the terms or conditions of this Agreement nor any act, matter or thing done under
or by virtue of or in connection with this Agreement shall operate as a merger of any of
the rights and remedies of the parties in or under this Agreement all of which shall
continue in full force and effect until the respective rights and obligations of the parties
under this Agreement have been fully performed and satisfied.

Survival
The rights and obligations of the parties under this clause 20.17 and clauses 6, 8, 9.6, 10,
11,13, 14, 15, 16, 17, 21 and 22 together with the rights and obligations of the parties set

out in this Agreement that are expressed to apply after this Agreement ends, survive the
expiry, or early termination, of this Agreement.

Moratorium

Unless application is mandatory by Law, no statute, ordinanGe;’praclamation, order,

regulation or moratorium present or future shall apply to th nt so as to
abrogate, extinguish, impair, diminish, fetter, delay or othe prejudicially affect any
rights, powers, remedies or discretions given or accruj e Operator under this
Agreement.

No Agency

The Operator shall not in connection wi
permit to be held out to any person any
indicating that the development under this
supervised by QH nor shall the Operajo as
agent of QH.

this men{ directly or indirectly hold out nor
e greement, matter or thing

ment is being carried on or managed or
present itself to be the servant or

Operator as Trustee

If the Operator at any timé

document, the Operator will be and at all times remain personally liable to QH
for the due performance, fulfilment and observation of the obligations in this
Agreement;

(d) During the currency of this Agreement the Operator will not without the consent
in writing of QH, cause, permit or suffer to happen any of the following events:

(1) the removal, replacement or retirement of the Operator as sole trustee
of the Trust;
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(2) any alteration to or variation of the terms of the Trust which affects the
rights of QH to an indemnity against the Trust;

(3) any advancement or distribution of capital of the Trust; and

(4) any re-settlement of the trust property.

The Operator further covenants with QH that it will be a Cure Event under this Agreement
if the Operator is guilty of any breach of trust in respect of the Trust or ceases to be the
sole trustee of the Trust or otherwise suffers removal, replacement or retirement as
trustee of the Trust.

20.21 Further Assurances

Each party must do all things and execute all further documents necessary to give full
effect to this Agreement.

20.22 Interest

If any moneys due and owing by a party under this Agreemexit remain unpaid after the
date upon which they should have been paid, then interes bﬂ ulated Rate in the

moneys are paid.
20.23 Consents

(a) Any provision in this Agreem equ
may, unless this Agreement ex
in that party's discretion.

(b) Without limiting clause 20.283

(1) act in acgyd & with~elévant government policies;
(2) adopt & 4 ment’ approach; and
(3) act to pro

21 Media Rel%&

(a) Ew to any release which is required by law or listing rules to be
iseclosed to any’stock exchange or to shareholders of the Operator, the
arator during the term of this Agreement, and except in respect of any
eraHlisted in Schedule 7 of the Collocation Agreement, shall not issue any

t4ts reputation.

Q
3

rict or the Contracted Services in any media or make any public
annQuncement without the prior approval of QH (not to be unreasonably
withheld. This clause 21(a) does not apply in respect of any collateral material
(including leaflets and brochures) issued by the Operator in the course of its
business.

(b) The Operator shall refer to QH any inquiries concerning the matters referred to
in clause 21(a) from any media.

(c) QH may in its discretion issue any information, document or article for
publication concerning any of the matters referred to in clause 21(a) in any
media without the prior approval of the Operator but will use reasonable
endeavours to give the Operator reasonable prior notice, where that
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22

221

22.2

22.3

22.4

22.5

information, document or article concerns the Facility or the Private Hospital
Contracts.

Taxes and Goods and Services Tax

Definitions

In clauses 22.1 to 22.4:

Term Meaning

GST “GST”, “taxable supply” and “tax invoice” have the same s in the
GST Act.

GST Act means the A New Tax System (Goods and Servi ax) Act 1999 (Cth).

Payments are exclusive of GST

The consideration payable by a party (recipier other party (supplier) under a
clause of this Agreement for a taxable e supplier to the recipient is
exclusive of any amount attributable to sive consideration).

Obligation to pay supplier

(a) A recipient shall, in respect y taxable supply made by the supplier to the
recipient under this/Agre o the supplier, in addition to the GST-
exclusive consid gnd at the same time this Agreement requires the GST-
exclusive consi pafd, an amount which, under the GST Act, is
equal to the GST paydhie on the GST-exclusive consideration.

(b) A recipient’s liability under glause 22.3(a) is not affected by the supplier's
entitleme input tax credits under the GST Act.

Tax Invoic

A supplier of“a taxa ply shall deliver to the recipient a tax invoice for a taxable

supply hy the supplier to the recipient.

Tax

(@)
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Rules of Interpretation
Schedule 1 - Management
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Schedule 3 - Performance Monitoring

Schedule 4 - Fees and Payment @
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Rules of interpretation

1 Structure

(a) Part 1 of each Schedule describes the Minimum Requirements.
(b) Part 2 of each Schedule contains the Operator’s Submission describing:
(1) the manner in which the Operator shall meet the Minimum

Requirements; and

(2) the Operator’s undertakings for exceeding the

(if any).
2 Definition
clinftons AN
The meanings of the terms used in the Schedules are(sge @ low.
Terms defined in the Services Agreement and n at efined in these Rules of
Interpretation will have the same meaning whe n Schedules unless the context

otherwise requires. %

Term Meaning /7\
( 7/
Lo

ACAT a%ss S eam.

ACHS Wlian Council on Healthcare Standards.

Y

Activity Forecast for a Financial Year for the Contracted Services:

the Referral Target and Referral Limit for each month of that
inancial Year for each Service Stream; and

2 and Quarterly Percentage for each Quarter of that Financial Year
for each Service Stream,

developed in accordance with section 6 of Part 1 of Schedule 1.

Activity see section 7.2(a) of Part 1 of Schedule 1.

Additional Services Fee see section 1.1(b)(2) of Part 1 of Schedule 4.

Agreed Platform see section 5.2 of Part 1 of Schedule 1.

3 Rules of interpretation Page 52
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Term Meaning

Authorised Medical medical practitioners employed or contracted by the Operator to provide

Personnel the Contracted Services and holding the registrations and other
certifications, specialities and privileges specified in section 5.4 of Part 1
of Schedule 2.

Bed Management System see section 3.1 of Part 1 of Schedule 1.

Builder has the meaning given to it in the Collocatign gement.

Builder’s Contract Sum the value of the Building Contract at £gntra ecution less the QH
Infrastructure Costs.

Builder’s Invoice an invoice issued in accordance ilding Contract in respect of
a Builder’s progress claim following ication of the claim.

Building Contract has the meani iven\ in thg Collocation Agreement.

Chief Health Officer the chief heal r d to in section 57B of the Health Services
Act.

clause

CIMIS

Complaints Man ent egsection 10.2 of Part 1 of Schedule 1.

Plan

Complaints 1 the Queensland Health Consumer Complaints Management

Policy (2009);

2 the Queensland Health Consumer Complaints Management
Implementation Standard 1 (2007); and

3 the Queensland Health Consumer Complaints Management
Model (2009),

each as amended and updated from time to time.

Cost to Complete at the relevant time, the expected total cost as determined by the
Independent Certifier to complete the Works in accordance with the
requirements of the Collocation Agreement less the QH Infrastructure
Costs.
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Term

Meaning

Credentials and Clinical
Privileges

the formal qualifications, registration, training, experience and clinical
competence of the Authorised Medical Personnel providing the
Contracted Services and the range and scope of clinical responsibility
that the Authorised Medical Personnel may exercise at the Facility
where such privileges are specific to the individual.

Credentials and Clinical
Privileges Committee

the committee having the power to verify credentials and make
recommendations to the Operator in relation to the granting or reviewing
of clinical privileges rights for and on behalf of the Operator.

CSCF

the Clinical Services Capability Framework ic@nd Licensed
Private Health Facilities version 3.0.

7

Dedicated Flexible Acute
Beds

see section 3.4(b) of Part 1 of Sche

Dedicated Medical Acute
Beds

S\
see section 3.3(b) of Part 1 of(éc .

Equivalent

(2
of equivalent s

i uk%é;%zerator’s system of classification of
the severity of adversednci S.

Extended Length of Stay

N
see section .Qar’t 1) of Schedule 2.
N\

Food Services Policy

~—

alth Food Services Policy (2008) and the associated
'h Food Service Standards, each as amended and
rom time to time.

~
Funded Infrastructﬁwhe meaning given to it in Schedule 7 to the Collocation Agreement.
\7

Health and Qudljty

the Health and Quality Complaints Commission established under the

Complaints Commissi Quality Act.
Health ice the Health Services Act 1991 (Qld).
Incident Mana nt Plan see section 9.3 of Part 1 of Schedule 1.

Incident Management
Policy

the Queensland Health Incident Management Policy (2006), including
the Queensland Health Clinical Incident Management Implementation
Standard (2009), each as amended and updated from time to time.

Information Management
System

see section 5.1 of Part 1 of Schedule 1.
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Term

Meaning

Information Standard 44

the Queensland Government Chief Information Office Information
Standard 44: (Information Asset Custodianship) (2009) as amended and
updated from time to time.

Integrated Management
System

see section 1 of Part 1 of Schedule 1.

1ISO 9001 Australian/New Zealand Standard AS/NZS ISO 9001:2008 — Quality

Management Systems.

()
KPI Failure see section 3(a) of Part 1 of Schedule 3. V
o
KPI Report see section 1.2(c)(2) of Part 1 of Sche
panN
[ S

KPls the key performance indicato ction 2 of Part 1 of

Schedule 3.

/\

Lower Limit 1 for a Fingngial Y M e Service Stream, the lower activity

ice for the Financial Year specified in
Table 4 or agreed.or determined under clause 3.2 or 4.6; and

Management Report

sectj art 1 of Schedule 1.

month

calermth.

/< %ctlon 1.2(c)(1) of Part 1 of Schedule 3.

Peﬁorwee section 1(a) of Part 1 of Schedule 3.
Plan m

Perform tandards

the requirements set out in Part 1 of Schedule 2.

N
Performance Threshold

for a KPI, the performance threshold for that KPI specified in a Table in
Part 1 of Schedule 3.

Prime Data Collection
Sheets

means the following data collection sheets:
1 PRIME Consumer Feedback State-wide Form (Frontline);
2 PRIME Consumer Feedback State-wide Form;
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Term Meaning

3 PRIME Consumer Feedback Management Action Form;
4 PRIME Clinical Incident Management Reporting Form;
5 PRIME Clinical Incident Management Action Form,
included in Attachment D to Part 1 of Schedule 1.

Privacy Laws the Privacy Act 1998 (Cth).

Public Patient Record see section 5.3(a) of Part 1 of Schedule 1. /7
4

Public Records Act the Public Records Act 2002 (Qld). ﬁ v

N\

QH Infrastructure Costs has the meaning given to it in Schedge@%ollocatlon Agreement.
Quality Act the Health Quality and Compl%t{é}ﬁs/on Act 2006 (Qld).

Quality Assurance System see section 2.1&n&@m 1

Quarter 1

on the Commencement Date and ending

ey within a Financial Year (comprising the period
encing on each 1 July, 1 October, 1 January

months commencing on 1 July, 1 October, 1 January or 1
/7\ April and ending on the expiry date.

Quarterly Low i 1 for a Quarter, for each Service Stream, the Quarterly Percentage
of the Lower Limit for the Service Stream for the Financial Year;
and

2 for a Quarter, for all Service Streams, the aggregate of the
Quarterly Lower Limit for each Service Stream calculated under
paragraph 1.

Quarterly Pe&ge for a Quarter, for each Service Stream, the percentage of total activity
for the relevant Financial Year applicable to that Quarter either:

1 set out in Attachment B to Part 1 of Schedule 1; or

2 determined in accordance with section 6.3 of Part 1 of
Schedule 1,

(as applicable), as adjusted under section 6.5 of Part 1 of Schedule 1.
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Term Meaning

Rectification Plan see section 3(a) of Part 1 of Schedule 3.

Referral Limit for a month, for each Service Stream, the maximum number of referrals
that the Operator is obliged to accept (pursuant to section 3.2 of Part 1
of Schedule 2) for the Service Stream for the month:

1 set out in Attachment B to Part 1 of Schedule 1; or

2 determined in accordance with section 6.3 of Part 1 of

Schedule 1,
(as applicable), and as adjusted under sectiop6. Part 1 of
Schedule 1. O ﬂ
<
Referral Target for a month, for each Service Stream numberof referrals that QH
will target for the Service Stream for ftife
1 set out in Attachment B to Part Scl ule 1; or

2 determined in accordang 6.3 of Part 1 of

Schedule 1,

(as applicable), and as adj
Schedule 1. (7 ﬂ

arsoet
Right to Information Act  the Right to Informatioq Ac (Qld).
N
Risk Management Plan see section .@f 1 of Schedule 1.
TN\

\/
Risk Management System @7 art 1 of Schedule 1.
~
SAC severityNassessment code, and when followed by a number, refers to
weverit assessment code with that number under the Incident

gection 6.4 or 6.5 of Part 1 of

anagement Policy.

section where the context permits, a section of these Schedules (and where no
Schedule number is specified, a section of the Schedule in which the
eference appears).

/N
Senti é@/ an event treated, at the relevant time, as an event requiring the
submission of a ‘sentinel event report’ to the Chief Health Officer under
section 144(1) of the Private Health Facilities Act.
Service Stream each clinical service stream specified in Table 4.
Services Fee see section 1.1(b)(1) of Part 1 of Schedule 4.
Target Level for a KPI, the target level (if any) for that KPI specified in the relevant

Table in Part 1 of Schedule 3.
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Term Meaning

Transition Plan see section 11(a)(1) of Part 1 of Schedule 1.

Upper Limit 1 for a Financial Year, for each Service Stream, the upper activity
limit for the Service Stream for the Financial Year specified in
Table 4 or agreed or determined under clause 3.2 or 4.6; and

N

for a Financial Year, for all Service Streams, the aggregate upper
activity limit for the Financial Year specified in Table 3 or agreed
or determined under clause 3.2 or 4.6.

Works has the meaning given to it in the Collocati )gyt.

%7
@
@
&

N
&
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Part 1 - Specification

1 Integrated Management System

The Operator shall develop, implement and maintain during the Term a system for
managing the provision of the Contracted Services, which includes at least the following

components:

(a) a Quality Assurance System;

(b) a Bed Management System;

(c) a Risk Management System;

(d) an Information Management System;

(e) an Incident Management Plan; and @

(f) a Complaints Management Plan,
(an Integrated Management System). @

2 Quality Assurance System O O )/)

"
21 Obligation
The Operator shall develop, implem @\tain during the Term, and shall have in

place at the commencement gfthis\A a system for ensuring the quality of the

Contracted Services (Quali@/ ance System) in accordance with this section 2.
2.2 Required features

titive non-compliances are identified, and in any case at intervals not
eding-6 months.

2.3

(a) The Operator shall:

(1) obtain certification of its Quality Assurance System to ISO 9001 or
accreditation with ACHS by an independent assessor within 12
months after the Commencement Date; and

(2) thereafter, maintain certification for the Term.
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(b) The assessor must be registered as an assessor on the IQA National
Registration Scheme for Assessors of Quality Systems or a similar registration
scheme approved by QH.

(c) The Operator shall forward the assessor’s Quality System Assessment Report,
together with the assessor’s certification of compliance of the Operator’s Quality
Assurance System with the ISO 9001 model or ACHS requirements for
accreditation, to QH’s Contract Manager within 5 Business Days after receipt by
the Operator.

24 Nominated person
(a) The Operator shall nominate a suitably qualified person as its representative in
all matters pertaining to quality standards, including ensurlng that the Quality
Assurance System is developed, implemented and mainta as required.
(b) The nominated person shall be empowered to:
(1) liaise with QH’s Contract Manager on all te ng to quality
assurance; and
(2) respond to any QH concerns regardmg sjgndards and
undertake all necessary actions in a-timely er.

25 Reporting and records
(a) The Operator is responsible for the ¢ erpretation and archiving of
records generated by its Quality Asst ystem.

(b) Every 6 months the Operator s 9 gport to QH on the status of its
compliance with its obligations un is section 2.

(c) The Operator shall include
of the Quality Assurance S

of’the findings of any review and/or audit
e next occurring Management Report.

2.6 Subcontractors

(a) Where the Opera oses to utilise subcontracted services or products for
terial part of the Contracted Services, the Operator
e methods by which adequate quality assurance of
ed services or products shall be ensured.

shall first
the subco

(b) Wher urance system of a subcontracted party is to be relied
, the Operator shall first submit to QH:

ecific details of supplier review, including without limitation
led audits; and

an independent assessment of the subcontracted party’s quality
agsurance system for compliance with ISO 9001 or ACHS
requirements for accreditation.

3 Bed Management System

3.1 Obligation

The Operator shall develop, implement and maintain during the Term, and shall have in
place at the commencement of this Agreement, a system for determining, reporting and
efficiently utilising the bed capacity of the Facility (Bed Management System) in
accordance with this section 3.
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3.2 Required features

The Operator’s Bed Management System shall:

(a) be updated in real-time;
(b) be accessible securely by QH;
(c) indicate forthcoming bed availability for Public Patients from planned

discharges, up to 24 hours in advance; and

(d) specifically identify beds that are available to accept Direct Admission Patients
in accordance with sections 3.3 and 3.4

3.3 Dedicated Medical Acute Beds

(a) At all times during the Term, the Operator shall ensure eds within the
Facility are either:
(1) vacant;
(2) occupied by a Public Patient who:
(A) was a Direct Admission Patj a medical Service
Stream; or
(B) is referred back to the facility, Section 6.6(b)(1) of Part 1

of Schedule 2; or

(3) reserved for a Public Patie
in respect of whom

d referred to in section 3.3(a)(2)
ccepted a referral and who is

(b) beds

34 Dedicated Flexib cute Beds
during thé Term, the Operator shall ensure that| | beds within the
ither:

vacant,
occupied by a Public Patient who was a Direct Admission Patient (in
y Service Stream); or

reserved for a Public Patient of the kind referred to in section 3.4(a)(2)
in respect of whom the Operator has accepted a referral and who is
due to be admitted on the relevant day.

(b) The Operator’'s Bed Management System shall separately identify the| | beds
referred to in section 3.4(a) (Dedicated Flexible Acute Beds).
(c) The Operator must not allow a Dedicated Flexible Acute Bed to be occupied at
any time by:
(1) a Public Patient other than a Public Patient of the kind referred to in
section 3.4(a)(2); or
(2) a Private Patient.
Schedule 1
Management
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(d) For the avoidance of doubt, sections 3.3 and 3.4 have the cumulative effect that
there are potentially a total of|__|beds available for the accommodation of Direct
Admission Patients referred in medical Service Streams, subject to and in
accordance with these sections.

4 Risk Management System

4.1 Obligation
The Operator shall develop, implement and maintain during the Term, and shall have in
place at the commencement of this Agreement, a system (Risk Management System)

for managing risk relating to the Contracted Services in accordance-with this section 4.

4.2 Required features

The Operator’s Risk Management System shall:

(a) comply with:
(1) the CSCF; and
(2) the Continuous Quality Improve

the Private Health Facilities A

(b) include the development, updating ag

(1) a description of the ap
to the Contracted Serw

(2) a description of th % tation strategy for the risk management
process;

(3) the Oper; 0 risk assessment;
(4) the Opgrator's’approz to risk treatment and control; and

(5) arrangemen respect of a risk register to be kept in accordance

with section 43

4.3 Risk register,

(b)

(c)

(d) report on any key risks and unresolved risk management issues in the
Management Reports.

pdate the risk register as required; and

44 Review

The Operator shall:

(a) review and update the Risk Management Plan at least once during every year
of the Term;
Schedule 1
Management
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(b) submit the updated Risk Management Plan to QH at least 20 Business Days
prior to each anniversary of the Commencement Date; and

(c) consider any comments QH may have on the updated Risk Management Plan
and respond to QH within 20 Business Days of receiving such comments with a
written response specifically addressing and closing out each of QH'’s
comments, including updating and re-issuing the Risk Management Plan as
required.

5 Information Management System

5.1 Obligation

The Operator shall develop, implement and maintain during the
place at the commencement of this Agreement, and for 10 years a
expires or is terminated, a system (Information Manageme
safely storing and providing secure access to all data reley,
Contracted Services and the operation of the Facility, in a

dr recording,
rovision of the
ith this section 5.

5.2 Agreed Platform

During the Term, the Operator shall

(a) operate a secure electronic platform
secure user ID logon and pas
access the Operator’s real-tim

cessible by QH, through a
is capable of enabling QH to
ent System; and

(b) have the ability to receive Ref
secure email address being

(together , the Agreed Platform).

5.3 Public Patient Recorgd

(a) When a Public Pa
shall create an individ
which:

(1)

¢ompletes a Service Initiation Pathway, the Operator
cord (Public Patient Record) for that Public Patient

acl effective patient care management prior to, during and after
the pati stay in the Facility;

vides for effective communication between health care providers;

ena evaluation of the patient’s progress and health outcome; and

complies with the Australian Standard 2828 — 1999 (Paper Based
Héalth Care Records),

anid_includes:

®)

(6) the information set out in Attachment A.

a copy of the Referral Order for the Public Patient; and

(b) When a Public Patient is transferred or discharged from the Facility, the
Operator shall:

(1) send paper or electronic copies of the Public Patient Record to QH for
appropriate storage; and

(2) send notes of the treatment or a summary of the treatment to QH and
the Public Patient’s general practitioner.
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5.4

Compliance

In creating, updating, managing and storing Public Patient Records, the Operator shall
(subject to confidentiality obligations and the Privacy Laws) take all actions reasonably
required by QH to ensure that QH complies with:

(a) the Public Records Act, and the Guideline on the Custody and Ownership of
Public Records developed by Queensland State Archives under the Public
Records Act,

(b) the Right to Information Act,

(c) part 7 of the Health Services Act; and

(d) Information Standard 44,

in respect of the Facility.

Activity Forecasts

6.1

6.2

6.3

PN
=
Acknowledgement J

The Operator acknowledges that the purpose of the agti ning process set out in
this section 6 is to promote the safe and efficient deli e Contracted Services.

Initial Activity Forecast

The Activity Forecast for the part Financia commencing on the Commencement
Date and ending on the next occurring 36

g parties shall work together to develop the
ear and finalise that Activity Forecast no later than 3
Qf the Financial Year as follows:

the activity limits for the relevant Service Stream for the
inancial Year set out in Table 4; and

gate, be equal to the aggregate activity target for the Financial
Year set out in Table 3;

(b) ai tapgets and limits) the Operator shall calculate the proposed Referral
et and Referral Limit for each Service Stream for each month of the

ancial Year by:

(1) determining the total target number of referrals (using an average
WAU per referral for the relevant Service Stream to generate this
number) required to achieve QH’s activity target for the Service
Stream for the Financial Year;

(2) determining the Operator’s preferred profile of referrals in each month
of the Financial Year, expressed as a percentage applicable to that
month so that the aggregate of the percentages for the months of the
Financial Year is equal to 100%;
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(3) calculating the proposed Referral Target for the Service Stream for
the month (measured in number of referrals), by applying the
percentage for that month referred to in section 6.3(b)(2) to the total
target number of referrals referred to in section 6.3(b)(1); and

(4) calculating the proposed Referral Limit for the Service Stream for the
month (measured in number of referrals), by converting the upper
activity limit (the Upper Limit) for the Service Stream for the Financial
Year set out in Table 4 (expressed in WAUS) to referrals (using the
same average WAU per referral used in section 6.3(b)(1)) and
applying the percentage for that month referred to in section 6.3(b)(2);

(c) (Quarterly Percentages) the Operator shall determine the Operator’s preferred
Quarterly Percentage for each Quarter of the Financial Year for each Service
Stream;

(d) (provision of information to QH) the Operator shall prgy (AH with:

(1) the proposed Referral Target and Referral Li Service
Stream for each month of the Financial Yeas ca d under section
6.3(b), and details of the basis of the calcdlatjensincluding the
average WAU per referral for each Seryise-Stream used to determine
the required number of referrals;

(2) the proposed Quarterly Percentags
(3) the rationale behind the Operator’ sed Referral Target, Referral
Limit and Quarterly Percenta igchuding commentary on any

reduced availability of cliniga in specific months (eg. due to
ipynent maintenance) and
assumptions about t

(e) (review) QH will review the O
and Quarterly Percentages Contfact Managers will meet and discuss
any changes required by Q thé Jntention of reaching a mutually
acceptable Activity Feresast;

(f) (escalation) in thg ¢ that the Contract Managers fail to reach agreement on

meeting under sectiolY @.3(f) the matter will be referred to the Services Review
Committee; and

(9)

onth of the Financial Year will be calculated in a similar
r to that set out in section 6.3(b) but using (in lieu of values
proposed by the Operator) either:

the baseline monthly referral percentages set out in Table
1(a) and baseline average WAU per referral set out in
Table 1(b); or

(ii) the monthly referral percentages and average WAU per
referral from the Activity Forecast for the previous
Financial Year,

whichever QH determines is most relevant; and

(2) the Quarterly Percentages will be (in lieu of the percentages proposed
by the Operator) either:
(i) the baseline quarterly percentages set out in Table 1(c); or
Schedule 1
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(ii) the Quarterly Percentages from the Activity Forecast for
the previous Financial Year,

whichever QH determined is most relevant.

TABLE 1(a): BASELINE MONTHLY REFERRAL PERCENTAGES

Baseline Profile

Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May June
General Medicine
General Surgery

Respiratory
Medicine

Orthopaedics

ENT
Gastroenterology
Colorectal Surgery
Neurosurgery
Plastics Surgery
Urology
Cardiology

Endocrinology

TABLE 1(b): BASELINE AVERAGE WAU

Service Stream \ Average WAU per Referral

General Medicine O ﬂ ) 1.19

General Surgery 1.11
Respiratory Medicine 1.33
Orthopaedics 1.53
ENT 0.56

Gastroenterology 0.76
Colorectal Sur 2.83

Neurosurg 1.45
Plastics ery 0.80
Urolod 0.96
Catdj 0.95
Endocrind .% 1.39
TABLE 1(c): BASELINE QUARTERLY PERCENTAGES
Month Percentage

July-September

October-December

January-March

April-dune
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6.4 Relevance of Referral Target

(a) The Referral Target for each Service Stream for each month:
(1) cannot exceed the Referral Limit for the Service Stream for the month;
and
(2) within the Referral Limit, is intended to provide an indication to the

Operator of how many referrals QH needs to make to the Operator in
that Service Stream during that month in order to achieve the activity
target for the Financial Year.

(b) Except as provided in section 6.5, a change to the Referral Target for a Service
Stream during a Financial Year does not affect:

(1) the Referral Limit for that Service Stream for 4 #nth Yuring that
Financial Year;

(2) the Upper Limit or Lower Limit for that e Stream for the
Financial Year; or

(3) the Upper Limit or Lower Limit for g ams for the Financial
Year.
(c) The Operator acknowledges that if activity I ice Stream during part of a
Financial Year is higher or lower than aving regard to the Activity

months of the Financial Year,

month cannot exceed the Re month.

(d)

6.5 Adjustment during a

(@)

adjusted (including by adjusting the Referral Limits) to the extent
required to enable the activity target referred to in section 6.3(a) to be
ghieved by the end of the Financial Year and not materially earlier
than that date; and/or

greed in writing by the Services Review Committee.

For the avoidance of doubt, the recalculation and adjustment referred to in section 6.5(a)
will only take into account the unexpected variances in the average WAU per referral, and
is not intended to allow QH to adjust the Activity Forecast if activity in a Service Stream
during part of a Financial Year is otherwise higher or lower than QH expects.

The parties agree that their representatives will act reasonably and in good faith in any
discussions relating to possible changes to the Activity Forecast for the purpose of
section 6.5(b).
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7 Management Reports
71 Obligation
The Operator shall submit a written monthly report (Management Report) to QH for each
month during the Term within 10 Business Days after the last day of the month.
7.2 Content
Subject to section 7.3, the Operator's Management Reports shall include the following in
relation to Contracted Services:
(a) a report (Activity Report) containing the information provided for in Attachment
(b)
(c)
(d) quality assurance information as required
description of any key risks and unreso
month
(e) the outcomes of any audits re
(f) other information as reasonably
7.3 Frequency of updating
If information specified in section
undertakes on a regular bast
Assurance System or to thé
Reporting System), that i
Report for the month the informatien was reported under the Other Reporting System.
8 Copies of /eg(k

The Operator shall g ’s Contract Manager a copy of:

eport the Operator submits to the Chief Health Officer under
44(1) of the Private Health Facilities Act in respect of the Facility; and

Ny report submitted to the Health Quality and Complaints Commission in
sect of a Public Patient referred to and/or treated at the Facility,
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9 Critical incidents

9.1 Sentinel Events

The Operator shall submit a report of any Sentinel Event which occurs at the Facility
(whether or not the Sentinel Event involves a Public Patient) to QH’s Contract Manager
within 2 Business Days after the Sentinel Event occurs.

9.2 Quality Act

The Operator shall comply, and ensure that its Incident Management Plan developed in
accordance with section 9.3 complies, with all legislation with respect to the monitoring
and reporting of critical incidents occurring within the Facility includi

(a) the Quality Act;

(b) the Health Services Act; and

(c) any requirements imposed by the Health and Qu C laints Commission.
9.3 Incident Management Plan

(a) Without limiting sections 9.1 and 9.2, the Opra > develop, implement and

maintain during the Term, and shall have_in pl the commencement of this
ent Plan)fdr managing ‘incidents’ (as
ating to the Contracted Services

(b) The Operator’s Incident Manage Plan-shall be developed to standards at
least equivalent to that of the Jaciden agement Policy (as it may be
updated from time to time) | provide for the development, updating and
implementation of the Incid nagement Plan and include:

(1) a descripfigpof t ch to incident management that will be
applied fo/the Qantracted Services;

(2) a descriptivg/of the implementation strategy for the incident
management process;

ocess for coltection of data, to standards at least equivalent to that
elevant PRIME Data Collection Sheets;

(d) pcident Management Plan developed by the Operator under this
section 9.3 shall require the Operator to:
(1) classify applicable clinical incidents according to their severity;
(2) report all incidents classified as SAC 1 and SAC 2 Equivalent to the

Services Review Committee and QH’s Contract Manager, along with a
notice stating all actions taken in the management of the incident and
any corrective actions required; and

(3) develop and implement a Rectification Plan if required in respect of an
incident under section 3 of Part 1 of Schedule 3.
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(e) The Operator shall have regard to the Incident Management Policy for the
purposes of developing its Incident Management Plan.

9.4 Operator’s classification of adverse incidents

The Operator may not materially alter the Operator’s system of classification of the
severity of adverse incidents, so far as that system applies to Public Patients at the
Facility, from the system that applies as at the date of this Agreement, without QH’s prior
written consent (which will not be withheld if the system maintains equivalence with the
classification system under the Incident Management Policy).

10 Management of complaints

10.1  Quality Act O

The Operator shall comply, and ensure that its Complaints
in accordance with section 10.2 complies, with all legislati

ent Plan developed
ect to the

management of complaints from Public Patients treated at including:
(a) the Quality Act; and
(b) any requirements imposed by the Health and Q Complaints Commission.
10.2 Complaints Management Plan
(a) Without limiting section 10.1, th erator-shall develop, implement and
maintain during the Term, and sha ¢ in place at the commencement of this

Agreement, a plan (Compla
relating to the Contracted

ent Plan) for managing complaints

(b) The Operator’s Co aragement Plan shall be developed to standards
at least equivaleniAg df the Complaints Policies (as updated from time to
time) and shall prq or the dewelopment, updating and implementation of the

(1) a description™e e approach to complaints management that will be
lied to the Coftracted Services;

(2) iption of the implementation strategy for the complaints

3 ocess for collection of data, to standards at least equivalent to that
o elevant PRIME Data Collection Sheets.

perator shall respond to complaints from Public Patients referred to
ated at the Facility in accordance with the Complaints Management

develgping its Complaints Management Plan.

11 Transition of services to the SCUH

(a) During the 12 months prior to 30 June 2018 or a later date applicable under
clause 3.1(b), the Operator and QH shall work together to:

Schedule 1
Management
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(1) develop an implementation plan (Transition Plan) detailing the
planned transition of the Contracted Services to the SCUH; and

(2) co-ordinate transition of services from the Facility to the SCUH during
the relevant Financial Year(s).

(b) The Operator acknowledges that QH intends to transition Service Stream by
Service Stream rather than provide a fragmented service during the transition
period.

(c) The Transition Plan shall detail the process of service provision from the

planning and commencement of transition of the Contracted Services up to full
cessation of the Contracted Services.

(d) The Transition Plan shall include:
(1) detailed methodology for, and availability of, sep4eeyequirements
(including clinical capability) in order to transitioy e ervice
Stream;
(2) timeframes for transitioning each Service
(3) logistical and operational details for ea tream;
(4) change management strategy including tonN to industrial

relations issues;
(5) communications strategy for staff ti and the community;
(6) workforce transition plan for ff.moOving across to QH;

(7) risk identification and mitig
transition process;

(8) roles and responsibilities
plan.

(e) The Operator and QH shall
the commencement of TragsitiQ

() The Operator sha ion the Contracted Services to the SCUH in
accordance witi(the Trabsiti

Schedule 1
Management
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Attachment A — Form of Public Patient Record

Each Public Patient Record shall include, at a minimum, the following in relation to the Contracted
Services:

(@)

(b)

(e)
(f)

information required for the provision of reports to the Chief Health Officer under section
144 of the Private Health Facilities Act;

progress notes which include the Public Patient’s medical history, the nature of the
principal condition of the Public Patient and the nature of any other condition, including
adverse events, treated during the Public Patient’s stay in the Facility;

the nature of any surgical/diagnostic procedure performed on the P
episode of care;

a daily record of all medial and nursing care given in relation to the \Pyblic

medical, physical, psychological and social needs and responses;
details of all medication; and
a record of informed consent for the performance of any_surgical /or potentially

harmful diagnostic procedures and/or treatment regim®s:

@
&
A
&
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Attachment B — Initial Activity Forecast

Referral Targets

Monthly Referrals by Service
Stream Nov Dec Jan Feb Mar Apr May June

General Medicine
General Surgery
Respiratory Medicine
Orthopaedics

ENT
Gastroenterology

Colorectal Surgery

Neurosurgery ; ;
Plastics Surgery
Urology

Cardiology

Endocrinology
Referral Limits

Monthly Referrals by Service
Stream Nov D J Feb Mar Apr May Jun

General Medicine

General Surgery

Respiratory Medicine

Orthopaedics

ENT \
Gastroenterology

Colorectal Surgery

Neurosurgery

Plastics Surge

Urology

Cardiology

Endocrinology | \ \ I I I I I |

Schedule 1
Management
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Quarterly Percentages

Month Percentage

December

January-March

April-June

@
7’
52
@
A
&

Schedule 1
Management
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Attachment C — Form of Activity Report

See attached 8 pages.
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Extract File Format : TIHKCPP Medical Records Input Physical file

DOH

=

3
L]
c 2
2| §| &
s 8| §| =z
£l | =| €| §
gl 2 3 | | £
FieldName [ >| 3| a al 3 3 |Tll Version | Eclipsys Field Description QLD TII Description HBCIS SourceTable Attribute Comments
HKAACD A |5 1 L# |Y 5.4.05SP2 Company Code Company Code n/a Identifies the specific health care institution or organisation. Hardcoded in Talons Parameters File.
HKMECD A |20 6 L# |Y 5.4.05SP2 MRI Encounter Number Encounter Number ADM The unique patient identifier. URNO & sequence number with a prefix at some sites
HKMFCD A |10 26 L# |Y 5.4.05SP2 MRI Extract Batch Batch Number n/a Required to maintain uniqueness for medical records input data. The Number "1".
HKMMCE A |12 36 L# |Y 5.4.05SP2 MPI Number Medical Record Number ADM The permanent identifier attached to a patient - UR Number. The patient urno is stripped off the admission no., plus the prefix letter at some sites
HKDUNR N |[3 0 48 R% |Y 5.4.05SP2 Episode Number Episode Number ADM Episode number which identifies how many episodes the patient has had at the facility. HBCIS Admission Sequence Number from the urno plus prefix for some sites
HKF5NR N |4 0 51 R% Y 5.4.05SP2 MRI Discharge Fiscal Year Discharge Fiscal Year ADM Discharge Period Financial Year. If patient not discharged at extract run time, then End of Month of requested extract. Calculated from discharge date.
HKF6NR N |2 0 55 R% |Y 5.4.05SP2 MRI Discharge Fiscal Prd Discharge Fiscal Period ADM Discharge Period Financial Period. If patient not discharged at extract run time, then End of Month of requested extract Calculated from discharge date.
HKD1NR N |4 0 57 R% |Y 5.4.05SP2 MRI Admit Fiscal Year Admit Fiscal Year ADM Admission Period Financial Year. Calculated from admission date.
HKD2NR N |2 0 61 R% [Y 5.4.05SP2 MRI Admit Fiscal Period Admit Fiscal Prd ADM Admission Period Financial Period. Calculated from admission date.
HKSLST A 1 63 L# |Y 5.4.05SP2 MRI Inout Code Inout Code n/a Derived by TALONS. The letter "I" for Inpatent and "O" for Outpatient.
HKRWCD A |5 64 L# Y 5.4.05SP2 MRI DRG DRG MED-REC 14 The diagnostic related group (ANDRG) associated with the patient upon discharge.
HKTVCD A |5 69 L# |N 5.4.05SP2 MRI NY DRG Not Used in QLD n/a
HKAFD1 N |8 0 74 R% |Y 5.4.05SP2 MRI Admit Date Admit Date ADM 5 The date which the patient was admitted: CCYYMMDD format.
HKAGD1 N [8 0 82 R% |Y 5.4.05SP2 MRI Discharge Date Discharge Date ADM The date which the patient was discharged: CCYYMMDD format. If patient not discharged at extract run time, then End of Month of requested extract (& Billing Status = I)
HKAOD1 N |8 0 190 R% |Y 5.4.05SP2  [MRI Extract Date Extract Date n/a Date extract was started /7 N\
HKOKTX A |25 98 L# Y 5.4.05SP2 MRI Phone Number Phone Number PATIENT 16 Patient Phone Number
HKAYTE A _[30 123 | |y 5.4.055P2  |Person Last Name Name PATIENT 182 Patient name is optional (At Mater if confidentiaflag o -'patfent cfags R - then not brought across)
HKA1TE A |30 153  |L# |Y 5.4.05SP2  [Person Address Line 1 Address Line 1 PATIENT 12 Patient address is optional (Mater as aboy€)”~ N\ N—"/
HKA2TE A |30 183 L# |Y 5.4.05SP2 Person Address Line 2 Address Line 2 PATIENT 13 Patient address is optional (Mater as abo\/
HKA4TE A |20 213 L# Y 5.4.05SP2 Person City City PATIENT 14 Patient Suburb N\ — )]
HKM2CE A [4 233 [L# |y 5.4.055P2  |Person State State PATIENT 13 & 14 State derived from post code frfn prixncible address” /
HKM3CE A |10 237 & [y 5.4.05SP2  |Person Zip Code Post Code PATIENT 15 The post code of the city or tdwh jrf whish e patient resides. Derived from principle address within HBCIS.
HKM4CE A [3 247 (L& |N 5.4.05SP2__ |Person Country District (Derived) n/a The QH District in whjch.tfe\patier(t resigips—alues DERIVED by SITE from list in Appendix D.
HKOPTX A |20 250 |L# [N 5.4.05SP2 _ |Person Maiden Name Maiden Name Field w@thin ADT/PMI used fet dikering plirposes between hospitals.
HKEVD1 N [8 o 270 |R% [Y 5.4.05SP2__|Person Birthdate Birthdate PATIENT 3 The patignig date\oheffir” CGY¥YMNMDD format.
HKM5CE A |12 278 L& [y 5.4.05SP2  |Person Social Security Nb Medicare and Suffix PATIENT 30 & 31 Concatenatjo of the atiens¢ Medicare Number and Suffix where populated by the hospital.
HKP1ST A 1 290 [L# |Y 5.4.05SP2  |MRI Refresh Flag Refresh Flag n/a UsEd 10 detexmipe whethertd overlay Encounter Fields with blanks if no values are passed for the corresponding fields. Should always be "Y".
HKMGCD A [20 291 L# [N 5.4.055P2  [MRI Series Encounter Num Reserved for later use [ 22 \\
HKRZCD A _[20 311 [ [N 5.4.055P2  |MRI Insurance Plan Code Insurance Plan Code n/a N\ \Insufgrte Sehedute for private patients derived by sites
HKROCD A 4 331 & [y 5.4.05SP2 _ |MRI County Type of Visit n/a L~ ) ) [Nyse of vigitfor EDIS - Delivery Mode for APP2
HKMKCD  |A |10 335 [L# |y 5.4.055P2  |MRI Admit Physician Admit Doctor ADM \ \l16 _// [Fitstdocief from Treating Doctors List
HKR1CD A [3 345  |L# Y 5.4.05SP2 [MRI Admit Source Admit Source ADM \[8 " LHBCIS Admission Source code
HKR2CD A |3 348 L# |Y 5.4.05SP2 MRI Admit Type Care Type ADM A\ Q < Formerly Admit Type for APP2 Insert Session Type as per business rules
HKMNCD A [10 351 L& [y 5.4.05SP2 _ |MRI Admit Department Admit Department ADM A \ \ 28\ First Unit from Treating Units Transfer list, in local form
HKMOCD A |4 361 L# |N 5.4.05SP2  [MRI Admit Division Admit Division (Derived) nig” \ \ \ ) DERIVED by SITE from Admit Department (=LIST from HBCIS Clinical Units)
HKMPCD A |10 365 [L# |Y 5.4.05SP2  |MRI Admit Service Admitting Doctors Unit ARMN\ N\ \ 21 First Admit Unit from Treating Units Transfer list, in translated form through ward.costcentres file
HKMQCD  |A 10 375 |L# |Y 5.4.05SP2  [MRI Admit Subservice Admit Ward N\AADM, \ \\ |12 First Ward from Ward Transfers List
HKMRCD A |10 385 [# |N 5.4.055P2  [MRI Admit Diagnosis Principal Complain,—~ [n/a '\ \ \ Principal complaint for EDIS
HKMSCD A |10 305 |L# |Y 5.4.05SP2  |MRI Discharge Department Discharge Deparfpeént \ | JADM \ \| 21 Discharge Unit from last of Treating Units Transfer List in local form
HKMTCD A 10 405  [L# |Y 5.4.055P2  |MRI Discharge Floor Discharge Ward ) J[ADM N\ 12 Discharge Ward code from Ward Transfer List, Last Ward in local form
HKR5CD A |2 415 |L# |Y 5.4.05SP2  [MRI Readmit Code Intention to Readmit “~JADM 61
HKR6CD A |2 417 | [N 5.4.05SP2  |MRI Clinic Type Clinic Type  \ V"~ ta/a> Clinic Type from Mapping table with APP2 sub specialty code
HKMWCD A |4 419 L# |Y 5.4.05SP2 MRI Transfer Division Last Admit Disch%@\%ard ADM 12 Discharge Ward code from previous admission episode from Ward Transfer List, Last Ward. If first encounter, comes through blank.
\d
HKMXCD A |10 423 L# |Y 5.4.05SP2 MRI Transfer Service Last Admit Discharge Unit  |ADM 12 Discharge Unit code from previous admission episode from Ward Transfer List, Last Unit.
HKMYCD A |10 433 L# |Y 5.4.05SP2 MRI Transfer Subservice Last Admit DRG MED-REC 14 DRG of previous episode, for previous admission episode
Discharge destination to another hospital. Note: HBCIS stores a 5 digit facility code & only 4 characters avail in this field, the last 4 digits come across (not more than 9999 hospitals
HKR7CD A |4 443 L# |Y 5.4.05SP2 MRI Transfer Destination Hospital Transfer To ADM 56 in Qld therefore not a problem because 0 is dropped off). EDIS transfer destination
HKMOCD A |10 447 L# |Y 5.4.05SP2 MRI Attending Physician Attending Doctor ADM 16 Discharging doctor from last of Treating Doctors Transfer List in local form (Principal Treating Dr in EDIS for XVOP)
HKM1CD A |4 457 L# Y 5.4.05SP2 MRI Attending Division Discharge Division (Derived) |n/a DERIVED by SITE from Discharge Unit (=LIST from HBCIS Clinical Units)
HKM2CD A |10 461 L# |Y 5.4.05SP2 MRI Attending Service Discharge Unit ADM 21 Discharging Unit from last of Treating Units Transfer List in translated form though ward.costcentres file NB THIS IS THE T2 DEPT CODE
HKM3CD A |10 471 L# |Y 5.4.055P2 MRI Attending Subservice Country PATIENT 5 Country of birth code.
115113 112 | Multi value field for patient consent flags. In character position order 1 Workcover Qld 2 Motor Accident Insurance Commission 3 Dept Veterans Affairs 4 Dept of Defence 5 Contact
HKM4CD A |10 481 L# |Y 5.4.05SP2 MRI Consulting Phys 1 Consent Flags PATIENT ADM 114 54 Feedback (from QH) 6. EAM Consent 7. Contracted care
HKM5CD A |10 491 L# [N 5.4.055P2 MRI Consulting Phys 2 Not Ready For Care Days |EAM Value to be inserted and used for calculating time on waiting list
HKM6CD A |10 501 L# N 5.4.05SP2 MRI Consulting Phys 3 Theatre Location Talons The Suite where the the operation is registered
Last Admit Discharge Ward
HKM7CD A |10 511 L# |Y 5.4.05SP2 MRI Consulting Phys 4 Code ADM 12 Discharge Ward code from previous admission episode from Ward Transfer List, Last Ward. If first encounter, comes through blank.
This field is derived from the Theatre system, the theatre feeder XVI process must be run before this data will be available with the exclusion of TMS as data can be pulled direct
HKM8CD A |10 521 L# |Y 5.4.05SP2 MRI Consulting Phys 5 Principal Surgeon feeder from HBCIS), if no feeder system the field is sent blank. First surgeon of first procedure.
HKM9CD A |10 531 L# |Y 5.4.055P2 MRI Referring Physician Referring Doctor ADM Referring Dr  Note: sometimes may not be filled in because free text field.
HKNACD A |10 541 L# |Y 5.4.05SP2 MRI Other Physician 1 2nd Doctor ADM Second treating doctor from ward/unit transfers screen (sequential duplicates are removed).
HKNBCD A |10 551 L# Y 5.4.05SP2 MRI Other Physician 2 3rd Doctor ADM Subsequent treating doctor from ward/unit transfers screen. (sequential duplicates are removed)
HKNCCD A |10 561 L# |Y 5.4.05SP2 MRI Other Physician 3 4th Doctor ADM Subsequent treating doctor from ward/unit transfers screen. (sequential duplicates are removed)
HKNDCD A |10 571 L# Y 5.4.05SP2 MRI Other Physician 4 5th Doctor ADM Subsequent treating doctor from ward/unit transfers screen. (sequential duplicates are removed)
A HQ - Y _MBLOther Physician 5 6th Doctor ADM Anaesthetist
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Field Name | > g a gl 3 § TIl Version | Eclipsys Field Description QLD TII Description HBCIS SourceTable Attribute Comments
This field is derived from the Theatre system, the theatre feeder XVI process must be run before this data will be available. Note: Anaesthesia now 3 character code and this field is
HKNFCD A |2 591 L# |Y 5.4.055P2 MRI Anesthesia Type Anaesthesia Type Feeder only 2 characters, currently drops the last character.
If operation details are available for this patient, this will be a "Y", otherwise "N". This field is derived from the Theatre system, the theatre feeder XVI process must be run before
HKTMST A N 593 L# |Y 5.4.055P2 MRI Surgery Flag Surgery Flag Feeder this data will be available.
Actual LOS is calculated from discharge date minus admission date, less leave days. If this result is less than one then it is corrected to one, then in addition it is less unqualified
HKDVNR N |5 0 594 R% |Y 5.4.055P2 MRI Length of Stay Length of Stay ADM days if applicable. If the result is then less than zero, it is zero.
HKP3ST A |1 599 L# N 5.4.05SP2 MRI Autopsy Performed Not Used in QLD n/a Reserved for autopsy use if ever available.
HKR8CD A |2 600 L# Y 5.4.05SP2 MRI Expired Code EAM Specialty EAM 2 NMDS Specialty code for use in Surgical Access reporting. For Outpatient encounters, APP2 Specialty Code.
HKDXNR N |3 0 602 R% |Y 5.4.05SP2 MRI Age Age ADM Age of patient at admission in whole years from birth date to admission date. Age Years calculated by dividing total age in days by 365.25. Can be up to 2 days out.
HKR9CD A 605 L# |Y 5.4.05SP2 MRI Sex Sex PATIENT Patients purported Sex (male, female or indeterminate)
HKSACD A |3 606 L# Y 5.4.05SP2 MRI Race Ethnic Origin PATIENT 35
HKSBCD A |5 609 L# |Y 5.4.05SP2 MRI Religion Religion PATIENT 7
HKSCCD A 1 614 |L# |Y 5.4.05SP2 MRI Marital Status Marital Status PATIENT 6
HKSDCD A |3 615 L# |Y 5.4.05SP2 MRI Financial Class Financial Class n/a Financial Class Private Insurance
HKDYNR N [3 0 [618 R% |N 5.4.05SP2 MRI Phone Area Code General Ward SNAP n/a DERIVED by SITE (=LOS-Designated SNAP)
HKDZNR N |[3 0 621 R% Y 5.4.05SP2 MRI Phone Exchange Funding Source Funding Source From APP2
HKP4ST A 624 L# |Y 5.4.05SP2 MRI Billing Status Billing Status n/a Derived by TALONS. "F" if Principle Diagnosis is assigneg-otherwise "T" if discharged or "I" if still an inpatient at time and date of extract XV being run.
HKSECD A [1 625 [L# |Y 5.4.055P2 _ |MRI Medical Records Sts MRI Medical Records Sts  |n/a MRI Medical Records Sts /7 DD
HKSFCD A |2 626 |L# [y 5.4.05SP2  |MRI Patient Type Admission Status ADM 85 For inpatients 1=Emergecy,2=Elective 3=Other For ARPR New/Repeat Status codes
Set to "1" if patient DOB = Admit Date, othepwise 0. Wotg® Not essarily born in hospital, could have been born at home or elsewhere then admitted. Also missing those born in
HKSGCD A |2 628 L# |Y 5.4.055P2 MRI Newborn Flag Newborn Flag PATIENT 3 ambulance 10 mins to midnight then admjfted on next da
Where HBCIS Delivery module is intetfacéd,-data is collected from the birth registration details under the mothers admission episode details and linked to the
HKDONR N [5 o 1630 |R% [Y 5.4.05S8P2  [MRI Birthweight Grams Birthweight Grams BIRTHS MED-REC ?12 correct baby number. Othgr@h{s is obtaingd/from MED-REC
HKNPCD A |12 635 [L# |Y 5.4.05SP2  |MRI Newborn Mother MR No Newborn Mother URN Where the births file data is f¢ufid, th.data isCottectéd from the birth registration details under the mothers admission episode details.
HKSHCD A |2 647 L# |Y 5.4.05SP2 MRI Discharge Disposition Discharge Disposition ADM 27 Discharge Code (inpats-Qr D|‘§cl7t)'r§po§iybn/&MG2, EDIS Separation status). Note only first two characters pass to Tll. Remainder truncated off.
HKR7ST A 649 |L# [N 5.4.05SP2_ |MRI Link Key Staff Type Mapping, Table whéremicated fefault jnbatients A= All For EDIS see business rules
HKSICD A [2 650 [L# |Y 5.4.055P2  |MRIMDC MDC Hospita| dgsigned NIDGAfor hosbital grouper software.
If linked gen ndange)details are available for this patient, this will be triage into emergency value. The emergency feeder XVI process must be run before this data will be
HKDSNR N |3 0 [652 |R% |Y 5.4.05SP2  |MRI Trauma Count Cas Triage Code Feeder avweé.?:&\ht& ‘com.au/ QldT2man.htm#Linked Emergency and Admission Episodes)
Transfer flag to another /
HKR8ST A 1 655 [L# |Y 5.4.05SP2  |MRI Transfer Flag Hosp . I@ st&q\s;s 0 or blank then “N” else "Y”
HKNSCD A |10 656 |L# [Y 5.4.05SP2 _|MRI Principal Diagnosis Principal diagnosis MED-REC 12—\ Firsiof the@$sigried diagnosis codes
HKSLCD A _[15 666 [L# |Y 5.4.055P2  |MRI Principal Procedure Principal Procedure MED-REC A ) ] |Kiskof thé Assigned procedure codes
HKSJCD A |5 681 L# Y 5.4.05SP2 MRI Severity Code Wait List Category EAM APP2 \ K W here-ermatching EAM record is found, this is the urgency code from that record. For Outpatient encounters, APP2 Wait List Category.
V(\ycation patient was transferred from, corrected to 4 digits in line with destination to codes. Leading 0 in 5 digit standard QH facility codes is dropped, not a problem because there is|
HKSKCD A _[10 686 |L# [Y 5.4.055P2  |MRI Product Line Code Hospital Transfer From ADM <\ not more than 9999 health facilities in Qld.
\> Age of patient at admission in whole days from birth date (att 3 in patient file) and admission date (att 5 in admission file) Age Days is truncated to fit 2 character field. Therefore 102
HKD6NR N |2 0 696 R% |Y 5.4.05SP2 MRI Age Day Age Day P E@AE%\\ 3 days old becomes 2 days old.
HKD7NR N |2 0 698 R% [|Y 5.4.055P2 MRI Age Month Age Month %{IE{\IT ADM \ \ 3 5 Age of patient at admission in whole months from birth date (att 3 in patient file) and admission date (att 5 in admission file). Calculates 365.25/12
HKAHTM N |6 0 |700 [R% [Y 5.4.05SP2  |MRI Admit Time Admit Time Y ]ADMN\ \| \ 6 Arrival time from EDIS (non-admitted patients)
HKD8NR N |5 0 [706  |R% [Y 5.4.05SP2  |MRI Clinic Visits Clinic Visits N\ [na \ '\ v Has to be “0”. Potential to be used in OP Extract. Currently a 0 only needs to be a count for each unique clinic encounter no - fix business rules
The number of ICU ward type days, collated from the unit/ward transfer screen data in the admissions file, and the assigned ward type in the ward.costcentres file. From TALONS
HKDIONR N [5 0 711 R% |Y 5.4.05SP2 MRI ICU Days ICU Days (( ) ADM 3 department mapping screen.
\\/ ﬁ The number of CCU ward type days, collated from the unit/ward transfer screen data in the admissions file, and the assigned ward type in the ward.costcentres file. From TALONS
HKEANR N [5 0 716 R% |Y 5.4.05SP2 MRI CCU Days CCU Days /\ department mapping screen.
The number of NICU ward type days, collated from the unit/ward transfer screen data in the admissions file, and the assigned ward type in the ward.costcentres file. From TALONS
HKEBNR N [5 0 721 R% |Y 5.4.05SP2 MRI NICU Days NICU Days \ ADM department mapping screen.
The number of other ICU ward type days (HDU etc), collated from the unit/ward transfer screen data in the admissions file, and the assigned ward type in the ward.costcentres file.
HKECNR N [5 0 726 R% |Y 5.4.05SP2 MRI Other ICU Days Other ICU days ADM From TALONS department mapping screen.
The number of other Step down ICU ward type days, collated from the unit/ward transfer screen data in the admissions file, and the assigned ward type in the ward.costcentres file.
HKEDNR N [5 0 731 R% |Y 5.4.05SP2 MRI Step Down Days Step Down Days ADM From TALONS department mapping screen.
The number of BURN ward type days, collated from the unit/ward transfer screen data in the admissions file, and the assigned ward type in the ward.costcentres file. From TALONS
HKEENR N [5 0 736 R% |Y 5.4.05SP2 MRI Burn Days Burn Days ADM department mapping screen.
The number of SCN ward type days, collated from the unit/ward transfer screen data in the admissions file, and the assigned ward type in the ward.costcentres file. From TALONS
HKEFNR N |5 0 741 R% |Y 5.4.05SP2 MRI Nursery Days Special Care Nursery Days |ADM department mapping screen.
The number of ICU ward type days, collated from the unit/ward transfer screen data in the admissions file, and the assigned ward type in the ward.costcentres file. From TALONS
HKEGNR N [5 0 746 R% |Y 5.4.05SP2 MRI Maternity Days Maternity Ward Days ADM department mapping screen.
The number of normal ward type days, collated from the unit/ward transfer screen data in the admissions file, and the assigned ward type in the ward.costcentres file or where no
HKEHNR N [5 0 751 R% |Y 5.4.05SP2 MRI Routine Days Routine Days ADM type is assigned. From TALONS department mapping screen. Default type.
The number of PSYCH ward type days, collated from the unit/ward transfer screen data in the admissions file, and the assigned ward type in the ward.costcentres file. From
HKEINR N [5 0 756 R% |Y 5.4.05SP2 MRI Psych Days Psych Days ADM TALONS department mapping screen.
The number of REHAB ward type days, collated from the unit/ward transfer screen data in the admissions file, and the assigned ward type in the ward.costcentres file. From
HKEJNR N [5 0 761 R% |Y 5.4.05SP2 MRI Rehab Days Rehab Days ADM TALONS department mapping screen.
HKN2CD A |4 766 L# Y 5.4.05SP2 MRI Discharge Room SLA HQl Derived from HQI.SLA.SUBURBS file, by combination of suburb and postcode, first applicable SLA is assigned.
HKN3CD A |1 770 L# [N 5.4.05SP2 MRI Discharge Bed DRG Type (Derived) n/a DERIVED by SITE (M, S, O for Medical, Surgical or Other) Also available within Crystal from corporate reference file.
HKSMCD A |2 771 L# Y 5.4.05SP2 MRI Employment Status Language PATIENTS 8 Language
HKOFCD A |10 773 L# [N 5.4.05SP2 MRI Employer Arrival Method EMG2 Arrival method to A& E
HKOGCD A |10 783 L# Y 5.4.05SP2 MRI Guarantor Employer Date of Death PATIENTS 28 Date of death frequently entered from obituary notices or other external sources.
HKKMTX A |20 793 L# [N 5.4.05SP2 MRI Occupation Referral Source EMG2 Referral Source to A&E & APP2
HKPEVL N |11 |4 813 R% [N 5.4.05SP2 MRI Covered Charges ICU Minutes Calculated by Talons
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The number of days between admission and first operation date. If patient is operated on day of admission then it is zero. This field is derived from the
HKELNR N |3 0 [826 |R% |Y 5.4.058P2  [MRI Group 1 Procs PreOp Days feeder Theatre system, the theatre feeder XVI process must be run before this data will be available.If day case then Pre-op days = 0 and Post-op days = 1
The number of days between discharge date and last operation date. If patient is operated on day of discharge then it is one. This field is derived from the Theatre system, the
HKENNR N |3 0 829 R% |Y 5.4.05SP2 MRI Group 2 Procs Post Op Days feeder theatre feeder XVI process must be run before this data will be available.
HKEVNR N |3 0 832 R% |Y 5.4.05SP2 MRI Group 3 Procs Leave Whole Days ADM 18&2 Whole Days assigned as "LEV" in Classifications and Leave transfer details (midnight count)
HKEWNR N |[3 0 835 R% [|Y 5.4.05SP2 MRI Group 4 Procs Statistical Beddays ADM Discharge date minus admission date. If patient not discharged at time of extract, then end of month of requested extract is assigned.
HKEXNR N |3 0 838 R% |Y 5.4.055P2 MRI Group 5 Procs Sameday Flag ADM If admission date = discharge date then "1" otherwise "0"
HKEYNR N |3 0 841 R% |Y 5.4.05SP2 MRI Group 6 Procs Elective Status feeder Where a matching Electives record is found, this is the Status code from that record. (See http://www.csh.com.au/QldT2man.htm#Electives System Linking)
Treated from Waiting List =
HKEZNR N |3 0 844 R% |Y 5.4.05SP2 MRI Group 7 Procs 1 Feeder Where a matching Electives record is found and an urgency code assigned, this is "1" otherwise "0". (See http://www.csh.com.au/QldT2man.htm#Electives System Linking)
HKEONR N |3 0 847 R% |Y 5.4.05SP2 MRI Group 8 Procs Private Patient = 1 ADM 2 If any of the patients assigned account classifications is not "P" for public then a "1" otherwise a "0". This includes intermediate patients.- business rules for APP2
Where a matching Electives record is found, this is the number of days from the date on list to admit date. Note: If the patient has changed categories, the wait list days count starts
again, Talons uses date of most recent category. (See http://www.csh.com.au/QldT2man.htm#Electives System Linking) Date went on waiting list less admission date. Only
HKEMNR N |3 0 850 R% |Y 5.4.05SP2 MRI Group 1 Sec Procs Days on Waiting List Feeder accurate up to 999 days as it is a 3 character field. Can be negative if data erroneous or if patient is placed on waiting list and treated during the same inpatient admission.
Number of days from previous admission episode nu Me date to current episode admit date. If episodes are not correctly sequenced, may cause errors. Will display 999
HKEONR N |3 0 853 R% [Y 5.4.05SP2 MRI Group 2 Sec Procs Days Since Last Discharge if >999 days. /S
HKEPNR N |3 0 |856 R% |Y 5.4.05SP2 MRI Group 3 Sec Procs MH Employment Status ADM.MENTAL.HEALTH |3 \\"" 4
HKEQNR N [3 0 [859 R% |Y 5.4.05SP2 MRI Group 4 Sec Procs MH Pension Status ADM.MENTAL.HEALTH |4 > \N< ])]
HKERNR N |3 0 |862 R% |Y 5.4.05SP2 MRI Group 5 Sec Procs MH First Admit to Psych ADM.MENTAL.HEALTH |5 4 ( N~
HKESNR N [3 0 [865 R% |Y 5.4.05SP2 MRI Group 6 Sec Procs MH Referral Further Care  |ADM.MENTAL.HEALTH |6 ~ )
HKETNR N |3 0 |868 R% |Y 5.4.05SP2 MRI Group 7 Sec Procs MH Legal Status ADM.MENTAL.HEALTH |7 /.~ \ //
HKEUNR N |3 o [871 |R% |Y 5.4.055P2  |MRI Group 8 Sec Procs Planned Sameday ADM 67 (( N\ 7
HKOHCD A |20 874 | |y 5.4.05SP2  |MRI Payor Code 1 Payment Class FIN-STATUS 2 Payment CIassﬁmatpu&QaymeyﬁﬁasQ Frory APP2.
HKOICD A [20 894 [L# |Y 5.4.055P2 __ |MRI Payor Code 2 Health Fund FIN-STATUS 3 Insurange Fund. /N \ (' /)
HKOJCD A |20 914 [ N 5.4.055P2  [MRI Payor Code 3 Account Class n/a Accoury Olass. [ {
HKOKCD A [20 934 |L# N 5.4.05SP2__ |MRI Payor Code 4 Payor Code n/a Payor Code\. DERIVED by gitq hospital funding model use
HKOLCD A |20 954 [# N 5.4.055P2  [MRI Payor Code 5 Reason For Transfer n/a Reasan for ransfenromED)8.
HKOMCD A [10 974 |L# N 5.4.05SP2__ |MRI User Alpha 1 User Alpha 1 n/a {oservedNoriocal derived fields
HKONCD A [10 984 |L# [N 5.4.05SP2  |MRI User Alpha 2 User Alpha 2 n/a _— Resepvedfor losal\erived fields
HKOOCD A [10 994 |L# N 5.4.05SP2__|MRI User Alpha 3 User Alpha 3 n/a ¥~ \ \ |Reserved for)local derived fields
HKOPCD A |10 1004 |L# |N 5.4.055P2  |MRI User Alpha 4 User Alpha 4 n/a s ) | [Resswedof local derived fields
HKOQCD A [10 1014 |L# [N 5.4.058P2  [MRI User Alpha 5 Carepath n/a \ <__ |Cargpattt from specialised feeder
HKORCD A [10 1024 |L# N 5.4.05SP2  |MRI User Alpha 6 Service Related Group n/a N \ [DERIVED by SITE to map ARDRG to SRG
HKOSCD A |10 1034 |L# |Y 5.4.05SP2  |MRI User Alpha 7 DVA Card Type ADM <\ 20 \ “GOLD” or “WHITE” DVA card type.
HKOTCD A |10 1044 |L# |Y 5.4.05SP2  |MRI User Alpha 8 User Alpha 8 SNAP Class / \\ \> SNAP Class, Derived by TALONS from HBCIS SNAP module data passed through TALONS SNAP Grouper.
Australian South Sea
HKOUCD A |10 1054 |L# Y 5.4.05SP2  |MRI User Alpha 9 Islander gE&\ \\ “ASSI” for Australian South Sea Islander where "Y" is in attribute 58 of REGISTRATION file.
HKOVCD A |10 1064 |L# [N 5.4.05SP2 MRI User Alpha 10 AR-DRG Table ID”__ "\ [n/a DERIVED by SITE. ARDRG Table ID
HKOWCD |A |10 1074 |L# [N 5.4.058P2  [MRI User Alpha 11 Funding Phas€’ ) ) [pPAWS \ \ Funding phase from pAWS
HKOXCD A |10 1084 |L# N 5.4.055P2  |MRI User Alpha 12 User Alpha \2\| / / |na N Alphabetic field for local site use
HKOYCD A |10 1094 [L# [N 5.4.05S8P2  [MRI Process MECs Flag User Alpha 13\ \_~ v Alphabetic field for local site use
HKOZCD A |10 1104 [L# [N 5.4.055P2 Capitated Flag User Alpha 14 \ ( Alphabetic field for local site use
HKSBST A |1 1114 [L# [N 5.4.05SP2  [MRI TSI Reserve Key 1 TSI Reserve Key \ \| n/a TSI RESERVED
HKSCST A [1 1115 |[L# [N 5.4.05SP2 MRI TSI Reserve Key 2 TSI Reserve Key 2 \ ) n/a TSI RESERVED
HKSDST A |1 1116 [L# [N 5.4.055P2 MRI TSI Reserve Key 3 TSI Reserve Key 3 n/a TSI RESERVED
HKSEST A [1 1117 |[L# [N 5.4.05SP2 MRI TSI Reserve Key 4 TSI Reserve Key 4 n/a TSI RESERVED
HKSFST A |1 1118 [L# |Y 5.4.055P2 MRI TSI Reserve Key 5 TSI Reserve Key 5 n/a TSI RESERVED
HKNXCD A |10 1119 [L# |Y 5.4.055P2 MRI User Key 1 Alpha Snap Care Type ADM 68 Snap Care Type
Derived by TALONS from discharge ward, campus code, to facility code. Will get those not discharged because comes from most recent ward. In Outpatient encounters, Facility as
HKNYCD A |10 1129 |L# |Y 5.4.05SP2 MRI User Key 2 Alpha Facility Code per Clinic Code mapping table entry in TALONS. For EDIS equals Facility code portion of Episode ID with 2 leading zero characters.
HKNZCD A |10 1139 [L# |Y 5.4.055P2 MRI User Key 3 Alpha Account Class ADM 2 Account Class at discharge (last on list)
HKNOCD A |10 1149 |L# |Y 5.4.05SP2 MRI User Key 4 Alpha Admit Account Class ADM 2 Account Class at admission (first on list)
HKN1CD A |10 1159 |L# |Y 5.4.05SP2 MRI User Key 5 Alpha P, S or R (Derived from 990)
HKOOVL N |11 |4 1169 |R% [N 5.4.05SP2 MRI User Key 1 Numeric Designated Unit Beddays Derived Derived by Site from Midnight Bedday counts
HKOPVL N |11 |4 1180 |R% [Y 5.4.05SP2 MRI User Key 2 Numeric Unqualified days Unqualified Beddays
HKOQVL N |11 |4 1191 |R% [Y 5.4.05SP2 MRI User Key 3 Numeric Qualified Beddays Derived Insert Value LOS- (Designated Unit Beddays + Unqualified Beddays)
HKORVL N |11 |4 1202 |R% |Y 5.4.05SP2 MRI User Key 4 Numeric Designated SNAP Days n/a Derived by TALONS for any patient with a valid SNAP Class via TALONS SNAP Grouper
HKOSVL N |11 |4 1213 |R% [N 5.4.05SP2 MRI User Key 5 Numeric Non ARDRG Revenue Days|Derived Derived by sites Designated days plus unqualified beddays
HKAZTE A |30 1224 |L# [N 5.4.05SP2 Person First Name Not Used in QLD leave field blank
HKMWCE A |1 1254 |L# [N 5.4.05SP2 Person Middle Initial Not Used in QLD leave field blank
HKMXCE A |10 1255 |L# [N 5.4.05SP2 Person Name Suffix Not Used in QLD leave field blank
HKA3TE A |30 1265 |[L# |N 5.4.05SP2 Person Address Line 3 Not Used in QLD leave field blank
HKBLBR N |8 0 1295 |R% [Y 5.4.05SP2 Person User Date Fld 1 Not Used in QLD insert value 0
HKMPCE A |30 1303 |L# [N 5.4.05SP2 Person User Alpha Fld 1 Not Used in QLD leave field blank
HKMQCE A |30 1333 |[L# |N 5.4.05SP2 Person User Alpha Fid 2 Not Used in QLD leave field blank
HKMHCE A |30 1363 |L# [N 5.4.05SP2 Person User Alpha Fld 3 Not Used in QLD leave field blank
A 3R [ 1883 gfﬁ JIb [[54.0587R /- bgpon User Alpha Fid 4 Not Used in QLD leave field blank
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HKMTCE A |30 1423 |[L# |N 5.4.05SP2 Person User Alpha Fid 5 Not Used in QLD leave field blank
HKM7CE A |10 1453 |L# |N 5.4.055P2  [Person User Alpha Fid 6 Not Used in QLD leave field blank
HKM8CE A |10 1463 |[L# |N 5.4.05SP2 Person User Alpha Fid 7 Not Used in QLD leave field blank
HKM9CE A |10 1473 |L# |N 5.4.055P2  [Person User Alpha Fid 8 Not Used in QLD leave field blank
HKNACE A |10 1483 |[L# |N 5.4.05SP2 Person User Alpha Fid 9 Not Used in QLD leave field blank
HKNBCE A |10 1493 |L# |N 5.4.05SP2  [Person User Alpha Fid 10 Not Used in QLD leave field blank
HKBMBR N |15 |4 1503 [R% |Y 5.4.05SP2 Person User Numeric Fld 1 Not Used in QLD insert value 0.0000
HKBNBR N [15 |4 [1518 [R% |Y 5.4.05SP2  [Person User Numeric Fid 2 Not Used in QLD insert value 0.0000
HKBOBR N [15 |4 1533 |R% |Y 5.4.05SP2 Person User Numeric Fld 3 Extract Date & Time Talons Date and time Extract record was created CCYYMMDDHHMM
HKBPBR N |15 |4 1548 |R% [Y 5.4.05SP2 Person User Numeric Fld 4 Extract table version Talons Extract Table Version (Talons use)
Mandatory Field Complete
HKBQBR N [15 |4 1563 [R% |Y 5.4.05SP2 Person User Numeric Fld 5 Flag Talons Mandatory Field Complete Flag (Talons use)
HKEWD1 N |8 0 1578 |R% |Y 5.4.05SP2 Person Posting Date Not Used in QLD insert value for date of discharge
HKTNST A N 1586 [L# |Y 5.4.055P2 MRI Reject Reason Reject Reason n/a use N as default
HKBITM N [6 0 1587 |R% [Y 5.4.05SP2 MRI Discharge Time Discharge Time ADM 26 Time RTG from EDIS
HKIQCF A |5 1593 |L# |N 5.4.05SP2  [MRI CMG Code Not Used in QLD leave field blank
HKVFBR N [15 |4 1598 [R% |N 5.4.05SP2 MRI APC Bundled Charges Not Used in QLD insert value 0.0000
HKI9CF A |5 1613 |L# |N 5.4.05SP2  [MRI APR DRG Not Used in QLD leave field blank N\
HKJECF A |5 1618 [L# |N 5.4.055P2  |MRI Risk of Mortality Not Used in QLD leave field blank /7 DD
HKJFCF A |5 1623 [L# |N 5.4.05SP2  |MRI Severity Index UDG Code UDG code calculated by talons from discharge dISpOS(tI(\n,ad(ga{ code
HKG6D1 N |8 0 [1628 |R% |N 5.4.058P2  [MRI Encounter Date 1 Referral Date ADM2 3 Outpatient Referral Date > }%
HKG7D1 N |8 0 1636 |R% [N 5.4.05SP2 MRI Encounter Date 2 Initial Categorisation Date  |ADM2 13 Initial Outpatient Categorisation Date / / \
HKG8D! N |8 |0 [1644 |R% |N 5.4.05SP2 __ |MRI Encounter Date 3 To Be Advised Reserved for later use populate with date\ohaistharge\until further advised
HKG9DI1 N [8 o [1652 |R% [N 5.4.05SP2__ |MRI Encounter Date 4 To Be Advised Reserved for later use populatgjth date ofdischargk fintil further advised
HKHADI N |8 o [1660 |R% |N 5.4.055P2  |MRI Encounter Date 5 To Be Advised Reserved for later use popuque(witryéaté\()f disehafgé until further advised
HKSRTE A |30 1668 |L# |N 5.4.058P2  [MRI EncExt User Alpha 1 EDIS EF Encounter Number [ TALONS EDIS EF, Encount }mmb@ S érat)mmons
HKSSTE A |30 1698 |L# |N 5.4.05SP2  [MRI EncExt User Alpha 2 CFAU HQI ID pAWS HQl Uﬁ{q\e ID frén{ pAws,
HKSTTE A _[30 1728 |L# N 5.4.055P2__ |MRI EncExt User Alpha 3 CFAU pAWS ID pAWS CFAU UNjghe 1D \ro\»ﬁ,m(wsr)
HKSUTE A |30 1758 [L# [N [5.4.05SP2__ |MRI EncExt User Alpha 4 CFAU Campus TLA pAWS Campus ThAXomRAWS 7/
HKSVTE A |30 1788 |L# |N 5.4.058P2  [MRI EncExt User Alpha 5 CFAU HBCIS ADMNO pAWS ARMWO, from pAWS
HKSWTE A 130 1818 [L# N 5.4.05SP2  |MRI EncExt User Alpha 6 To Be Advised ResepégAor latePuse -leave field blank
HKSXTE A [30 1848 |L# |N 5.4.055P2  |MRI EncExt User Alpha 7 To Be Advised L _—~\ \ResSerfed fpflate¥use -leave field blank
HKSYTE A |30 1878 |L# |N 5.4.055P2  |MRI EncExt User Alpha 8 To Be Advised p ) ] |ReservedAof later use -leave field blank
HKSZTE A |30 1908 [L# N 5.4.055P2  |MRI EncExt User Alpha 9 To Be Advised \ / {__ |Redervedor later use -leave field blank
HKSOTE A 130 1938 [L# |N 5.4.05SP2 MRI EncExt User Alpha 10 To Be Advised \ [Reserved for later use -leave field blank
HKSITE A [30 1968 |L# |N 5.4.055P2  |MRI EncExt User Alpha 11 To Be Advised <\ \ [Reserved for later use -leave field blank
HKS2TE A |30 1998 |L# |N 5.4.055P2  |MRI EncExt User Alpha 12 To Be Advised 5\ \ A\ \ Reserved for later use -leave field blank
HKS3TE A |30 2028 |L# [N 5.4.055P2  |MRI EncExt User Alpha 13 To Be Advised e A\ \ Reserved for later use -leave field blank
HKS4TE A |30 2058 |L# |N 5.4.055P2  [MRI EncExt User Alpha 14 To Be Advised pd \ N\ Reserved for later use -leave field blank
HKSSTE A |30 2088 |L# |N 5.4.05SP2  [MRI EncExt User Alpha 15 To Be Advised \ \ \ \ Reserved for later use -leave field blank
HKJ1CF A |10 2118 |L# [N 5.4.05SP2  |MRI EncExt User Alpha 16 Reason For Trangfef_ \ N\ v Reason for Transfer from EDIS
HKJ2CF A |10 2128 [L# |N 5.4.05SP2  [MRI EncExt User Alpha 17 New Repeat Stajus '\ | [ APP2 - APROINTMENTS |04 New Repeat Status from APP2
HKJ3CF A |10 2138 [L# N 5.4.055P2  [MRI EncExt User Alpha 18 Clinic Type\ < / /] ApP2 \ 04 Clinic Type from APP2 sub specialty code
HKJ4CF A |10 2148 [L# N 5.4.055P2  [MRI EncExt User Alpha 19 Clinic Code \ \| PAPP2/TALONS Clinic Code from APP2
HKJ5CF A |10 2158 [L# N 5.4.06SP2  |MRI EncExt User Alpha 20 Appointment Status¢” [ARP2 08 Status from APP2 / Appointments
HKJBCF A |10 2168 [L# |N 5.4.05SP2  [MRI EncExt User Alpha 21 Funding Source \ \ ADM2 92 Funding Source
HKJ7CF A |10 2178 |L# |N 5.4.05SP2 MRI EncExt User Alpha 22 Language Code Category |PATIENTS 9 Reserved for later use -leave field blank
HKJ8CF A |10 2188 |L# |N 5.4.05SP2 MRI EncExt User Alpha 23 Workers Comp Claim No Workers Comp Claim Number where recorded for this presentation
FOR XVOP EDEF -Episode number which identifies how many episodes the patient has had at the facility. HBCIS Admission Sequence Number from the urno plus prefix for some
HKJ9CF A |10 2198 |L# |N 5.4.05SP2 MRI EncExt User Alpha 24 Inpatient Episode Number |ADM2 1 sites
HKKACF A |10 2208 |L# [N 5.4.05SP2 MRI EncExt User Alpha 25 Split by Payment Type Split by Payment Type
HKKBCF A |10 2218 [L# N 5.4.055P2  [MRI EncExt User Alpha 26 Funding Type Funding Type
HKKCCF A |10 2228 |L# |N 5.4.05SP2 MRI EncExt User Alpha 27 CFAU pAWS Facility Code |pAWS Facility Code from pAWS
HKKDCF A |10 2238 |L# [N 5.4.05SP2 MRI EncExt User Alpha 28 CFAU Campus TLA pAWS Campus TLA from pAWS
HKKECF A |10 2248 [L# N 5.4.055P2  [MRI EncExt User Alpha 29 CFAU HBCIS ADMNO pAWS HBCIS ADM NO from pAWS
HKKFCF A |10 2258 |L# |N 5.4.05SP2 MRI EncExt User Alpha 30 ED Only Flag pAWS ED Only flag for ED trolley wards
HKKGCF A |10 2268 |L# |N 5.4.05SP2 MRI EncExt User Alpha 31 CFAU Payment Type pAWS CFAU Payment Type
HKKHCF A |10 2278 [L# N 5.4.055P2  [MRI EncExt User Alpha 32 CFAU Allocated DRG pAWS CFAU Allocated DRG
HKKICF A |10 2288 |L# |N 5.4.05SP2 MRI EncExt User Alpha 33 CFAU Group Ref pAWS CFAU Grouper version
HKKJCF A |10 2298 [L# N 5.4.055P2  [MRI EncExt User Alpha 34 CFAU MDC pAWS CFAU assigned MDC
HKKKCF A |10 2308 |L# [N 5.4.05SP2 MRI EncExt User Alpha 35 To Be Advised Reserved for later use -leave field blank
HKKLCF A |10 2318 |L# |N 5.4.05SP2 MRI EncExt User Alpha 36 To Be Advised Reserved for later use -leave field blank
HKKMCF A |10 2328 |L# |N 5.4.05SP2 MRI EncExt User Alpha 37 To Be Advised Reserved for later use -leave field blank
HKKNCF A |10 2338 |L# |N 5.4.05SP2 MRI EncExt User Alpha 38 To Be Advised Reserved for later use -leave field blank
HKKOCF A |10 2348 |L# |N 5.4.05SP2 MRI EncExt User Alpha 39 To Be Advised Reserved for later use -leave field blank
HKKPCF A |10 2358 |L# |N 5.4.05SP2 MRI EncExt User Alpha 40 To Be Advised Reserved for later use -leave field blank
HKKQCF A |10 2368 |L# [N 5.4.05SP2 MRI EncExt User Alpha 41 To Be Advised Reserved for later use -leave field blank
HKKRCF A |10 2378 |L# [N 5.4.05SP2 MRI EncExt User Alpha 42 To Be Advised Reserved for later use -leave field blank
HKKSCF A |10 2388 |L# [N 5.4.05SP2 MRI EncExt User Alpha 43 AHIMS Payroll number Reserved for later use -leave field blank
HEICH A S\ 405582 ~AMPHREncExt User Alpha 44 Pay Level Reserved for later use -leave field blank
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AHIMS
HKKUCF A |10 2408 |L# |N 5.4.05SP2 MRI EncExt User Alpha 45 Departments/Teams.. Reserved for later use -leave field blank
HKS6TE A 1 2418 |L# |N 5.4.05SP2 MRI EncExt User Alpha 46 AHIMS Attendnace Sequnce Reserved for later use -leave field blank
Conditions on Admission
HKS7TE A |1 2419 |L# |N 5.4.05SP2 MRI EncExt User Alpha 47 (HBCIS) This is for HBCIS Code
HKS8TE A |1 2420 |L# |N 5.4.05S8P2  |MRI EncExt User Alpha 48 To Be Advised Reserved for later use -leave field blank
HKS9TE A 1 2421 |L# N 5.4.05SP2 MRI EncExt User Alpha 49 To Be Advised Reserved for later use -leave field blank
HKTATE A |1 2422 |L# N 5.4.058P2  |MRI EncExt User Alpha 50 To Be Advised Reserved for later use -leave field blank
HKQ2V1 N |11 4 2423 |R% |N 5.4.05SP2 MRI EncExt Usr Numeric 1 Intensive Care Day DRG Derived Derived by site insert value 0.0000
HKQ3V1 N |11 |4 2434 |R% |N 5.4.05SP2 MRI EncExt Usr Numeric 2 Days Waited Seen APP2 / TALONS (Patient Seen Date — Referral Received) — Not Ready for Care Days
HKQ4V1 N |11 |4 2445 |R% |N 5.4.05SP2 MRI EncExt Usr Numeric 3 Days Waited Referral APP2 / TALONS (Referral Received — Referral Initiated by GP) — Not Ready for Care Days
HKQ5V1 N |11 4 2456 |R% |N 5.4.05SP2 MRI EncExt Usr Numeric 4 Long Term Beddays ADM2 Count of Hospital in the Home/Nursing Home Beddays
HKQ6V1 N |11 4 2467 |R% |N 5.4.05SP2 MRI EncExt Usr Numeric 5 CFAU DRG Days pAWS sum DRG days - DRG leave
HKQ7V1 N |11 4 2478 |R% |N 5.4.05SP2 MRI EncExt Usr Numeric 6 CFAU ICU Days pPAWS sum ICU days - ICU leave
HKQ8V1 N |11 4 2489 |R% |N 5.4.05SP2 MRI EncExt Usr Numeric 7 CFAU PICU Days pAWS sum PICU days - PICU leave
HKQ9V1 N |11 4 2500 |R% |N 5.4.05SP2 MRI EncExt Usr Numeric 8 CFAU NICU Days pPAWS sum NICU days - NICU leave
HKRAV1 N |11 4 2511 |R% |N 5.4.05SP2 MRI EncExt Usr Numeric 9 CFAU CCU Days pAWS sum CCU days - CCU leave N\
HKRBV1 N [11 |4 [2522 |R% [N 5.4.05SP2  [MRI EncExt Usr Numeric 10 CFAU SCN Days pAWS sum SCN days - SCN leave /7 S
HKRCV1 N |11 4 2533 |R% |N 5.4.05SP2 MRI EncExt Usr Numeric 11 CFAU AACUTE Days pAWS sum AACUTE days - SAACUTE leave ( \ -
HKRDV1 N [11 |4 [2544 |R% [N 5.4.05SP2  [MRI EncExt Usr Numeric 12 CFAU CACUTE Days pAWS sum CACUTE days - CACUTE leave > \N< )
HKREV1 N |11 4 2555 |R% |N 5.4.05SP2 MRI EncExt Usr Numeric 13 CFAU AEP Days pAWS sum AEP days - AEP leave // \ /
HKRFV1 N [11 |4 ]2566 |R% [N 5.4.05SP2  |MRI EncExt Usr Numeric 14 CFAU SECURE Days pAWS sum SECURE days - SECURE leave  \ “——_ "\
HKRGV1 N [11 [4 2577 [R% [N [5.4.055P2 _ |MRI EncExt Usr Numeric 15 CFAU SNAP Class Days _|pAWS sum SNAP days - SNAP leave,” —_\ ))
HKVOBR N [11 |2 2588 |R% |N 5.4.05SP2 MRI EncExt Usr Numeric 16 CFAU NA Days pAWS sum NA days - NA leave (( 2.\ ~~—/"
HKV1BR N [11 |2 2599 |R% [N 5.4.05SP2 _ |MRI EncExt Usr Numeric 17 Year Scaling Factor pAWS proportion for LOS>365.¢lse ¥1 /' \A
HKV2BR N [11 |2 |2610 |R% [N 5.4.05SP2  [MRI EncExt Usr Numeric 18 CFAU Inpatient Funding pAWS CFAU funded $ fo/fPepisose ( /)~
HKHBDA1 N |8 0 [2621 |R% |N 5.4.058P2  [MRI EncExt User Date 1 CFAU pAWS Exiract date  |pAWS date O&\KS ex((ag!/ r ~—~
HKHCD1 N [8 o [2629 |R% [N 5.4.05SP2 _ |MRI EncExt User Date 2 To Be Advised Reserved forlater dse\aoputasé with date of discharge until further advised
HKLACF A |5 2637 |L# [N 5.4.055P2  |MRILTAG DRG Not Used in QLD Bvefiehd blAapR\
HKO7CF A5 2642 |L# [N 5.4.055P2  |MRI MS-DRG Not Used in QLD I¢ave figldblank \
HKO8CF __ [A |5 2647 [L# [N [5.4.055P2  |MRIMS-LTCH DRG Not Used in QLD 7 —~\ i8atpfield pfank ¥
HKJ9SA A |1 2652 [L# [N 5.4.055P2  |MRI Present on Admission Present on Admission p ) ] |'oidis foAbE Eclypsis Code. Insert Y where at least 1 Diagnosis present on admission (with HBCIS prefix of P or A) insert a N where the diagnosis code of C.
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Extract File Format : TTH5CPP Procedures Input Physical file

Start Currently
Field Name |Field Description Queensland Description Type |Length | Decimals |Position [Justification |Populated [TIl Version Comments
Identifies the specific health care
institution or organisation.
Hardcoded in Talons Parameters
H5AACD Company Code Company Code A 5 1|L Y 5.4.058P2 File.
The unique patient identifier.
URNO & sequence number with a
H5RQCD Encounter Number Encounter Number A 20 6|L Y 5.4.05SP2 prefix at some sites
Insert Procedure Code from MED
H507CD Procedure Code (Enctr) Procedure Code A 15 26(L Y 5.4.05SP2 REC ORMIS/TMS2 or EMG2 EDIS
Insert Date Of Procedure from MED
REC or ORMIS/TMS or
EDIS/EMG2 may also come from
H5AIDA1 Date Of Service Date Of Service N 8 0 41|R Y 5.4.05SP2 Radiology system
e a counter with leading zeros
H5FCNR Procedures Input Sequence Procedures Input Sequence N 3 0 49(R Y 5.4.05SP2 %%02 etc
H5P0OST Reject Reason Reject Reason A 1 52|L Y 5.4.058P2 \ \/ eriDefault "N"
\EW lag Y when valid operating
iSter record from ORMIS - Case
H5P2ST Surgery Flag Surgery Flag A 1 53|L Y BE no TMS2 field 1
K\ & Insert Discharging doctor from last
of Treating Doctors Transfer List in
H508CD Ordering Physician Discharge Doctor A 10 54|L &% (;‘) ) P2 local form
\\ K(/( \__/ Insert Principal Surgeon code for
H509CD Surgeon Principal Surgeon A 10 64(L 5 ﬂ 5.4.05SP2 procedure
\N\_-y Insert 1st Assistant Surgeon code
H5V3CE Assisting Surgeon(1) Surgeon Assisting A 10 ﬁ&\ 5.4.058P2 for procedure
A > Insert 2nd Assistant Surgeon code
H5V4CE Assisting Surgeon(2) Assistant Surgeon A 10 \ \8{ L )7 N 5.4.05SP2 for procedure
H5V5CE Surgery Reason Surgery Type A 10 \\ 4 " N 5.4.055P2 Insert Elective or Emergency
\\/ Q Insert Anaesthetist Code for
H5V6CE Anaesthesiologist Anaesthetist A (\ 10 ( 04|L N 5.4.05SP2 procedure
H5TBCD Anaesthesia Type Anaesthetic Type A NN\ 2 A\ 114[L N 5.4.05SP2 Insert Anaesthetic type
x v Insert Perfusionist Code where
H5V7CE Perfusionist Perfusionist éf\\ \ 116]|L N 5.4.06SP2 applicable
> Insert Anaesthetic technician Code
H5V8CE Nurse Anaesthetist Anaesthetic Technici}m A \ 10 126|R N 5.4.05SP2 or applicable Nurse code
\/4 N\ Insert Anaesthetic Start Time ( OP
H5BATM Anaesthesia Start Time Start Anaesthetic AL 6 0 136|R N 5.4.05SP2 start by default)
\X N Insert Anaesthetic Stop time ( OP
H5BBTM Anaesthesia Stop Time Stop Anaesthetic N 6 0 142|R N 5.4.05SP2 stop by default)
H5BCTM Surgery Start Time Start Surgery \ N 6 0 148|R N 5.4.05SP2 Insert Procedure start time
H5BDTM Surgery Stop Time Stop Surgery N 6 0 154|R N 5.4.055P2 Insert procedure stop time
Insert time of transfer in to
H5BETM Entered Op Rm Time Transfer In to Operating Suite N 6 0 160|R N 5.4.05SP2 Operating suite
Insert time of transfer out of
H5BFTM Left Op Rm Time Transfer Out of Operating Suite N 6 0 166|R N 5.4.05SP2 Operating Suite
H5BGTM PACU Admit Time Start Recovery N 6 0 172|R N 5.4.05SP2 Insert admit time to recovery Bay
Insert Discharge time into recovery
H5BHTM PACU Discharge Time Stop Recovery N 6 0 178|R N 5.4.05SP2 bay
Insert Code for Principal Scub
H5V9CE User Defined 1 Principal Scrub Nurse A 30 184|L N 5.4.05SP2 Nurse from operation record
Insert Code for Assistant Scub
H5WACE User Defined 2 Assistant Scrub Nurse A 30 214|L N 5.4.05SP2 Nurse from operation record
H5WBCE User Defined 3 Scout Nurse A 30 244|L N 5.4.05SP2 Insert Code For Scout Nurse
H5WCCE User Defined 4 Other Nurse code A 30 274|L N 5.4.05SP2 Insert code for Other Nurse
H5WDCE User Defined 5 Other OT Staff Code A 30 304|L N 5.4.05SP2 Insert code for other staff

DOH-DL 14/15-006

RTI Document 170




Start Currently
Field Name |Field Description Queensland Description Type [Length | Decimals [Position |Justification |Populated [Tl Version Comments
Insert " Operation" where
associated times for each individual
procedure cannot be accurately
H5WECE User Defined 6 Operation or Procedure Time A 30 334|L N 5.4.058P2 determined - else "Procedure”
Insert " Operation" where
associated codes for each
individual procedure cannot be
accurately determined - else
H5WFCE User Defined 7 Operation or Procedure Codes A 30 364|L N 5.4.05SP2 "Procedure”
H5WGCE User Defined 8 Waiting List category A 30 394|L N 5.4.05SP2 Insert category from EAM
insert total number of procedures
H5HTBR User defined Number 1 Associated Procedure No. N 15 4 424|R N 5.4.05SP2 on operation record
H5ABDZ User defined Date 1 User defined Date 1 N 8 0 439|R N 5.4.05SP2 use date of discharge
H5V1SS Principle/Secondary Proc Principle/Secondary Proc A 1 447|L N 5.4.05SP2 insert P or S
H5AFSA Refresh Flag Refresh Flag A 1 448|L N 5.4.05SP2  , fkadet Default "Y"
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Extract File Format : TITSCPP Secondary Diagnosis Input Physical file

A\

Start Currently |TII
Field Name |Field Description Type |Length| Decimals |Position [Justification |Populated |Version |Comments
N Insert three alpha chareceter

T8AACD Company Code A 5 1[L Y 5.4.05SP2 |company code
T8RQCD Encounter Number A 20 6(L Y 5.4.05SP2 [Insert Encounter Number from ?
T8P3CE Secondary Diagnosis A 10 26|L Y 5.4.05SP2 |Insert Diagnosis from ATD

Use a counter with leading zeros
T8GRBR Secondary Diag Sequence N 3 0 36|R Y 5.4.05SP2 001,002 etc
T8EOTE Secondary Diagnosis Type A 10 39|L Y 5.4.05SP2 |[Insert from source HBCIS field ?

Insert Attending Doctor code from
T8POCE Physician A 10 49|L Y 5.4.05SP2 |field ?
T8FCD1 Date N 8 0 59|R Y 5.4.05SP2 |Insert Date from field ?
T8B7VD User Numeric N 11 2 67|R N 5.4.05SP2 |Leave field blank
T8FBD1 User Date N 8 0 78|R N 5.4.05SP2 |Insert Date of Extract

HBCIS Present on Admissi

Include the whole code. For
T8P1CE User Alpha 1 A 10 86|L 5.4.058P2 |example, AI20.9 /|
T8P2CE User Alpha 2 A 10 96|L 5.4.05SP2 [Leave field blapk/” "\ N
T8VCSS Principal/Secondary Flag A 1 106|L Y 5.4.055P2 |Insert flag from\fistd”—\

o Ec|y@m>ds\mWOA

T8JYSA Present on Admission Flag A 1 107|L N 5.4.05SP2 |field A\
T8POST Reject Reason A 1 108|L Y 5.4.055p2_|hsert PefaultJN=
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Attachment D — PRIME Data Collection Sheets

See attached 20 pages.
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Queensland Government (Affix patient identification label here)
Queensland Health
URN: (Mandatory)

P R I M E Surname (Mandatory):

CLINICAL INCIDENT

First Name (Mandatory):
REPORTING FORM

Date of Birth (Mandatory): Sex: |:| M |:| F

Facility:

PLEASE NOTE:

e This form should be used to record incidents where harm did, or could have occurred to a patient as a consequence of health
care provision. It should not be filed in the Medical / Clinical / Patient Record. Once the data has been entered into PRIME
this form should be destroyed.

This form contains 5 pages and these must be fixed permanently together prior to sending for data entry.
A separate form exists for staff incident use — contact your Occupational Health and Safety officer or equivalent.

e Please read Queensland Health's Clinical Incident Implementation Management Standard (30884), which provides instructions
on how to manage Reportable Events (ie events which have a SAC 1 Rating).

REPORTING PERSONS DETAILS — This form to be completed by the reporting person —_

1. PERSON AFFECTED DETAILS — Status: [ Inpatient []Outpatient — [] Age o@h idsat  [] Emergency Presentation
Mandatory [ Inpatient on approved leave [ Client 5 mmj;ity-based Service
~—
Was this person under the care of a Mental Health Team? [] Yes [] No //7 \'/
2. WHAT HAPPENED - Mandatory (L")
N—
Date of Incident: / / Time of Incident: hrs
District: Facility: Di\(i$io @ titute:
Ward/Area: Place: (eg corridor, shower)
What was the patient outcome? [ ] NoHarm [_] Minimal Harm pofaly Harm  [] Likely permanent Harm  [] Death

If harmed, what was the harm sustained? [] Softtissue []E ental [ Skeletal [] Gastrointestinal upset [] Cardiac

[ Respiratory [] Neurological [] Circulatory/vascular her internal injury  [] Psychological [] None of the above

If nil harm, why not? [l chance Intervention by: [] St @ atiﬁt [ Family/visitor ] Existing safety system

What Happened? — Mandatory (Please describe th

ini
incident, then describe how harm was avoided. If an \

cw - Additional pages can be attached if required eg, if potential
en n was the person harmed)

/)
A

Immediate action(s) taken — I\(aﬁdabg\\wr\harm only. If no harm, record any suggestions to prevent reoccurrence.
~

N
/) —
N/

Results of Immediate actionWandatory for harm only

Incident Category 1: Admission/ Transfer/ Discharge/ Handover

1. Type (One selection only) 2. Stage (One selection only) 3. Issue (multiple selections allowed)
[J Advice/ consult [J Between team members [J Deterioration not observed or recorded
[ Referral [] Between wards [ Deterioration observed & recorded but not interpreted
[J Admission [] Between QH facilities [ Deterioration interpreted but response inappropriate
[ Transfer [] Between QH facility & community [ Delay
[ Discharge [] Between QH facility & external service provider [ Inappropriate
[ Follow up / Ongoing care [] Between QH facility & retrieval authority [ Unable to perform

[J Between QH & patient/ family/ carer [0 Unexpected

[] Responsibility for continuity of care unclear

[ port\ﬁz_iSl (241/(:%71 Rel Page 1 of 5
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Incident Category 2: Diagnosis / Investigation

1. Type (One selection only)

[ Pathology

[ Medical Imaging

[ Other diagnostic procedure

[ Clinical diagnosis
2. Stage: [ History
[J Examination
[ Interpretation

bl

2. Stage (One selection only)

[ Request

[J Specimen Collection

[ Transport

[] Performance of test/ procedure
[ Interpretation of test results

[J Reporting of test results

[ Verification/ Review of test results

3.
O
O
[ Wrong patient
O
O
O
O

Patient reaction

Issue (multiple selections allowed)
Delay [] Failureto [] Inappropriate / Unsuitable
Wrong procedure

[ Retained object / instrument
[J Wrong body part / side / site
[ Additional intervention required

Deterioration not observed or recorded
Deterioration observed & recorded but not interpreted
Deterioration interpreted but response inappropriate

4. Patient reaction/ Complication (multiple selections allowed)

Pathology only

[ None

[J Excessive bleeding
[] Haematoma

[ Allergic reaction

[ Peripheral nerve damage

[ other unexpected clinical outcome

[ Fainting

[ Thrombophlebitis

Medical Imaging only

[ None

[ Contrast reaction

[ Inadvertent perforation

[ Unintended exposure

[] Overexposure

[ Reaction with foreign body
[J Unexpected clinical outcome

Other diagnostic procedure
[J None
[J Unexpected clinical outcome

(g

Incident Category 3: Intervention / Treatment

L/

2 IectiMwed)

1. Type 2. Stage (One selection only) 3. Issue (multipfe
[ Invasive / non invasive [ Before commencement of intervention [ Deteriorafigh net’gbsexved or recorded
care O During intervention d & recorded but not interpreted
[ Atfter intervention Qn interpréted but response inappropriate
o-pyocedure performed
4. Patient reaction/ Complication [0 Not ceased when indicated
(more than 1 allowed) [ Not performed/ Inadequate
[J None o [1 Wrong body part / side / site
[J Unexpected clinical .outcome O Retained object / instrument
[ Inadvertent perforation . O Unplanned readmission
O Intrava.scu.lar 9as embollsm [ Additional intervention required
[J Complications of delivery - maternal %
[J Complications of delivery foe% i
1. Type 2. Stage (One selection W 3. Issue (multiple selections allowed)
[ Prior to admjristration [ Incorrect blood component
O Blood Products, Transfusion O During adij ; transfused (IBCT) — wrong patient
and Haemovigilance [ After a [ Incorrect blood component
Tttt K transfused (IBCT) — not suitable
1 Select Product / Component: | . N L O Transfusion time outside of
' [ Red cell concentrates ! 4. Patient reac omplication (more than 1 allowed) prescribed rate, without circulatory
1 O Platelets i / ' _ overload
! O] Fresh frozen plasma (FFP) ! brile npn haemqutlc trans.fu5|on reaction (FNHTR) [J wrong dose / volume
i O Cryoprecipitate | Qn associated cardiac overload (TACO) O Administered with contraindicated
! p hgic reaction [ Anaphylaxis substance
1 [ Cryodepleted plasma (CPP) ) ) ) i
' [ Plasma derived factor concentrat Transfusion Yelated Acute Lung Injury (TRALI) O Patient reaction
' - Prothrombinex VF Transfusion Purpura (PTP)
' [0 Plasma derived factor concen €9 Haemolytic Transfusion Reaction (DHTR)
i - other [ Acute non-ABO Haemolytic Transfusion reaction
| [0 stem cells (haemopoietic [J Transfusion Associated Acute Graft versus Host Disease
i [ Other blood products jaGVHP) _ o _ _
NS [ Transfusion Transmitted Infection (including bacterial
contamination of blood component)
» [1 ABO haemolytic transfusion reaction
1. Type 2. Stage (One selection only) 3. Issue (multiple selections allowed)
[] Diet / Nutrition [J Ordering [J Contamination of food / fluid
[ Preparation [ Inappropriate diet
[ Feeding [ Inappropriate fasting
[J Wrong breast milk
4. Patient reaction/ Complication (more than 1 allowed) O Incorrect route
[J None [0 wrong patient
[] Dehydration [] Hypoglycaemia O Missed/ delayed meal
[ Aspiration [ Allergic reaction/ anaphylaxis [] Patient reaction
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[1 Medication Select at which stage error occurred (more than one may be selected), and subcategory/s:

[ 1. Prescribing/Ordering [ 2. Dispensing / Supply [ 3. Transcribing [ 4. Administration
[J wrong dose - extra [0 wrong dose - extra [0 wrong medication [0 Wrong administration technique
[J wrong dose - overdose [ wrong dose - overdose [ Wrong chart [0 Wrong dose - extra
[J Wrong dose - underdose [0 wrong dose - underdose [0 wrong quantity [0 wrong dose - overdose
O Wrong formulation 0 Wrong medication form ] Reconciliation ] wrong dose - underdose
[0 Wrong medication [0 Wrong medication [0 Drug Omission [0 Wrong dose - omission
[J wrong rate [0 wrong patient [0 wrong form
[ wrong route [0 Unauthorised drug substitution | [ 5. Monitoring [ wrong frequency
[ Wrong patient [0 Unauthorised drug [] Inadequate [0 wrong medication
[ Drug omission [ Drug omission 0 Patier?t reaction [ wrong patient
[ wrong rate
) ] [0 wrong route
Patient reaction/ O Wrong time
Complication [ Not received by patient
[0 None [0 Unauthorised drug
[ ADR new [J Unauthorised administrator
[] Drug interaction [] Patient reaction
Medication - Intended Medication - Administered

Medication Brand Name:

Generic Name: Q

Strength: (( // 0

Form: \VU /

CDS Pack: 7~
Route: (( )
Incident Category 4: Behavioural N~
1. Issue (more than 1 allowed) 3. Restrictive In n lied [1A)None
[0 Attempted to abscond [OJ Absconded / missing [ B) Restrairft:( Ti nced: .. Time ended
[ Sexually inappropriate behaviour . o
0 Aggressive behaviour a) Physical : Escort, verbal convincing
] selfh 2: Escort, verbal and physical coercion.
el harm o o [] 3: Escort, physical coercion and pain compliance.
[] Attempted suicide [ Suspected suicide [ 4: Physical restraint, 3 man take down
2. Immediate intervention attempted L1 5: Physical restraint, other.
] None O N/A echanical: [
[ De-escalation [ Distraction _ _ _
O Voluntary time out O Sensory intervention Sectusion: Tlme commenced: _____ ...Timeended
O Environmental destimulation ~ [] Clinical intervention D)fApute Sedation: []Oral [1IM [TV
[J Removal to restrictive area [ Initiate Search X er of persons Involved
O Increase frequency of observation NUTSING ... Medical .........ccocou....
O PRN: Oora Om OV :?lied Health .. . Security....
/] olice ..o, Other.....ccoovviiiiins

Incident Category 5: Other Pt Incident \B\Qqutient accident [ ] b) Harm from unknown cause [ ] c) Victim of aggression

[] d) Pressure Ulcer [0 waterlow S 2-55) OR\E Braden Q Score (28-7) =

Was pressure area present on admissi

[ Yes, present on transfer fromy/ogher QH faci [ Yes, present on admission from non QH location [] No, acquired during admission

Stage: Site (ie leg, arm) V/\ Site location (eg left, right)
Wound description & size: \

7\ ~
Pressure equipment in use:, /N Interventional strategies implemented:

v 4 T

[] e) Fall wasthe aé;y/ istefl by staff to perform a task? (] Yes [] No
Was a falls risk establi rior to incident? [] Yes No If yes, was patient identified as being at increased risk?: [] Yes [] No
If no, why not?

'I%’p;igf fall as reported by p%e'lr']rtib Activity at time of fal: Post Fall management.
[0 Dizziness [ Faint O walking [0 Falls reassessment
[ Legs gave way [ overbalance [J standing [ Therapeutic treatment
O Patient unable to report [ sitting to standing [ Increased frequency of observation
Function attempted by patient at time of fall: | L Standing to sitting [ Fall prevention strategies implemented
O Toileting O Bathing/ showering [ Standing from lying p-o‘sition [0 Diagnostic procedures
[0 Resting [0 Grooming or dressing 0 Starydmg to lying position L] None
[0 Exercising (eg go for a walk) O R.ol.llng out of bed
[ Use entertainment (eg pick up book, turn on TV) 0 S|tt|ng )
O Patient unable to report O Seatmg toseating
Above information obtained via: = ReaCh!ng for ob!ect Wh!le seateq
[ Patientreported  [] Other person [ Reaching for iject Wh”e standing
[0 staff observation [] Not witnessed L] Staff transferring patient
[ Patient unable to report
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Current Diagnosis / Problem - Optional

Was an alert related to this incident already in place? [] Yes [] No (Optional)
If No, then “Have you now documented or updated the alert?” [] Yes [] No (Optional)
Documented in clinical record? [] Yes [] No (Optional)

3. REPORTING PERSON'’S DETAILS — (Mandatory) Report completed by:

Surname (Print): First Name Print):

Staff Category:

] Nursing [ Allied Health/Professional [0 Pharmacy [] Oral Health [0 Administrative

[ Medical [J Technical ] Pathology [J Non QH Staff/ external party [] Operational
[0 Security

Position Held: (Print):

Date Incident was reported / / Time incident was reported

Signature: ﬁ

4. WITNESS DETAILS - Additional witnesses? Please attach \\// )

Any witnesses to the incident? [] Yes [] No If Yes, then please record their d 'Isk\)bioﬂ/

Surname (Print): First Name (Print): P

Position (Print): Contact Number( int)- )

5. INCIDENT REPORTED TO (Mandatory)

Surname (Print): First Name (Print): /\ﬁzgtlon (Print):

6. MEDICAL OFFICER REVIEW

a) Medical Officer Notified? [ ] Yes [] No If no, you must spe{'/g),)

If yes then, review requested by: Name (Print):
b) Medical Officer Details:  Surname (Print)::
Date Medical Officer Notified: / / Estlmate( (tlyé/l\/lﬁlcal Officer Notified: hrs

7. WAS A STAFF MEMBER HARMED DURING THISTNSIDENTZ_Mzhdatory)

Was a staff member harmed during this incident? Yes /] No If yes, you must complete a WH&S form.
Please send this report to the appropriate on for input a\n/d notify your Line Manager. Once a Office Use Only:
clinical incident has been reported/ recorge RIME, the paper form must be confidentially Date Receved:

destroyed.

/\.

N
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8. RISK FACTORS: Providing this information assists your line manager to better understand the incident (multiple selections allowed)

Patient Factors

[ Physical status compromised (eg emotional state)
[ Physical Status compromised

[ Other (free will)

Communication Factors
[ Patient identification incorrect

[ Information sharing was not timely
[J Documentation insufficient

[] Communication between supervisors and staff
inadequate

[1 Communication between multidisciplinary team
members inadequate

[J Communication of policies / procedures
inadequate

[ Sharing of technical information inadequate
[J Methods to optimise communication not used

[] Communication of risk factors impeded adequate
care

[] Communication of product alert/advisory
inadequate

[] Communication with patient/significant others
inadequate

[J Methods / processes used to share information
inadequate

[ Organisational culture impeded communication

[J Communication across organisational
boundaries inadequate

[ Social/cultural factors impeded communication
[ Other (free will)

Training Factors

[ Program to identify training needs absent

[ Training not provided prior to work commencing
[ Training results not adequately monitored

[J Training was not sufficient

[ Training in the use of equipment inadequate

[J Training programs not focused on error
prevention

[ Procedures/equipment did not align with staff
and their tasks

[ Inadequate training in the use of barriers/contr

Environmental Factors
[J Environmental conditions were inappigpy

[ Environmental codes/ specification
not met

[ Environmental stressors were
anticipated

[ Environmental distractio
[ Environment stress levels
[J Unfamiliar task

[J Work area design not fit for purpose
[ Risk assessment/audit not completed

[ Safety audits/disaster drills not conducted
[ Inability for patient to access treatment

Fatigue / Scheduling Factors

[ Personnel had inadequate sleep — personal
factors

[ Personnel had inadequate sleep - scheduling
factors

[ Personnel missed meal break

[J Personnel experiencing emotional/ personal
distractions

[ Personnel experiencing time pressure to
complete task

[ Fatigue was not anticipated

[ staffing inadequate for the workload

[ Level of automation was inappropriate — too high
[ Level of automation was inappropriate — too low

Product/sample Factors
[ Duplication

[J Unavailable product/result (lost specimen)

[] Not usable/ unsatisfactory (ie damaged, expired)
[ Incorrect product used/ or sample provided
[ calculation / concentration error
[ Wrong diluent

[J No administration access

[ Not signed for

Medical Device/ Equipm
[ Sterilisation breach

unavailable
Equipment is known to have failed in the past
esign specifications not adhered to

ent used in @ manner it was not designed
to

[1 Equipment design hindered timely recognition of
error

1 Equipment design hindered implementation of
corrective actions

[ Equipment displays not working/ interpretable
[ Device re-used inappropriately

Consent Factors

[ Consent form absent at time of need

[ Consent form absent - private patient

[1 Consent form absent - emergency patient
[1 Consent form expired / lapsed

[ Consent form not signed by relevant person
[1 consent form undated

[ Incorrect/ missing pt ID label or incorrect/
missing pt ID documented on the Consent form

[1 Side/ site of treatment not documented on
consent form (eg laterality)

Rules/ Policies/ Procedures
Risk management plan not in place

pefform function
Staff not orientated to job/facility/unit policies

Policies/procedures not documented and/or up-
to-date

Not clear, understandable and/or accessible to
staff

Not consistent with Federal/QH policies,
standards or regulations

Not adhered to routinely by staff
Obstacles prevented their use by staff

[1 Lack of incentive for staff to use policy/
procedure

|
|
|
L]
o
[
A
F]
|
|
|
|

Barriers

Barriers and controls were involved

Barriers designed were not effective

Patient risk was not considered in barrier/control
design

Barriers/controls not in place before the
event/near miss

Barriers/controls not evaluated for reliability
Other barriers/controls did not exist

Concept of "fault tolerance" not applied to
system design

Barriers/controls not monitored

Barrier/control would not have been effective
despite functioning correctly

Systems/processes not tested prior to
implementation

Review of barriers excluded adequate evaluation

No method for identifying impact of system
changes pre implementation

OO0 O OO OoOoo o oood
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This form is used to record management actions for complaints

Queensland Government Please note: (*) denotes mandatory fields in the PRIME CF Information System
Queensland Health ¢ Refer to Queensland Health: Consumer Complaints Management Policy, 2007
¢ Refer to PRIME CF Management Actions Handbook
PRIME Consumer Feedback Both of the above are available on QHEPS.

Management Actions Form

To be completed by:
Feedback ] 1. Delegated Senior Staff Member, District Manager, Line Manager, Investigating
ID Number: Officer and District Complaints Coordinators.

Complaint (] Compliment [] 2. Forward to the District Complaints Coordinator.

Please complete the complaint risk analysis, as per the Queensland Health ‘Complaints Policy and 'Integrated Risk
Management Policy 13355'".
N

INVESTIGATION OUTCOME // // A\

Issue 1. w
(A) Complaint Issue/s

Narrative: @
o

Ty
BN
~O

/)

Issue 3. %/
Process of <
(B) Investigatio

PRIME CF Management Actions Form V1.1 (18/11/2008) Date printed 18/11/2008 Page 1 of 4
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©) Findings

QST: Is further CLINICAL analysis required? [ ] Yes [_]No Ifyes, contact the Patient Safety Officer

High, Very High and Extreme Risk Assessed complaints attract MANDATORY CORRECTIVE ACTION.

(D) Corrective/
Recommended
Actions

%@@

Identify Issue (main and subcategory) from the list on the next page. / )T/
Main Category* Q// Sub Category*

et AR/

Issue 3. \
5 NS
Overall Organisational Risk Assessment (refer to the r(s(( ri)()\
Factor of Consequence* \‘//Likelihood Consequence Level of Risk*
(eg adverse clinical incident, litigation 9&\\ (1-5) (1-5) (eg Low, Medium...)
Issue 1. L]

Issue 2. \/<
Issue 3. V

Corrective/Recommended ACIIOH%\\
List actions below /< % Officer Responsible Position Action due date:
Vo

N Y
Y/
N4

*District Executive Membeerntable Officer Authorisation: Signature:

*First & Surname: *Position:

Is FOLLOW-UP with Complainant recommended?

(eg to assess complainant satisfaction with the management of their complaint and outcome?) [ Yes [0 No
PRIME CF Management Actions Form V1.1 (18/11/2008) Date printed 18/11/2008 Page 2 of 4
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COMPLAINT CATEGORY DEFINITIONS & RISK ASSESSMENT MATRICES

* Issue Categories and Sub Categor

ies

>
)
o
®
0
7]

Attendance

Car parking

Delay in Admission or Treatment
Discharge or Transfer Arrangements
Referral

Refusal to Admit or Treat

Service Availability

Transport

Waiting lists

I

Privacy/Discrimination (Rights)
Access to Records (Medical Record)
Discrimination by sex, age, race, etc
Discrimination re: private vs. public
status

Inconsiderate Service (Failure to treat
with respect, excludes Attitude, Lack of
dignity

[] Privacy/Confidentiality

O OO0

Costs

[ Billing Practices (unfair etc)

[ Govt Subsidies (PBS, travel subsidy)

[J Information about costs (i.e.
inadequate)

[0 overcharging (Over servicing)

[] Private Health Funds

[] Public/Private Election

Communication

[] Attitude (Arrogance, Discourtesy)
[ Inadequate Information

[ Interpreter/Special Needs Services
[] staff language barrier

[J wrong/Misleading Information

Treatment

[] Coordination of Treatment
Diagnosis

Inadequate Treatment

Infection Control

Medication

Negligent Treatment
Rough/Painful Treatment
Withdrawal/Denial of Treatment
Wrong/Inappropriate Treatment

(0 o

i)
=
o
=4
®
n
(%]
o
>
=k
0
o
=]
Q
c
(2]
24

Accuracy/Inadequacy of records
Assault
Certificates/reports
Competence
Financial Fraud
lllegal practices
Impairment

Sexual Misconduct

N,

I

Corporate Services

[1 Administrative Services

[ Food

[J Hotel Services

[] Hygiene/ Environmental Standards
[ Lost property

Q)
o
=
%)
D
S
=4

Consent Invalid

Consent not informed/Failure to warn
Consent not obtained

Failure to consult consumer
Involuntary Admission

0
0
0
|
(|

Grievances

* Risk Determination Matrix Source: Queensland Heal % Risk Management Imp Std 3, No 31237 (August 2006)

¥/
eq\ed\

* Level of Risk and Action

Y

N\ Capisequences
Likelihood Negligible Mindr” ) ) —Moderate Major Extreme
Rare Low ({Llow —17 Low Medium High
Unlikely Low igm Medium High Very High
Possible Low Mecﬁu@) High Very High Very High
Likely Medium (\\ High ) Very High Very High Extreme
Almost certain Mediu \\‘e\ry High Very High Extreme Extreme

Low risk

MaWutine p?s@dures, unlikely to need specific application of resources

Medium risk Mahdge b

ific monitoring or response procedures

High risk

SeWive management attention needed and management responsibility specified

Very high risk

Detailed reearch and management planning required at a senior level

Immediate action required, senior management will be involved, preparation of detailed plan

LIKELIHOOD TABLE (The likelihood (

probability) of the RISK occurring)

Rare May occur in exceptional circumstances only

Unlikely Might occur at some time (not to be expected)

Possible Could occur at least once (capable of happening / foreseeable)
Likely Is expected to occur occasionally (to be expected)

Almost certain Is expected to occur frequently (in most circumstances)
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* Factor of Consequences Source: The QH Integrated Risk Management Guidance Document
identifies 12 primary Factors of Consequence.

Degree of Severity

Type of Consequence NEGLIGIBLE MINOR MODERATE MAJOR EXTREME
No injury or
harm caused, Minimal harm
Adverse Clinical minor caused, minor Loss of function, . Multiple deaths
Incident’ c iﬁgjrzttr'rc])er]r;tl to interruption to major harm caused Loss of life
i -
routine
routine
Sustained national
AoF g iomig adverse publicity,
Outrage/Damageto | O | Ao | advers loca significantaoverse | ST | Quesnsland Healt's
Reputation e - statewide publicity s reputation significantl
publicity publicity adverse publicity p g y
damaged
Potential Claims greater Claims greater than $1M
o ex0OSUre {0 Minor exposure Exoosure will result than $500,000 or or multiple claims
Litigation L Qupeensland to Queensland in EE)Sin le claim multiple claims resulting from multiple
Health g resulting from similar exposures
Health single exposure
PN
Disruption to
) . . . Disruption to a
Established routines/ e G number of areas Total system
o . : n n manageable by e 2 8
perational delivery No interruption within a location or dysfunction and/or
- : ¢ . altered L -
(may include industrial | D | toservice - district, possible C , total shut-down of
action, power failure, per flow on to other operations
routine h
natural or man-made locations
disaster, etc) /\
ya
Staff k}
Staff Morale (may dissatisfaction Alteration to Disruption
include within local unit i i Disrupti reads ; ;
absenteeism M : routine practice acro o3 o spreads to Statewide cessation of
blishmen No effect on required in local routine practice service or programs
establishment) services or area or district progr statewide
programs 0
No injury /
illness - no time i P _
Workplace Health lost, minor :?r{quer)éflllélsr;etsﬁa 1o i
& Safety H | adjustment to days 4 Fatality Multiple fatalities
operational < evi L vl\)IIhICh is
routine N\ nopfjable.
Security (may Reportable event Major event
include major :Eo\ézrlnstna?fid by fitored 7 some threat to threatens Extreme event
fraud/theft, IT failure, s | management. no ~somfefffecton | program / service program / affecting organisations
security brg_ach at chan %s to ' routing ogerations that requires service across ability to continue
secure facility) 9 . investigation and the wider program / service
routine required : o
review organisation
Long term Extensive detrimental
) cal detrimental detrimental long term effect (eg
Environmental ecton the Sho_rt term local effe(;t_ (eg extensive discharge of
Impact envirghment detrimental effect S|_gn|f|cant persistent hazardous
discharge of pollutant)
| pollutant)
7 Cessation of
Restrictions to service /
Workforce Issues Som_e _effect on service / program orogram of a
) specific service or Lo RS i . .
(may include program — avallgblllty vylth_ln a location or Statewide cessatlo_n of
recruitment and alterations to location or district, district, which a program or multiple
retention, capability) routine practice with possible flow could impact programs
required on to other other locations
locations or districts

Major impact on

organisation or any of
its unit (S) money)

cost centre budget

cost centre budget

centre budget

Operational o | Noimpacton Minor imoact on Moderate to long-term | OPerations Cessation of some
Management local operations Pa impact on wider across other operations
g M local operations operations areas of
organisation
i Zonal / Branch /

Corporate M hﬁ%[r:%l ement x}a%igzgeernggsélew Local executive whole services Statewide management
Management nag management review management review

review review
Financial (anything
that has the potential ~ 5% of monthly / ~10% of

~19 ~ 29 y @ ~ 159
to cost the F 1% of monthly / 2% of monthly / cost centre budget monthly / cost 15% of monthly /

cost centre budget
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THIS FORM SHOULD BE USED TO REPORT COMPLAINTS
Queensland Government Please note (*) denotes mandatory fields in PRIME CF Information System
Queensland Health e Refer to Queensland Health: Consumer Complaints Management Policy, 2007 —
available on QHEPS.

PRIME Consumer Feedback | « Referto Quick reference Guide for Reporting Consumer Feedback

State-wide Form e Complaint Management Procedure — available on QHEPS. :
Part A. Consumer Feedback Form (Part B. Management Actions Form)

To be completed by:
Feedback P _¥
ID Number: 1. Staff member receiving consumer feedback.
2. Line Manager/Accountable officer for review/investigation
3. Forward to the District Complaints Coordinator or equivalent staff member.
CONSUMER FEEDBACK
*Date Feedback Received: |/ / Date Event Occurred: |/ |/
Consumer/Patient Details: label can be affixed Anonymous Feedback Provider? [] Yes [1No
Title: First Name: Last Name: m

ress: Y
Add pu @

Suburb: Post Co@%} State:

Home Phone: Mobile: M

Email address: v ((
N

L/
Gender: M/F | URN: Date of Birthﬁl??a Interpreter Required?: [ | Yes [ | No

Election status: [ ] Private [] Public [] NA Admigsion st&V@j}/— admitted [] Pt — non admitted (eg OPD)

*Feedback Provider Details (only required if differemm\(%'nﬁmerlPatient Details)

Consent Provided to Investigate?: [ ] Yes [ ] No

Title: First Name: O }gst Name:

Address: O ~~—

Suburb: \ Post Code: State:
A4
Home Phone: % Mobile:
/N
Email address: /{
Communication L] Verbay- son 1 Media
Type [ Versél — Phogge [] Feedback form (eg Have Your Say)

O ] Unknown
(fax, email, letter) [] other:
Inter electronic form)

*Location of Event: Vs HSD)

*Facility:

*Division/Unit/Institute: *Ward/Area:

Source - How was the feedback received?

[J Consumer (Service recipient) ] Complainant — staff [] other:
[] Complainant — client advocate [ 1 Member of public
Feedback received by - *First name: *Last name:
*Position: Ward/ Service/ Division:
PRIME CF Manual Feedback form Page 1 of 6
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Feedback Details: (must be as factual and objective as possible) OR see attached document []

Initial Assessment and immediate achons(d(g //:

Complaint Severity Assessment

Category

Definitions

Negligible

No impact or ri rovision of care or the organisation; resolvable at point of service

Minor

Issues that be or d be able to be investigated and resolved at the point of service; issues
not causi ting detnm

Issues t@t’ uire mvestlgation (e.g. about organisational or professional issues,
communication a ctice management issues that are repetitive or not minor in nature); issue not

causiig lasting detri

Major

Mg?vﬁcir} Issues of standards quality of care or denial of rights; issues causing lasting detriment

v
Ol
Ol
[] Moderate
Ol
Ol

[] Not Stated/Inadequately Described [] other:

igation.
out serious adverse events, sentinel events, long term damage or death that require
Extreme
orm estigation.
What are the Complalnant\sted Feedback Outcomes? (tick all that apply)
[] Register Concern [] Receive Explanation ] Obtain Apology
[] Obtain Refund [] Access Service [] Change Procedure/Process
[] Change Policy [] Compensation [] Staff Performance Management
[] Change Physical Environment [] Provide Staff Training [] Resource Availability

Acknowledgement Required? [0 Yes ] No

PRIME CF Manual Feedback form

DOH-DL 14/15-00& socunen 1s:
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This form is used to record management actions for complaints
@ Queensland Government Please note: (*) denotes mandatory fields in the PRIME CF Information System
Queensland Health ¢ Refer to Queensland Health: Consumer Complaints Management Policy, 2007
¢ Refer to PRIME CF Management Actions Manual
PRIME Consumer Feedback Both of the above are available on QHEPS.

Management Actions Form

PART B: Management Actions (accompanies Part A)

Tob leted by:
Feedback 0 be completed by

ID Number: 1. Delegated Senior Staff Member, District Manager, Line Manager,
Investigating Officer and District Complaints Coordinators.

2. Forward to the District Complaints Coordinator.

N

MANAGEMENT ACTIONS
IDENTIFY ISSUE (Category and Subcategory from the list on the next page)
Category* Syb-Category*
Issue 1.
| ((/
ssue 2. \L//
Issue 3. //J/\
INVESTIGATION INVESTIGATING OFFICER DETAILS: \—" ))
OS5
'O
)
\@
Y
&
@ﬁ
O\ %
INVESTIGATION RESULT /NN M
v

=
Ny

PRIME CF Manual Feedback form
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Corrective/Recommended Actions:

List actions below Officer Responsible Position

Action due
date:

C

)

Overall Organisational Risk Assessment (refer to the risk matrix

orﬁp’%ﬂs Policy and 'Integrated Risk

Factor of Consequence* Q
(eg adverse clinical incident, litigation etc)

Consequence
(1-5)

Level of Risk*
(eg Low, Medium...)

Issue 1. f7§
Issue 2. ms J
Issue 3. <<//\7

*District Executive Member/Accoupitable er Authorisation: Signature:

*First & Surname: *Position:

~
Is FOLLOW-UP with Complainal commended?
(eg to assess complainaytt Satisf ith the management of their complaint and outcome?)

[1Yes [1No

Evaluation Required \Q@s ] No
Was complainant satisfied with [] satisfied E Notksatlsfled
MANAGEMENT of complaint? [] Somewhat satisfied Unknown

L Not satisfied
Was complainant satisfied with [] Satisfied E Uoksa IStie
OUTCOME of complaint? [] somewnhat satisfied nKnown

PRIME CF Manual Feedback form Page 4 of 6
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Issue Categories and Sub Categories/Risk Assessment Matrix

(@)
o
3
T
3
(1)
=]
—

Care/Treatment
Professionalism

Service Provided
Food/Operational Services
Costs

Complaint handling

None of the above/not specified

I

>
0
0
o
o
7]

Delay in Admission or Treatment
Refusal to Admit or Treat
Waiting lists

Referral

Service Availability
Cancellations

OOO0O00

[
o
3
3
c
3
o
o
=4
o
E ]

Attitude/manner

Inadequate/no Information
Incorrect/Misleading Information
Interpreter/Special Needs Services
Staff language barrier

OOoOOd

(%)
o
>
0
©
=]
-~

Consent Invalid

Uninformed Consent/Failure to Warn
Consent not obtained

Failure to consult consumer
Involuntary Admission

End of Life Decisions

OOO000

Discharge & Transfer Arrangements

[] Patient not reviewed

[J Transport

[ Inadequate discharge/transfer
[0 Delay

Environment/Facility management

Administrative Services
Operational Services

Food Services

Hygiene/ Environmental Standards
Lost property

Access to Facility

I [ [

oy
®
©
7]
<
(2
o
]
~*
(7]

Billing Practices

Access to Subsidies
Information about costs
Overcharging

Private Health Insurance
Public/Private Election

I [ [

Grievances/Complaint Process

[] Inadequate/No Response to
Complaint
[0 Reprisal/Retaliation

Inquiry Service Only

[ Resources
[J Request for information — Complai
mechanisms

Medical Records

[] Records Management

[ Record keeping

[] Access toftransfer of record
[0 cCertificates/reports

Medication

Privacy/Discrimination (Rights)
[0 Discrimination

[ Discrimination Public/Private
[] Disrespectful Service

[ Privacy/Confidentiality

Professional Conduct

Assault

Abuse
Competence
Impairment
Financial Fraud
lllegal practices
Sexual Misconduct
Credentialling

0
0
0
O
0
d
O
O

atorént Inadequate
reatment Rough/Painful
eatment Withdrawn/Denied
eatment Wrong/Inappropriate
reatment Negligent
Inadequate Consultation
Unexpected treatment
outcome/complications

[0 Experimental treatment

[] Excessive treatment

INTEGRATED RISK MANAGEMENT AN ATRIX
Consequences—

Likelihood | Negligible Mino L Moderate Major Extreme
Rare Low L&vb Low Medium High
Unlikely Low N Medium Medium High Very High
Possible Low // Medium High Very High Very High
Likely Medi)a(m\ \ﬁigh Very High Very High Extreme
Almost certain Med’jﬁm Very High Very High Extreme Extreme
* LEVEL OF RISK AND/AC‘FIQNS REQUIRED

Low )@na@e)blroutine procedures, unlikely to need specific application of resources

cific monitoring or response procedures locally

Medium <<MQ9{)Z€W5P{

High agement attention needed and management responsibility specified to control the risk
Very High DetaiMesearch and management planning required at a senior management/executive level

Immediate action and involvement required at a senior management/executive level to control the risk.

LIKELIHOOD TABLE  (The likelihood (probability) of the RISK occurring)

Rare May occur in exceptional circumstances only /May occur at least once in a period of five years
or more
Unlikely Might occur at some time but not to be expected / Might occur at least once during a period of
five years or less
Possible Could occur , capable of happening, foreseeable / Could occur at least once in twelve months
Likely Is expected to occur occasionally / Is expected to occur at least once per month
. Is expected to occur frequently, in most circumstances / Is expected to occur at least once per
Almost certain week

PRIME CF Manual Feedback form
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*FACTOR OF CONSEQUENCES source: Guidance Document to the QH Complaints Management Policy
The QH Integrated Risk Management Guidance Document identifies 12 primary Factors of Consequence.

Degree of Severity

Type of Consequence 1 =NEGLIGIBLE 2 = MINOR 3 = MODERATE 4 = MAJOR 5 = EXTREME

No injury or harm Minimal harm
Adverse Clinical c caused, minor caused, minor Loss of function, Permanent loss of A loss of life
Incident’ adjustmentto interruption to major harm caused | function or disability

operational routine routine

Sustained national
o o adverse publicity,
Outrage/Damage to O | Minimal adverse itlig\’/rgg::?otcal Significant adverse ?&Z?glr?:gts?gtiwide Queen§land _
Reputation local publicity S statewide publicity e Health's reputation
publicity adverse publicity significantly
damaged
Claims greater than | Claims greater than

Potential exposure Minor exposure to | il it $500,000 or multiple $|1M or mul}ltple ;
Litigation L | to Queensland Queensland Exposure wifl resu claims resulting claims resuiting from

Health Health in a single claim from single multiple similar

exposure exposures
Disruption to
Establl_shed rou_tlnes/ ) ] Disruption to a
Operational delivery _ _ Some disruption number of areas Total sys_tem
(may include industrial No interruption to manageable by within a location’d dysfunction and/or
action, power failure, D service altered operational district. nossitfeflo compromised, other total shut-down of
natural or man-made routine . o’tr?er | ogations or districts operations
disaster, etc) re affected
- - 7

Staff Morale (may Staff dissatisfaction | Alteration to
include within local unit. No routine practice Disruption spreads Statewide cessation
absen_teeism, SM effect on services or | required in local to routi_ne practice of service or
establishment) programs area or district statewide programs

No injury / iliness - No lost time injury. &/
Workplace Health & no time lost, minor First aid or | .
Safety H i medical treatthen permanent loss o A loss of life

adjustmentto ] ) function or disability

operational routine required nction or a

m otifjable event
Security .
(may include major . Major event that Extreme event
fraud/theft, Event noted by local A security event that threat‘ens a program affecting a program/
unauthorised access staff/management may threaten a I service acrossthe | o ool % ronis ability
S ' program/service. An | wider organisation.

and areas of
suspected official

no changes to
routine operation

4

event requiring

Events requiring

to continue it's
operation resulting

Impact (may include
discharge of
hazardous or
dangerous
substances, carbon
footprint, etc)

Local detrimental
ect on the
nvironment

detrimental effect
contained with
outside assistance
(i.e. QFRS, EPA)

detrimental effect
even with outside
assistance (i.e.
QFRS, EPA)

misconduct internal investigation | referral to . )
) Police/CMC in total shut-down
Environmental .

Short term local Long term Having a long-

lasting detrimental
effect on the
environment

Workforce Issues
(may include
recruitment and
retention, capability)

Some effect on
specific service or
program —
alterations to
routine practice
required

Restrictions to
service / program
availability within a
location or district,
with possible flow on
to other locations

Cessation of service
/ program of a
location or district,
which could impact
other locations or
districts

Statewide cessation
of a program or
multiple programs

No impact on local

Moderate to long-

Major impact on

Cessation of some

financial impact)

cost centre budget

cost centre budget

cost centre budget

Operational : Minor impact on . ) operations across ,
Management OM | operations local operations term impact on wider | other areas of operations
operations organisation
Local Directorate/District/ Statewid
management Senior Management | Health Service atewide )
Corporate Local management . h Executive management review
Management M review review on broader | review or ) or intervention b
basis intervention Management review y
or intervention EMT/D-G
Financial ~ 50
i ~ 1% of monthly / ~ 2% of monthly / S el menirly ~ 10% of monthly / ~ 15% of monthly /
(anything that has a F cost centre budget

cost centre budget

PRIME CF Manual Feedback form
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Queensland Government RESOLVED AT FRONTLINE

PRIME Consumer Feedback available on QHEPS.
State-wide Form * Refer to Quick reference Guide for Reporting Consumer F

THIS FORM SHOULD BE USED TO REPORT COMPLIMENTS & COMPLAINTS

Queensland Health Please note (*) denotes mandatory fields in PRIME CF Information System
o Refer to Queensland Health: Consumer Complaints Management Policy, 2007 —

eedback

e Complaint Management Procedure — available on QHEPS.

Part A. Consumer Feedback Form
Feedback
To be completed by:
ID Number: P y. )
1. Staff member receiving consumer feedback.
Complaint ] Compliment ] 2. Forward to the District Complaints Coordinator or equivalent staff member.
CONSUMER FEEDBACK
*Date Feedback Received: /| / Date Event Occurred: [/ |/
Consumer/Patient Details: label can be affixed Anonymous Feedback Provider? [] Yes [No

Title: First Name: Last Name: /(7

| (.

v/\
Suburb: Post CodW/ State:
P
[ S
Home Phone: Mobile: (Oy
v O
Email address: S k/
Gender: M/F | URN: Date of Birth((// f) Interpreter Required?: [] Yes [] No
N\
Election status: [] Private [] Public []NA Admiés@s\staW— admitted [] Pt — non admitted (eg OPD)

*Feedback Provider Details (only required if differm\(‘@nsumer/Paﬂent Details)

Consent Provided to Investigate?: [ ] Yes [] No O 4
Title: First Name: st Name:

D\
Address: </

Suburb: A % Post Code: State:
Home Phone: /7 Mobile:
el address TN
mail address N '
Communication ] Vead - Inper ] Media
Type O al — Phon [] Feedback form (eg Have Your Say)
[J Unknown
(fax, email, letter) [] Other:
onic form)
NV,

*Location of Event: (WSD)
*Facility:
*Division/Unit/Institute: *Ward/Area:
Source - How was the feedback received?
[J Consumer (Service recipient) ] Complainant — staff ] other:
[J Complainant — client advocate [ Member of public
Feedback received by - *First name: *Last name:
*Position: Ward/ Service/ Division:

PRIME CF Manual Feedback form — resolved at front line Nov 2008

DOH-DL 14/15-008 socunen s

Page 1 of 3




Feedback Details: (must be as factual and objective as possible)

OR see attached document []

[~

)

o

EA

o~

(Y

d

7

9

NN

N

(/43

a4

L _f—

/.
NS
5

AN
Initial Assessment and immedia}@ckh}\[ﬁ(en (not applicable for compliments)

Complaint Severity Assessment p(BQSA of Mode}a@/lajor or Extreme refer to your District Complaints Coordinator

Definitioué/\

Category

Negligible

No impactr risk to\p%)n of care or the organisation; resolvable at point of service

Minor

PN
Iss)jr(ﬁa)c n be or should be able to be investigated and resolved at the point of service; issues not causing lasting
defrirment.

sties that
manag

Ire investigation (e.g. about organisational or professional issues, communication and practice
nt issues that are repetitive or not minor in nature); issue not causing lasting detriment.

Major investigation.

Significant Tssdes of standards, quality of care or denial of rights; issues causing lasting detriment that require

v
O
O
O Moderate
O
O

Extreme

Issues about serious adverse events, sentinel events, long term damage or death that require formal investigation.

What were the Resolution Outcomes and /or Actions Taken? (tick all that apply)

[] Change practice/procedure (local)

] Environment changed

[] Recommend policy change

[] staff performance mgmt. process implemented
[ No further action possible

] Apology provided

[] Concern registered

[] Explanation given

[] Compensation provided
[] Cost refunded

PRIME CF Manual Feedback form — resolved at front line Nov 2008
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[] staff Training—

[] Complaint withdrawn

[] Service provided

] Other:
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* |ssue Categories and Sub Categories

O
o
3
°
3
o)
2

Care/Treatment
Professionalism

Service Provided
Food/Operational Services
Costs

Complaint handling

None of the above/not specified

|

>
o
o
D
0]
7]

Delay in Admission or Treatment
Refusal to Admit or Treat
Waiting lists

Referral

Service Availability
Cancellations

|

Communication

Attitude/manner

Inadequate/no Information
Incorrect/Misleading Information
Interpreter/Special Needs Services
Staff language barrier

ooooad

(@]
o
)
%)
@
=]
=

Consent Invalid

Uninformed Consent/Failure to Warn
Consent not obtained

Failure to consult consumer
Involuntary Admission

End of Life Decisions

o

Discharge & Transfer Arrangements
[J Patient not reviewed

[ Transport

[0 Inadequate discharge/transfer

[0 Delay

Environment/Facility management

Administrative Services
Operational Services

Food Services

Hygiene/ Environmental Standards
Lost property

Access to Facility

|

'r|
o]
@
[
L2
@]
o
[%]
=
0

Billing Practices

Access to Subsidies
Information about costs
Overcharging

Private Health Insurance
Public/Private Election

|

Grievances/Complaint Process

[ Inadequate/No Response to Complaint
[0 Reprisal/Retaliation

Inquiry Service Only

[0 Resources
[1 Request for information — Complaint
mechanisms

Medical Records

[ Records Management

[ Record keeping

[0 Access to/transfer of records
[ Certificates/reports

Medication

[0 Supply/security/storag
Prescribing Medication
Dispensing i
Administering

ooa

Privacy/Discrimination (Rights)
[ Discrimination

[ Discrimination Public/Private
[0 Disrespectful Service

[ Privacy/Confidentiality

Professional Conduct

Assault

Abuse
Competence
Impairment
Financial Fraud
lllegal practices
Sexual Misconduct
Credentialling

|

Treatment

reatment Wrong/Inappropriate
atment Negligent
dequate Consultation
nexpected treatment
~_outcome/complications
/1 Experimental treatment
[0 Excessive treatment

PRIME CF Manual Feedback form — resolved at front line Nov 2008
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Queensland Government PLEASE NOTE:

Queensland Health e This management actions form should only be used for the
management of cases of adverse patient/client events when timely
_— - access to PRIME is not possible.
PRIME — C“nlca! Incident o Affix this form to initial Clinical Incident Reporting form
Management Actions Form e Once this information has been recorded in PRIME, the paper form
must be confidentially destroyed.
1. Line Manager’s Review (please print) ‘ Date: /
Surname (Print): First Name (Print): Position: (Print):
Mental Health Act Status - Mandatory for Mental Health Clients Only:
O Voluntary 0 Assessment Period O ITO - Inpt 0 ITO - Community Select if applicable:
0 Classified Patient 0O PSN O Limited Community Treatment
0 Forensic Order 00 Absent without permission

Issues identified relevant to this incident:

[0S
(( //
2. Medical Officer’s Review Details (please print) \V< / /
Medical Officers Surname (Print):
Date Review Conducted / / Time Review Conducted (/
Medical Officer's Assessment:
VA NN
(L // N/
\VI 7 7 1\
3. Severity Assessment o~
Do you agree with the Reporters assessment? @77(@ No If no, please complete Section 9 >

4. Incident Type aN \\// )/

Do you agree with the Reporters coding of the incide

(If the Incident type must be revised, attach new Clinic i
or District Super User)

] No e, the Primary and Secondary Incident Type
orting form and forward to your Patient Safety Officer

2/
5. Corrective Actions k\/ Y)

Does this incident require a Corrective qu\’\ ~

Yes [] No If yes, please complete section 11 >

6. Contributing Factors / / ) ;,

Do you wish to note any contributing%a}ctqy{/\/ ] Yes [ No Ifyes, please complete section 12 >

7. Higher Authority Notification

Does this incident require hig

The following persons have b?gtifie ase print): (Mandatory if the risk rating is very high to extreme)
Surname: A First Name: Position:

uthority Notification? [J Yyes [ No Notification Date: __ /

Surname: (/ %st Name: Position:

Patient Safety Centre
Area Health Servic
(*Mandatory if incide is a sentinel event — See Reportable Incident Brief template)

[J Yes [ No Notification Date: _ /
% [ Yes [ No Notification Date: _ /

Comments: %

8. Feedback Status

a) Incident Status: ] open ] in process ] Closed

b) Staff involved have been notified? [ Yes [ No

Surname: First Name: Position:

Surname: First Name: Position:

DO ket tA 152008 vocunen -
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9. Line Manager’s Severity Assessment Review (Mandatory for SAC 1s)

[0 SAC 1= Death or likely permanent harm which is not reasonably expected (by the treating clinician/s, patient or family) as an
outcome of healthcare.

[0 SAC 2 =Temporary harm which is not reasonably expected as an outcome of healthcare. Includes increased length of stay, additional
investigations performed, referral to another clinician, or surgical intervention.

[0 SsAC 3 =Minimal or no harm. Includes first aid treatment only.

d) Reason for Re-assessment:
e) Feedback to Reporting Person? (Mandatory if the adverse clinical incident risk rating has been changed) [] Yes [ No

10. Incident Analysis

a) Is this incident to be investigated? [] Yes [] No Date to commence: / /

b) Type of Investigation:
[] Root Cause Analysis [] Heaps Analysis [] Task System Analysis [] Clinical Review [] Aggregated (local Review)

11. Corrective Actions

Description of the corrective actions — please attach separate page. Date corrective actions proposed: / /
Date corrective actions authorised: / / Authorised by (Print): VG
Responsibility for taking action
Responsible person (Print): Responsible petsondotified : [1 Yes [] No
Notification Method: [ ] Email [] Fax []Inperson [] Internet |:| Phone O Written Notification Date: /[
Action Due Date: / / Action Commenced Date:_ Date:_ / /
Corrective Action Outcome: [J Processes |mplemented 0i re dents
[J No impact beyond this incident ] Processes implemented ents
[ ] Requires ongoing monitoring [ ] Processes implemented y@ja{e re incidents
12. Contributing Factors Optional (Please specify one or more main categories. \6n ér n)()re subcategories can also be selected)
Patient Factors Staff Factors N\_[Aask Factors
[] Affected by Medication [] Communication — care/treatment [ Complex
[ Age [ Distraction or inattentig [1 Emergency
[ Alcohol or drug intoxication [ Fatigue/stress/unwell [ Routine
[] Attempting to abscond [ Instructions not followed or midia (] Simple
g Confusuondl ot consai Team Factors
Decreased level of consciousness D Authority gradients

[ Deliberate self inflicted injury

[] Dementia

[ Diagnosis/prognosis/comorbidities
[ Discharge against medical advice
[ Distraction or inattention

[J Family conflict

[ High risk waterlow score > 10

[ Intellectual disability

[ Malnutrition

[ Language or speech barriers

[ Responding to psychotic process

[ Irregular team
[ Lack of defined roles
[ Team culture / morale

Organisational Factors

[1 Administrative support issues

[ Lack of access to appropriate information

[] Organisational culture issues

[] staffing patterns — organisational requirement

[ Equipmerit — maintenance issues

Equipment - training issue
%tocols/policies - not workable
N\ [1'Security problem
13. Open Disclosure / / ) L

Step 1, answer the OD qués lew screen:
Should a Formal Disclosur ess be initiated for this incident? [J Yes [ No

If no, why not?:

Step 2. If yes, you must complete all of the mandatory fields on PRIME Open Disclosure Details page.

age 2 of 2 E NE M ILS ] ad Queensland Health's Clinical Incident Management Implementation Standard
D ‘ H g nage Reportable/SAC 1 Events. July 08 Release
Pl Document 193



Part 2 — Operator’'s Submission
See attached 20 pages.
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SERVICES AGREEMENT People caring for people  (IAARAM

SCHEDULE 1 PART 2 - MANAGEMENT RESPONSE

Schedule 1 Part 2 — Management Response

1 Management Response

Ramsay is Australia’s largest operator of private hospitals providing high quality healthcare
across a broad range of specialties. Ramsay will ensure that services provided to Public
Patients under the Services Agreement will meet or exceed the specified standards and be
subject to constant performance monitoring using a comprehensive range of key
performance indicators, both contractual and for in-house monitoring. Ramsay ensures the
high quality delivery of care though effective Clinical, Risk and Corporate Governance
systems. Ramsay will operate the Facility at the Kawana Site utilising our current suite of
management systems and programs including:

= Hospital Wide Quality Improvement Program;
= Patient Management System including bed and thea

= Risk Management System, which incorporates our
Workplace Health and Safety programs;

= Medical Record and other Information Managerfe
= Complaints Management System. ‘

and scheduling;
anagement System and

The above management systems reflect those in Ramsay facilities including
Ramsay has
specified. Ramsay is confident that
our systems and processes referred to abo quivalent standard to those of QH

and will provide QH with the desired outcom

nt management system across all facilities.
, and day patient admissions incorporating:

tion system;
RG grouper;
; and

G em contains some basic clinical information (eg admission diagnosis,
procedures undertaken, coding information etc) which QH will be provided visibility to. RHC
will work with QH as’systems are implemented for electronic records management, to
integrate these into the Facility.

RISK MANAGEMENT
Ramsay has a comprehensive Risk Management system which underpins the delivery of
quality health services. Our systems include:

= Hospital By-laws / Facility Rules which provide a framework for clinical governance
(refer Schedule 2 Part 2);

= Riskman Incident recording and reporting system;

- |
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= Workplace Health and Safety System which includes amongst other things, the
hospital wide Risk Register, safety policies and safe operating procedures. The
Ramsay National Safety Team provides advice and support to hospitals on all
aspects of workplace safety and injury management. The national team also provide
a range of reports covering hospital and national performance. A major role of the
national team is to co-ordinate and oversee the national auditing program to assess a
hospital’s compliance against safety standards; and

= A complaints management system.

Ramsay has implemented the ‘Riskman’ incident management and reporting system which is
available online in all facilities. Ramsay will implement Riskman at the Facility on the
Kawana Site.

Riskman is used to collect all clinical and non-clinical incidents and r misses. Access to
the system is available to all staff to ensure that any member of s lodge an incident
report at any time.

The Riskman system collects relevant information in relatio Nnci including:

= Patient/ staff / visitor details
= Time and place of incident

= What occurred

= |Immediate actions taken

= Results of any initial investigations
= Recommendations for change

stem to the Facility Director of
Clinical Services and Quality Manager who wi equired to review all incidents. All

incidents are risk rated. Following this inffi [
may be made. The Riskman system re
information to an incident report.

Incident data will be reviewed\byth¢ yetevarit Facility committees including the Clinical
Review Committee. Risk rated ‘Nard 2 incidents must be reviewed individually by the
Clinical Review Committee as well as any recommendations from Root Cause Analyses
conducted.

Examples of risk claggificatio set out in Attachment 1.

Ramsay agrees
Schedule 1 Part 1 sectio

H of all Sentinel Events at the Facility in accordance with

QUALITY W‘ AGEMENT
Ramsay will"developand implement a Quality Management Plan in the Facility on the

Kawana Site_h&_Plan will incorporate the requirements of either ACHS or ISO 9001
accreditation. The Quality Management Plan will also incorporate the requirements of the
Health Quality and Complaints Commission (HQCC).

Ramsay further agrees to provide QH with Public Patient data and reports under our
Performance Management Plan. Our Performance Monitoring System will include:

= ACHS Clinical Indicators — ‘Hospital-wide’ and ‘Infection Control’ indicator sets;
= Public Patient Activity information;

= Quality Indicators as described in Table 8 of Schedule 3 Part 1;

= Patient Satisfaction results; and

=  Complaint data.

—
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Ramsay’s quality improvement systems ensure that whenever significant adverse variances
to expected outcomes occur, an improvement plan is developed and implemented. Ongoing
evaluation of progress against improvement plans also occurs.

2 Contracted Services Management Methodology

2.a Approach to Working Co-operatively with QH

2.a.1 Developing and Reaching Agreement on the Activity Forecast

Ramsay will work cooperatively with QH to confirm the appropriateness of (or amend, if
required) the initial activity forecast for year 1 set out in Attachment B to Part 1 of Schedule

1, and then to agree on and establish subsequent forecasts for ea r of the contracted
services period, in accordance with in Section 6 of Part 1 of Sch the Services
Agreement.

services stream from QH, representatives from the Ravgdy Hacility executive management

team will work with QH representatives to develo finalise the activity forecast. The
Facility CEO, Commercial Manager and Contra r will be involved in this process.
In determining the proposed referral targ nd mits for each service stream by
calendar month, Ramsay will consider issue h as:

= Activity data and trends for the p (o] clinical specialty;

= Number of referrals to the FaC|I| EDs;

= Available beds within the £z plans by the Facility to increase capability

in certain areas — e.g. add al staff or bed allocations for a particular clinical
specialty;

Part 1, section 6 e 3ervices Agreement. As per the ‘Review’ requirements, the
parties will eview any supporting data and progress discussions to agree activity
targets. | ratagreement on activity levels cannot be reached at this level,

2.a.2 Promoti he Safe and Efficient Delivery of the Contracted Services

Ramsay acknowledges that the primary focus of the activity planning process should be to
agree on activity levels which will be delivered in a safe and efficient manner. Efficiency
issues will be considered when reviewing information mentioned above such as past activity
data and trends, bed availability by clinical specialty and seasonal variations.

During the term of the Services Agreement, Ramsay will convene a monthly meeting with QH
to review the previous month’s actual activity against target levels as well as monitoring
progress on a year to date basis. At this meeting, any measures required to change or re-
align activity levels can be discussed and agreed (without limiting Schedule 1, Part 1, section
6 5(a) of the Services Agreement).
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2.a.3 Quarterly and Annual Reconciliation of Activity

After the close of each Quarter, Ramsay will provide a reconciliation of actual activity against
the forecast and agreed targets levels. The reconciliation will include the monthly activity
data by clinical service streams in accordance with Schedule 4, Part 1, section 4.1 and
compare this activity to the Quarterly Percentage of the Lower Limit for each service stream
and in aggregate and, in the last Quarter of each Financial Year, against the aggregate
annual Lower Limit.

2.b Performance Management

Performance management of the contracted services will be centred upon review of
information contained in the Ramsay monthly ‘Management Report’ and any agreed
management actions that arise from this review.

The Monthly Management Report will incorporate:

= An activity report from Meditech in a format providing equi

specified in the Schedule 1, Part 1, Attachment C. ay d not operate the
HBCIS system and will provide an equivalent reporf/ffo Meditech Patient
Management System;

= KPI report showing any results of KPI monitori reporting that may fall due in
that month (e.g. clinical indicator data for ACH collected and reported on a
six monthly basis);

= Quality and risk data including incident s , plaints data and HQCC audit
data and reports; and

= Action plans and progress reports at ising from previous meetings.

An agenda covering the above issues will be preyided prior to the meeting. The systems to

high quality services.

amsay facilities, which will include the Facility, is managed at
ide level and at a local level within the hospital.

Training and educatlon '

now provided in an e-learning environment developed and administered by the RTI. This
ensures consistency of content across the country and provides an accurate record of
individual staff members training dates and progress, thus ensuring strict compliance
reporting by hospitals. The on line modules include an assessment component to ensure
staff achieve the required competency. The e-learning modules are then complimented with
local face to face programs specific to that hospital.

This RTI E-learning Orientation program covers: General Orientation; Customer Service; Fire
& Security; Workplace Diversity; Occupational Health & Safety; Infection Control.
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The RTI also provides a range of modules for the ongoing education of staff. Examples of
some of the many modules include:

= 5 modules of ortho-anatomy;
= Medications and calculations;
= Online Diploma of Nursing;

= People skills on ling;

= Peri operative fundamentals;
= Maternity Fundamentals;

= Manager Fundamentals; and
= Future Leaders.

The training modules currently in use across Ramsay will be used ill up new staff at the
Facility.

CLINICAL TRAINING
Ramsay is regarded as one of the leaders in clinical trainin

ivate health sector.

Ramsay will apply for accredited training status with a num ical Colleges in order to
provide accredited training positions for Registrars at tf the Kawana Site.
Ramsay currently enjoys accredited training status wi evant medical specialist training
Colleges with which it engages in Registrar training at ot spitals. Specialties to target
ici ; i These accredited training
positions could be shared across the Kawana Sit¢ able registrars to undertake rotations
through both SCUH and the Facility, ther [

training experience for specialist trainees.

RAMSAY NATIONAL LIBRARY SE
The Ramsay National Library Service c tly provides a broad range of online reference

resources to all Ramsay staff and issavai /7 via the Ramsay Intranet and the Internet.
The Ramsay National Library 2 g ibes to reference resources such as:

= Medline

=  ProQuest

The Facility will employ staff dedicated to education and training in the Facility. In addition to
hospital wide education staff, many specialty areas will have dedicated Staff Development
positions for example in ICU and Operating Theatre and Cardiac Services. The site Staff
Development Co-ordinator will be responsible for developing and implementing an
organisation wide education plan which covers the education needs of all categories of staff.
The specific education needs of each department will be identified and programs will be
developed to target these areas. In addition to clinical education, these programs will also
target non-clinical competencies such as customer service, food handling, workplace health
and safety and administrative issues such as the Privacy Act.

- |
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2.d Patient and Stakeholder Management and Communication

Ramsay acknowledges that there will be a need to conduct significant communication with
patients and stakeholders both during the commissioning phase and at the commencement
of and during the Term. Ramsay recognises the need to work closely in conjunction with QH
to ensure that a consistent message is communicated by all parties. The appointed Chief
Executive Officer will be responsible for working with QH particularly in relation to media
releases and formal communication initiatives.

A significant part of the success of our existing Ramsay facilities has been our effective
integration into the local communities in which we operate through a range of management
strategies and structured communication plans. We will further develop the existing
relationships that Ramsay already has on the Sunshine Coast with specialists, GPs, patients
and other stakeholders and we believe that these strong relationships will help us to further
integrate with all local stakeholders and ensure that we continue their needs and
requirements.

PATIENTS

Ramsay will use extensive patient information tools and re
preadmission information brochures, videos and open d
communication to patients regarding the services avai
liaison with the major clinical non-government organi
National Stroke Foundation, Diabetes Australia) wi
Facility will reflect the NHMRC endorsed eviden
promulgated by these health consumer organis
links to many of these consumer groups.
patients with better access and information r ingour services and also to allow them to
familiarise themselves with our facilities ard-s
anxiety and any unknown factors.

acility. In addition, close
. National Heart Foundation,

ical practice guidelines
msay has very well established

= |ists of services;
= doctors accreditéth\o the Facili

the commissis is Facility and during the operational phase. Ramsay management
has excellent'working relationships with specialists and the strength and depth of these
relationships are asperformance measure for our hospital managers. We propose to draw
upon our existing relationships with specialists on the Sunshine Coast to establish
information about services to assist in developing their practices on the Sunshine Coast and
develop services to meet the current and future needs of the community. We also propose
to communicate with specialists in other regions, and to market the advantages of
establishing specialist practice on the Sunshine Coast region via promotional meetings, e-
newsletters and our doctor website (www.opps4docs.com.au) to bring more specialists to the
region. The attractiveness of the Sunshine Coast as a destination for specialist practitioners
— particularly those seeking to establish practice for the first time — should not be
underestimated and Ramsay will invest considerable resources into specialist establishment
programs and other attraction and retention initiatives.
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GENERAL PRACTITIONERS (GPs)

Ramsay’s ability to effectively cooperate and communicate with local GPs is regarded as one
of our key management successes. Local referring GPs will be kept fully informed both
during the commissioning phase and after opening through regular newsletters, GP
education forums and through direct communication from the Chief Executive Officer of the
hospital. We will also facilitate formal presentations at local Divisions of General Practice
and the Sunshine Coast Local Medical Association, where required and will involve GPs in
discussions about the development of future services, discharge communication and access
issues.

GP education evenings will be used as a way of promoting the specialists and services at the
hospital and provide a communication channel between the hospital and GP’s. Ramsay is
an accredited provider of GP education with the Royal Australian College of General

Practitioners (RACGP).
The Electronic Discharge Summary module of Ramsay’s ‘Medite tient information
t e

system will allow for comprehensive discharge information tg d to participating
General Practices. This system is currently being develop dalup in Western
Australia and can also be implemented at the Sunshine C

o=

NAMBOUR HOSPITAL

We propose to have regular meetings with the Namb
smooth operations between the facilities.

anagement team to ensure

Ramsay has very effective working relation QAS on the Sunshine Coast. This
works to the benefit of both parties and Ran ill be proposing that regular meetings with

= aged care assessment team
= Nursing Homes;

= Home supporj/org tion such as Domiciliary Nurses, Meals on Wheels, and Home

Help;

= Patients oups such as Palliative Care Support Services, Carer Support
Services;

= Natio such as National Heart Foundation, National Stroke
Foupds and Cancer Council of Australia.

pon these relationships to ensure that patients of this Facility are linked
ith these important social care organisations and that information is

appropriately avaitaBle for our patients and their carers in the Facility.

OTHER STAKEHOLDERS

Practice managers, pharmacists, optometrists, physiotherapists, MPs, local council, local
community groups and the media make up the list of other stakeholders who we believe
need to be kept informed of developments at the hospital and Ramsay will aim to do this to
the best of our ability and in conjunction with QH where required.

2.e Bed Management System
Bed management will be done via the Meditech patient information system.

r _—
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Within Meditech’s admission modules, a specific component is ‘the Bed Board’. The Bed
Board shows the status of all beds including

= Occupied beds
= Available beds by
- Ward/ location
- Cleaned and ready to occupy
- Gender (in the case of shared rooms)
= Beds becoming available
- Discharged, but not yet cleaned
- Pending Discharge
- Available but nominally reserved for an incoming patient. (This may be for patients
currently in a QH ED to be transferred and admitted to Q- sility, patients in Day

of Surgery Admission Centre or booked and confirmed|(e Datients.)

Access to the Bed Board is provided to bookings and admissj
clerical staff and after hours co-ordinators. The system up
information on the Bed Board, patients are able to be book n)appropriate ward and bed
in the system.

chairs, on the same basis as described above for inpati " s. Reference is made above
to reserving beds for patients being admitted thr. e O&GA — Day of Surgery Admission
Centre. Whilst not specifically allocated to a be if)\DOSA, the system is able to track
overnight patients being admitted via the te a ward bed to be available on

their return from theatre.

Ramsay will provide QH with visj e Meditech Bed Board. This will enable visibility of

ronic patient record system, however the Meditech
system contains some basic clinicainformation (eg admission diagnosis, procedures
undertaken, coding infopration etc) h Ramsay will provide QH electronic visibility to.
Ramsay notes that Q ility will be granted whilst ensuring that confidentiality is
maintained for Priva ho will also have records in the database and to ensure

and the web based booking system will be established well before
me for testing and verification.

MISSION STATEMENT

The Facility will maintain a safe environment for patients, visitors and health care workers
through the effective implementation of a comprehensive Infection Control Management
Program ensuring compliance with guidelines outlined by the Centre for Healthcare related
Infection Surveillance and Prevention and Queensland Health, current legislation and best
practice standards.

r _—
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INFECTION CONTROL MANAGEMENT PROGRAM

The initial stage of this program involves the minimisation of infection risks through the
appropriate design and construction of the Facility in accordance with:

» Australasian Health Facility Guidelines Part D — Infection Prevention and Control (May
2009);

= Australasian Health Facility Guidelines Part E — Building Services and Environmental
Design (May 2009);

= Australian Guidelines for the Prevention and Control of Infection in Healthcare
(currently draft - NHMRC);

» Australian Standards;

= HB 260-2003 Handbook: Hospital acquired infections — Engineering down the risk
(2003);

» Infection control guidelines for the prevention of transmissi
the health care setting (January 2004);

*» Queensland Development Code MP5.5 Private Health November 2007);

* Queensland Health Capital Works Guidelines Building(a urbishment: Infection
Control Guidelines (January 2002);

= Queensland Health Private Health Facilities Act &

egtious diseases in

Of de3|gn and constructlon |mportance there are a numbg catures that ensure the
rent Program which includes:

(excluding ICU/CCU) with clinical

hand basins and private ensuites si ising the risk of infection

transmission;

= All walls and ceilings are high imp
cleanable;

-organisms;
, Emergency and inpatient accommodation as

» Separated clean and dirty utili oms on the inpatient units to reduce all risk of cross
contamination;

staff through
reduces the

accordingto\the above/guidelines;

=  Cooling/towers and reticulated water systems will be designed to minimise
microkjologice amination; and

OBJECTIVES

The objectives of the program are to ensure the risk of transmission of infection to patients,
employees and visitors is minimised and that the safety and quality of health care at the
Facility is continually improved in relation to infection prevention and control.

EXPECTED OUTCOMES
Infection prevention and control will be a core part of the Facility’s Clinical Governance
framework and will maintain a high clinical profile which will be achieved by:

» The development and annual review of an infection control business/management
plan;

- |
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= Early identification of infection risks or events through a comprehensive surveillance
and monitoring program and reported to appropriate parties;

= Effective outbreak management complying with Queensland Health and Ramsay
requirements;

= Staff will be educated in infection prevention and control through orientation and
ongoing education and the compliance monitored with the hospital’s infection control
policies and procedures.
To ensure the outcomes are achieved the program will be supported by:

= The Facility’s executive team;

= A Committee membership, with appropriate expertise and commitment, and the
authority to develop and enforce infection control policies and procedures;

» Regular meetings and the broad dissemination of findings;

= Use of the risk management process to identify context sp
target resources appropriately;

= Application of the principles of continuous quality impr: e
= Clear lines of communication, internally and externall
= A means for evaluation of program effectiveness.

ELEMENTS
The elements of the Facility’s Infection Control Manage rogram will include:
* Hand hygiene;
= Personal protective equipment;
id uré

)

= Management of blood and body flu
» Infection control and employee he

= Staff immunisation;

= Environmental hygiene;

* Pre-treatment assessme

= Non-reuse of single usg
devices;

= Delegation of responsibility fo

M 6 ectioncontrol risk;
A ¢al-devicés and reprocessing of reusable medical

ection control;

dialysis;

=  Continy
Further to pey'the recommendations of the Australian Commission on Safety and
Quality in are, the Private Hospital Infection Control Program will provide a focus on

sance improvement and research and will include the following:

= Implementation and participation in periodic intensive local, state, national or global
health care associated reduction campaigns including application of recommendations
for Healthcare Associated Infection (HAI) surveillance and reporting;

» Education regarding infection prevention core principles to all new staff and to existing
staff at least annually;

» Ensuring appropriate and optimal use of antimicrobial agents (antimicrobial
stewardship);

= Assessment of the infection prevention implications of new devices, procedures and

technologies;
r —
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» Providing regular, meaningful feedback of HAI data to individual clinicians, specific
speciality, departments/units, quality improvement, senior management and others as
stipulated in the annual infection prevention business plan;

= Appraising all staff of new and emerging infectious disease threats and trends;

» Providing systems and protocols to actively manage all infection prevention
components of accreditation;

» Designing, undertaking and responding to results of periodic audits and formal reviews
of relevant clinical practice and performance;

» Developing appropriate methods for rapid response, remediation, investigation and
evaluation of infection prevention critical incidents;

= Provision of alcohol hand hygiene products at the point of care;
= Regular education of staff and monitoring of hand hygiene compliance in accordance

= Ensure surveillance and HAI monitoring strategies are
to local active, performance and epidemiologically si

RESOURCES

The Infection Control Management Plan will be coordi
infection control practitioner, resourced in accordanc
guidance. The role and responsibilities of this persen

» Education and training of employees;

= Staff health;
= Consultancy — to staff, patients, v
» Risk management;

* Incident management, BJ6g
Management, Adverse £*

4 Operational/Qrganisation Chart

The chart below sets Out t ucture of Ramsay’s team for the delivery of Contracted
Services.

—
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THE FACILITY
(Hospital Support Services Structure)

IE

AMSAY

People caring for people (GEYGEINS

STATE MANAGER,
QLD

CHIEF EXECUTIVE
OFFICER

FINANCE &
ADMINISTRATION
MANAGER (FAM)

DIRECTOR OF CLINICAL
SERVICES
(see separate Clinical
Service Structure)

CONTRACT
MANAGER

DIRECTOR OF
MEDICAL SERVICES

Employed
Medical Staff

Accoun Supply Te: Front Office
Staff Leader M ger

Service Contact
Person/
Bookings

Facility &
Maintenance
Manager

Business
Development/
Marketing

Administrative
Staff

The chart below expands on the structure of t

rting to the Director of Clinical
Services.

THE FACILITY
(Clinical Services Structure)

A~

STATE NANAGER,
CLD

CHIEF EXECUTIVE
OFFICER

DIRECTOR OF
CLINICAL SERVICES

Service

Clinical
Supoort
Jerviea

Risk & Safety
Manager

Infection
Control

Dispensary Health Information
Servi | Manager

Medical
Records Staff

Bl Physiotherapists

Coordinator
Nurse Unit
Manager

Theatre

Specialty T-ar.
Leaders (eg car\liac,
Orthopaeai«s)

Nurse Unit
Manager Day Unit/
Endoscopy

Registered
Nurse

Patient Care

Assistants

Clerical
Support Staff

Speech

Pathologist:
Nurse athologists

Graduate
Coordinator
Occupational
Therapists

Clinical
Support
BE Dietitian

Social Worker
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5 Key Role Descriptions

The executive management team for the Facility will comprise of a Chief Executive Officer,
Director of Clinical Services, Director of Medical Services, Finance and Administration
Manager and a Contract Manager. Full position descriptions have not been provided given
the lengthy nature of those documents. A role summary has been provided.

CHIEF EXECUTIVE OFFICER

Position Title Chief Executive Officer

Reports to: State Operations Manager - Qld

Position To provide leadership and strategic direction for-haspital staff and

Summary: functioning whilst establishing and maintaini -g?u g links with the
medical community so that the Facility provide's £xcejlent patient care

while meetings its operational and busine

Key Elements of = Leadership and Management:
the Role Include: Foster a culture that embrace

= Strategic Directio

Management Plan
perational/Financial Plan

" W place Health and Safety Plan
" tional:

r and manage the overall performance of the organisation
agaihst key performance criteria

nisation Culture
omote a culture of continuous improvement
- Promote a customer focused culture

DIRECTORQFCLINICAL SERVICES

Position Title Director of Clinical Services and Quality Manager

Reports to: Chief Executive Officer

Position The Director of Clinical Services and Quality Manager provides clinical
Summary: leadership and operational management to support and meet the

business clinical and workforce objectives of the Facility and Ramsay.

Key Elements of = Leadership and Management:
the Role Include: - Lead and manage the nursing service in accordance with The
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Ramsay Way

- Team building

- Communication, consultation and change management

= Clinical Governance:
- Develop and implement Clinical Governance systems to
support:
= The delivery of high quality patient care
= A culture of continuous improvement
* Risk identification and minimisation strategies
= A safe environment for staff, patients and visitors
= Strategic Direction:

- Contribute as a member of the Executiye-M
the development of the Strategic Pla
Facilities and SCUH Campus Plan a gvernance and Risk
Management Plan

=  Workforce:
- HR planning and management
- Workforce utilisation and

anagement Team to

DIRECTOR OF MEDICAL SERVICES
Position Title

Reports to:

Position
Summary:

management team. T
employed and credent

3 tained, timely and effective clinical review
nt of learning and development is achieved.

Key Elements =

of the Role i nd manage the medical workforce according to The
Include: S

ional Quality:
- Poticies and Procedures
Appropriate clinical review
Risk minimisation strategies
A culture of clinical service improvement
- A safe environment
= Other:
- Internal and external medical stakeholder liaison and management

CONTRACT MANAGER

Position Contract Manager
Title

Reports to: Chief Executive Officer

- |
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SCHEDULE 1 PART 2 - MANAGEMENT RESPONSE

Position The Contract Manager is responsible for the management of the day to day

Summary: relationship and contract between the Facility and QH to ensure an effective
working partnership for the delivery of Public Patient care and a co-
operative relationship across the Kawana Site.

Key = | eadership and Management:

Elements of - Actively lead and manage according to The Ramsay Way

Thel RdO|e - Foster a cooperative and constructive relationship with key QH staff
nclude:

- Communication with key stakeholders
= QOperational:

- Monitor and report on key aspects of the Services Agreement
including activity reporting, clinical indicators and other quality
performance measures

- Development of action plans as required
- Be responsible for organising and chairigg the~Se€wices Review

Committee

- Develop activity forecasts for the es t of annual activity
plans

- Develop transition plans for the &t well as transfer of public

patient services.

Position Title

Reports to: Chief Executive Offi
Position The Finance and A Istrafion Manager is responsible for managing
Summary: the day-to-dayfinance administrative functions; and providing

ation and reports on a broad range of financial and

Responsibilities
Include: inancial and management reporting

Fixedvassets
evenue management
eparation of financial indicators
Data collection
Audit
Taxation
Workforce:
- HR Planning and management
Workforce utilisation reports
Training and development
Reporting.
= Leadership:
- Contribute to executive management key initiatives
- Team building
- Change management and consultation
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- Lead and manage adhering to the principles of The Ramsay
Way
= Other:
- Contribute to Business Development activities
- Foster a culture of Continuous Improvement
- Actively participate in risk minimisation strategies

6 Key Role Selection Criteria

Ramsay agrees to establish a Services Review Committee within 20 days of the
commencement of the Services Agreement. The committee will be attended by the Contract
Manager accompanied by either the Facility Chief Executive Officerorthe Finance and
Administration Manager.

The key selection criteria as it appears in each of the relevant pos
provided below.

6.a Contract Manager

CONTRACT MANAGER

Position Title

Qualifications/Key
Selection Criteria — qualification a

Essential: =  Well develops

and report writing skills
and analytical skills

egotiation and conflict resolution
- Comptrter literacy skills
tensive experience in hospital data analysis and reporting

. nstrated experience and understanding of hospital
casemix

nowledge of current healthcare issues

= “Experience in strategic planning and implementation of service
improvement strategies

= Demonstrated management skills at a senior level
= Experience in interpretation of legal contracts
n

Ability to use initiative, self motivation and work as a team
member

6.b Senior Representatives on the Services Review Committee

CHIEF EXECUTIVE OFFICER

Position Title Chief Executive Officer

Qualifications/Key » Relevant tertiary qualifications (preferably Masters level) and an

r _—
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Selection Criteria — excellent understanding of current health industry issues
Essential: = Proven leadership, strategic planning experience and risk
management skills
= Experience managing a large group in a commercial context —
must possess strong business acumen
= Demonstrated experience in leading change in a health care
environment

= Knowledge of health funding pertaining to private/public health
sectors and working knowledge of statutory and local
government requirements

= Excellent decision-making capabilities, people management
skills, communication, negotiation and interpersonal skills
including demonstrated experience | with a wide range
of internal and external stakeholder:

Position Title

Qualifications/Key CPA or ACA qualificatiofg/reléwantiertiary qualifications, with
Selection Criteria — strong business acumen*a ability to analyse, interpret and
Essential: utilise data to impro ational performance and identify
opportunities
" ili sfullyy lead and motivate a diverse group

roviding strong strategic direction
d managing change in a complex,

ironment
' ation and interpersonal skills and a
ability to liaise with and influence those in senior
1en oosmons
commitment to quality improvement activities
and lence in customer service

=  Sound cemputer skills
Qualifications/Key . evious experience in the health care sector
Selection Criteria —
Desirable:

6.c Se
SERVICE G "k

Position Title

ACT OFFICER / BOOKINGS
Service Contact Office / Bookings

Qualifications/Key = Effective communication and interpersonal skills
Selection Criteria — = Proven ability to work effectively in a team environment and
Essential: independently as required

= Strong Customer services skills

= Computer literacy

= Previous experience in a health care administrative role
= Certificate of proficiency in medical terminology

» Experience with hospital IT systems preferably Meditech
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= Experience with bookings systems
= Relevant health services experience

7 Ramp Up and Transition of Services

Ramsay acknowledges that the commissioning periods for both the Facility and the SCUH
will be significant events on the Kawana Site that will require complex management and co-
ordination. In particular, the ramp up of the SCUH and transition of public patient care to the
new facility must be done in a way that results in a seamless transition that maintains high
quality care to patients.

COMMISSIONING AND RAMP UP OF THE FACILITY
Ramsay will complete commissioning of the Facility before 2 De0213 and will use its
C O

best endeavours to commission the Facility and commence service Private Patients prior
to this date to provide a period where the Facility can operate wjth™igrited/capacity in order to
verify that all systems and services are fully functional prior
Services Agreement. During this time, Ramsay will comm
which will generally be similar services to those required.b
lower patient volumes.

Ramsay will therefore be able to operate the Facility orl 2 ar activity level to ensure that
patient flows and procedures are fully trialled, se
services for the larger volume of Public Patients

Prior to any patients being cared for in th
to train and orientate staff to the Facility. All
e-learning orientation package followed

ilitys e-commissioning phase will be used
will be required to undertake the Ramsay
e training in the Facility to achieve

To manage the Commissioning’ahd Ramp Up Stage, Ramsay will (in consultation with QH)
prepare a Pre-Opening Ramp Up Plap-incarporating issues such as:

= The development of a detailéd_ communication plan that will incorporate a process for
consultation

= Strategies to

reportingrpretocols
= |dentification of key staff and roles and responsibilities, and
= Establishment of key campus committees.

The Facility will have a Strategic and Operational Plan. The plans will cover strategic
initiatives, risk management plan, workforce plan, quality plan and operational plan (including
throughput by specialty). The initial plans for the Facility will include commissioning and
initial operational considerations and strategies including:

=  Workforce strategies to recruit the required staff (HR and Workforce Plan)
= Performance monitoring (Quality Plan)
= Activity forecast.

- |
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All plans will clearly delineate timelines and responsibilities.

On opening, all hospital wide and departmental policy and procedure manuals will be
available in hard copy and on the Facility Intranet.

RAMP UP AND TRANSITION OF SERVICE TO SCUH

Ramsay will work in partnership with QH to ensure safe and efficient services are provided
during this period. Ramsay will provide all reasonable assistance to QH to co-ordinate the
orderly transition of services.

Integral to this will be the development of a “Transition Plan”. The Transition Plan will be
developed by Ramsay in consultation with QH. The Plan will cover issues such as:

= Atimeline showing the timing that each service stream will transition to the SCUH.
Ramsay agrees that the transition should be done service 4"? by individual
service stream to ensure an orderly and planned transitio @ JH. In this way, an
individual service will only be provided in one facility at a t ey will not

become fragmented across both facilities;

= Details on how each service stream will wind down fa
and commence in SCUH;

= Any additional equipment that ma
period

all stakeholders are aware of key
components of the transition pla g staff at the Facility, patients, QH and

District representatives and

to take up employment with QH in the" SCUH. Such co-operation could include access to
staff to conduct inform sessions about employment opportunity with QH and negotiating
finish and start dates fo m the transfer of services to minimise disruption.

Attachme

1- Ramsay

nt classification

- |

RAMSAY DOCUMENTATION_V1 MSAY

People caring for people HEAL‘IH CARE

CARING FOR THE SUNSHINE COAST SUNSHINE COAST UNIVERSITY HOSPITAL PROJECT - Private Hospital Binding Bid 19 J
D@ﬂ H DL lé]‘/ @ Document 213



DEFINITIONS

EXAMPLES

EE
HN

RAMSAY

HEALTH CARE

Minimal

An Incident* with no injury,
increased level of care or length of
stay

Missed medication

An incident* that requires an
increased level of care, additional
investigations or referral to
another clinician

Medication error requiring medical
review and additional observations

TABLE 1: RAMSAY HEALTH CARE RISK CODES

Moderate

An incident* that results in
temporary reduction in bodily
functioning

EXAMPLES

Meconium aspiration resulting in
transfer / admission to SCN / NICU
without intubation

An incident* that results in
permanent reduction in bodily
functioning

SIS

An incident* that results in an
unexpected death or any of
the National Sentinel Events

Suicide within 7 days of
discharge from hospital

Slip/Trip/Fall with no injury

Fall requiring review by orthopaedic
team and investigation / X-Ray with
no injury

Neonatal shoulder dystocia with no
evidence of neurologlcal damage

Results filed in wrong medical record

Investigation results not acted upon
requiring further review and
investigation

Neonatal transfer of bk»\\&/

?ailure to detect a neonatal

bnormality

Patient with no identification label

ith requirgng
/%n"a}ﬂ:s‘?r%o c

Neurological damage following
any surgical procedure

\/afé apgars—<75 at 10 minutes

Hypoxic brain damage

represent a comprehensive list of healthcare |nC|de {8
be reviewed independently against the defi

R{&m requining an increased length
of 3ta

Patients suffering significant
disfigurement as a consequence
of the incident

Patients requiring surgical intervention
as a result of the incident**

Incidents affecting more than
one patient

Incidents involving patient / neonatal
identification**

Outbreak / occurrence of
disease or colonisation of 2 or
more related cases

National Sentinel Events

1. Inpatient Suicide,

2. Maternal or neonatal death
associated with labour and
delivery,

3. Medication error resulting in
death,

4. Procedures involving wrong
patient or body part,

5. Retained instruments,

6. Retained material requiring
surgical removal,

7. Intravascular gas embolism
resulting in death,

8. Wrong patient blood
transfusion or ABO
incompatibility,

9. Infant discharge to wrong
family

Incidents involving breach in infection
control / sterilising systems**

management

*An incident is an unplanned event that results in or has the potential to result in injury, damage or
loss. It is unrelated to the natural course of illness and differs from the expected outcome of patient

Minimum

DOH-DL 14/15-006

Moderate
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**Incidents requiring surgical intervention, involving patient identification and breaches in infection
control and sterilising may be rated as moderate, major or serious depending on outcome

Serious
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1 Clinical services capability

Part 1 - Specification

During the Term, the Operator shall offer the clinical services set out in Table 2 to Public

Patients:

(a) to at least the capability set out in Table 2, with such capability determined in

accordance with the CSCF; and

(b) for services listed as ‘on-site’ services, at the Facility. O

TABLE 2: CLINICAL SERVICES CAPABILITY

D©H=‘D3L 14/15=© Document 216

Core clinical Service Streams (on-site) /F/-\ Level
General Medicine \\_// )/ 5
General Surgery miy 5
Respiratory Medicine U // \T/ 5
Orthopaedics D \\_// 5
(/47 :
Other clinical Service Streams (on-site) \y Level
Gastroenterology 5
Colorectal Surgery /[7/(\\/ 5
Neurosurgery o~ \\VU/ 4
Plastics Surgery /\) ~ 5
Urology 5
Cardiology <§V/<J 5
Endocrinology O\ DAY 5
Supporting cIin}é}lM\sQ (on-site) Level
Anaesthetics / < Q 5
Critical Car. ICU5/CCU5
Diagno;ﬁc‘hngging \> 4
Ope;a(y(g SL)tL 5
pobdony [/ — :
Pharm%\\ 4
Supporting Mﬂcal services (on-site or off-site) Level
Nuclear Medicine 4
Schedule 2
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2 Clinical services capacity

21 Aggregate activity limits

Each Financial Year during the Term, the Operator shall make available clinical services
capacity at the Facility, in aggregate for all Service Streams, of at least the Upper Limit for
the Financial Year set out in Table 3.

TABLE 3: AGGREGATE ACTIVITY LIMITS (IN WAUs) FOR ALL SERVICE STREAMS

Financial Aggregate activity Aggregate Lower Limit Aggregate Upper Limit
Year target (in WAUSs) (in WAUSs) (in WAUSs)

2013/14
2014/15
2015/16
2016/17
2017/18

2.2 Per Service Stream activity limits

(a) Subject to section 2.2(b), each Financi
shall make available clinical services/dapz t the Facility, for each Service

i e Stream for the Financial Year

set out in Table 4.

(b) However, once the Upper Limitfar a

Year (refer section 2.1), the o. r: O js ot obliged to make available further
e Stream for the remainder of that

clinical services capacity in
Financial Year.

TABLE 4: ACTIVITY LIMIT g SERVICE STREAM
2013/14 2015/16 2016/17 2017/18
Service Stream Lower Upper Upper Lower Upper Lower Upper Lower Upper

General Medicine

General Surgery

Respiratory
Medicine

Orthopaedics

ENT

Gastroenterology

Colorectal Surgery

Neurosurgery
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2013/14 2014/15 2015/16 2016/17 2017/18

Service Stream Lower Upper Lower Upper Lower Upper Lower Upper Lower Upper

Plastics Surgery
Urology
Cardiology

Endocrinology

3 Managing referrals

3.1 Contact point

3.2

(@)
(b)

(c)

is not required to keep beds available for Direct Admission Patients
other than under sections 3.3 and 3.4 of Part 1 of Schedule 1; but

(5) must use all reasonable endeavours to work cooperatively with QH to
ensure that the Operator accepts a sufficient number of referrals in the
medical Service Streams to enable the Referral Target for those
Service Stream to be reached in each month; and

(6) for the avoidance of doubt, provided that the Operator generally
manages its admissions in accordance with section 3.2(c)(5), is not
required to cancel or defer any booked Private Patient in order to
make a bed available for a Direct Admission Patient under section
3.2(c)(3); and

Schedule 2
Performance Standards
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(d) in respect of the Contracted Services provided by the Operator at the Facility:

(1) during the relevant month, the number of referrals has not already
exceeded the Referral Limit for the relevant Service Stream for that
month; and

(2) during the relevant Financial Year to date, the activity (expressed in

WAUSs) has not already exceeded:

(A) the Upper Limit for the relevant Service Stream for the
Financial Year; or

(B) the aggregate Upper Limit for all Service Streams for the
Financial Year.

3.3 Additional rules in relation to referrals

(a) For the purposes of section 3.2:

(1) a Public Patient will be deemed to be ‘appraopriate forfreatment at the

Facility’ if the primary purpose of the ad I:io is to receive treatment
entAS withi
Services capability set out in Table 2 of this”"Sc |ule;

(2) before issuing a Referral Order fof 4 Dirett Admission Patient, QH
must telephone the Operator’'s seyi -@ act point referred to in
section 3.1 and verbally summarise Ua rmation about the Direct
Admission Patient which is o Pe inetdded in the Referral Order.

Dper

During that telephone call, ator's service contact must advise
QH:

(A) whether the or will accept the Direct Admission
Patient; and

(B) iftheOr
Patient, whethe

if the Ope ii s service contact point advises QH that the Operator

ses to accept the Direct Admission

®)

whether the Operator will accept the Direct Admission
Patient; and

if the Operator refuses to accept the Direct Admission
Patient, whether this is because the Operator considers that
the referral does not satisfy section 3.2,

and after the Operator will be deemed to have refused to
accept the Direct Admission Patient.

(4) QH shall not arrange or authorise the presentation of a Direct
Admission Patient at the Facility unless and until the Operator’s
service contact point advises that the Operator accepts the Direct
Admission Patient;

(5) if the Operator initially accepts a referral from QH in respect of a
Direct Admission Patient, and the Direct Admission Patient presents
at the Facility, but the Operator does not admit the Direct Admission

Schedule 2
Performance Standards
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Patient to the Facility and the Direct Admission Patient is transferred
to a QH Facility, that shall be treated as a refusal to accept the Direct
Admission Patient. At the time the Operator requests the transfer to a
QH Facility, the Operator must advise QH whether the Operator
considers that the referral does not satisfy section 3.2 (including
whether section 3.2 was satisfied when the Referral Order was made,
but has ceased to be satisfied including because of a deterioration in
the condition of the Direct Admission Patient); and

(6) the Operator will be deemed to have accepted all referrals of Public
Patients other than Direct Admission Patients unless the Operator
advises QH otherwise via the Agreed Platform within
after receiving the Referral Order.

(b) For the avoidance of doubt, if it would be clinically inappropriate for the
Operator to accept a Public Patient, including because ofstaff~shortages at the
Facility or because a suitable bed is not available, the Q . shall refuse the
referral and, if the referral satisfied section 3.2, the refus | bg considered for
the purposes of section 2.4 of Schedule 4.

(c) A refused referral does not count towards the Refefr for the relevant
Service Stream.

3.4 Operator may accept additional referrals

The Operator may, but is not required to, accepja
satisfy the requirement set out in section 3.2(d) W
‘ TP

referral, the Operator will be paid in accqrdance
3.5 Process if the Operator does a referral

sefkfion 3 of Schedule 4 for the
relevant Contracted Services.

(a) If the Operator is unable to t ajrgferral because the referral does not
comply with sectio 3. .2(c), the Operator shall contact QH'’s
point of contact fg

(b)

(c)

in respect of Direct Admission Patients, the Operator shall notify QH’s
point of contact for the referral of Public Patients to the Facility as
soon as practicable, and QH'’s point of contact for the referral of Public
tients may seek to agree with the Operator, and the Operator must
negotiate in good faith to agree with QH’s point of contact for the
referral of Public Patients, how the impediment to referral can
otherwise be resolved; and

(2) in respect of all other Public Patients, the Operator shall notify QH'’s
Contract Manager the next Business Day and place the Referral
Order ‘on hold’ pending agreement between the Contract Managers
on either:

(A) withdrawal of the Referral Order, which may be re-issued at
a later date; or

(B) a change to the Activity Forecast in accordance with section
6.5(b) of Part 1 of Schedule 1.

Schedule 2
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3.6 Timing of admissions

Subject to section 3.7, where the Operator accepts a referral in accordance with this

section 3:
(a) the Operator shall commence treatment of Direct Admission Patients within
after receiving the Referral Order, or within of the Public

Patient arriving at the Facility if this arrival is more than after
receipt of the Referral Order, and must admit the Direct Admission Patient
within after the patient arrives at the Facility;

(b) the Operator shall commence the inpatient episode of care for all Public
Patients other than Direct Admission Patients within after receiving the

Referral Order and having regard to patient needs and clinical outcomes; and

(c) the Operator shall communicate with all Public Patients referred to in section
3.6(b) within after accepting the Refer, er,or being
deemed to have accepted the Referral Order under seci
them of the admission process and timing.

3.7 Application of time limits to non-Direct Admissi ients

(a) If, in any week:

(1) QH makes a number of referrals tQ’th Brator in a Service Stream
{mitAigr that Service Stream for

(2)
having been made in the week

e in that week exceeds of the

eam for the month in which the week

week.

(b) The referrals treate excess referrals under clause 3.7(a) for a week will be
(1) e basis of the order in which the referrals are sent to the

ends the Operator a ‘batch’ of referrals, some of which are
xcess of of the Referral Limit:

QH may recommend a priority for some or all of the referrals
in the batch, and the Operator shall take that
recommendation into account in managing that batch of
referrals; or

(B) to the extent section 3.7(b)(2)(A) does not apply, by the
Operator acting reasonably having regard to the clinical
needs of the Public Patients comprising the batch so far as
is evident from the Referral Orders.

(c) For the purpose of applying sections 3.6(b) and 3.6(c), the ‘deemed’ referral
date of a deferred referral is:

(1) on the first occasion that referral is deferred, the day which is 7 days
after the actual referral; or

(2) for a second or subsequent deferral, the day which is 7 days after the
previous deemed referral date.
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3.8 Acknowledgement

The Operator acknowledges that:

(a) QH has no obligation to refer any particular number of Public Patients to the
Facility (either overall or for any particular Service Stream); and

4 Components of the Contracted Services

4.1 Facility management services

The Operator shall provide all necessary facility managem
provision of clinical services to Public Patients at the Facili

(a) (facility management) providing a high quallty,
management service for patients, staff and vj
providing a security service to a standard
comparable hospitals;

(b) (catering/refreshments/vending) pr d beverage services to
support the Facility, including for pati athand visitors. These
arrangements will offer a range of ap ng and nutritious food and drink to
enable all patients, staff and v to choice which reflects their dietary
needs and tastes and shall be pro to a standard at least equivalent to the

QH Food Services Policy;

(c) (cleaning services) malnt
incorporating safe wort

alle, hygienic and pleasing environment,
¥ jncluding the use of a recognised risk
r-and shall in respect of infection control,

assessment/manage 5
comply with the $ta J he Private Health Facilities Act;

(d) (linen and laund providing or hiring a comprehensive linen and laundry
linen is available in all aréas and for all users at the times required and in the
volumes,ne ary to support the smooth running of the Facility, including

assur guate stocks of linen are held at the Facility;
(e) (w sekeeping) providing a flexible, innovative and sensitive resource to
c hotel services in the ward area as part of the ward team

(f)

ortering) providing a high quality portering service which offers a timely,
@; sive and pro-active system for the movement of patients, and patient

and equipment within the Facility;
e eptlon postal and telephony services) establishing arrangements for and
ding reception and telephony services at all times during the hours that the
ty is operational, providing a welcoming, courteous and high level of
customer care to all staff, patients and visitors;

(9)

(h) (information and communications technology support) establishing
arrangements for and providing information and communications technology
support and maintenance, including infrastructure, fast response telephone
support and escalation;

(i) (staff work wear) establishing arrangements for and providing staff uniforms,
gowns and functional clothing;
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) (sterile services) establishing arrangements for and providing sterile services
required for the Facility, compliant with all relevant standards and legislation;

(k) (energy and utilities management) providing an energy and utilities
management service to meet the needs of the Facility; and

0] (equipment) ensuring that equipment used in providing the Contracted
Services is maintained in a safe, serviceable and clean condition, is adequately
maintained, and conforms to generally accepted industry standards for
equipment of the relevant type.

4.2 Clinical services

The Operator shall manage and provide all aspects of the inpatient episode of care for
Public Patients including, but not limited to:

(a) (admission) the admission process, once the referral o blic Patient has

been accepted by the Operator;

(b) (scheduling) communications with the Public Pati
Direct Admission Patients, notifying the Public P
and timing within 2 Business Days after referral
Direct Admission Patient) as soon as reasonabty

for planned and
admission process
(in the case of a

(c) (assessment) undertaking any further assegs

(d) (treatment) provision of the required
accordance with the standards set o

(1)

2)
3)
g of pharmaceuticals containing no less than 3
harmaceutical products;
(e) (discharge) planning andignplementing an effective discharge process in

(f) the Public Patient is not charged for any aspect of their

3 St Q ontracted Services

5.1 Complia&

The Operator shall:

(a) (Laws etc.) comply with, and ensure that the Contracted Services are provided
in a manner that complies with, any applicable:
(1) Laws;
(2) codes of practice; and
(3) professional requirements,
Schedule 2
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including, without limitation:

(4) the standards made under part 3 of the Private Health Facilities Act;
(5) the CSCF; and
(6) to the extent required by the Private Health Facilities Act, guidelines

relating to best practice for specific services that are released from
time to time by other recognised bodies including, but not limited to
health professional registration boards, the professional colleges, the
National Health and Medical Research Council (NHMRC), the
Australian Health Ethics Committee (AHEC), the Australian Health
Technology Advisory Committee (AHTAC), the Australian
Commission on Safety and Quality in Healthcare and the Centre for
Healthcare Related Infection Surveillance and Prevention (CHRISP);

(b) (occupational health) without limiting section 5.1(a), e t the Operator’s
practices in providing the Contracted Services comply licable
occupational health and safety legislation; and

(c) (liaison) liaise properly and appropriately as nec y withrtiie Government
Entities and other recognised bodies administeri , ordinances,
regulations, codes and requirements referred to i A(a).
5.2 Privacy and confidentiality
The Operator shall comply with the Privacy Laws~imsol , using, disclosing or
otherwise dealing with any information in resps oﬁ% blic Patient obtained by the
ed B

Operator in the course of providing the Gontrac

5.3 Standards generally

The Operator shall:

(a) (quality) ensure thajthe
and skill ordinarily
accordance with
overriding princip

equirg hat type of medical and hospital treatment in
e ‘based,best clinical practice, and having regard to the
e of What is best for the patient;

(b) (efficiency) ensure the
efficient

logies) apply new technologies as appropriate and reasonable to
ice the clinical needs of Public Patients.

5.4 Authg edical Personnel
Operator shall ensure that the Contracted Services are performed using the

arised Medical Personnel.

(b) The Operator shall at all times be responsible for the performance of the
Authorised Medical Personnel in performing the Contracted Services.

(c) The Operator shall use all reasonable endeavours to ensure that the Authorised
Medical Personnel:

(1) each have and maintain for the Term registration sufficient to
authorise the performance of those Contracted Services proposed to
be performed or performed by that medical practitioner:
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(A) with the Medical Board of Australia as a medical practitioner
and (where relevant) in the medical specialities required for
the relevant Contracted Services; and

(B) with the professional college(s) responsible for the medical
specialties required for the relevant Contracted Services,

and will provide evidence of such registrations if requested by QH;

(2) provide Contracted Services only within the range of their respective
approved Credentials and Clinical Privileges, qualifications and
experience and the standards accepted by the professional college(s)
responsible for the medical specialties required for the relevant
Contracted Services and otherwise for the discipline(s) in which the
Authorised Medical Personnel practise;

(3) without limiting section 5.4(c)(2):

(A) perform the Contracted Services in @

Privileges Committee;

(B) obtain and maintain for the T ssary Credentials

relevant

¢h the Authorised Medical
yranted permission by the relevant
ileging Committee;

(4) fessional standards required of the

pfessional college(s) responsible for the

: d professional standards as may be
o
g/Contracted Services and otherwise for the

with the policies and procedures of the Facility as amended
to time in relation to the performance of the Contracted
of clinical services generally;

icipate and co-operate in any clinical audits that may be required
perator from time to time;

comply with the quality assurance, quality improvement and peer
grview policies, procedures and requirements of the Facility and the
professional college(s) responsible for the medical specialties required
for the Contracted Services and otherwise for the discipline(s) in
which the Authorised Medical Personnel practice;

(9) provide care and treatment to Public Patients in accordance with
clinical priorities; and

(10) notify QH and the Operator as early as reasonably possible of any
potential or possible claims against the Authorised Medical Personnel
in respect of the Contracted Services and provide all such details and
information as QH or the Operator may reasonably require in respect
of any claim.
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6 Managing discharge and transfer

6.1 Summary

The process for discharging Public Patients from the Facility, and the respective roles of
the parties in relation to this process, are summarised in Attachment B.

6.2 Discharge planning

The Operator shall:

(a) include discharge planning as an element of the Contracted Services provided
in respect of each Public Patient from an early stage in that Public Patient’s
inpatient care at the Facility including by requesting an
Public Patient as soon as is practicable after it becomeg &

(b) use good discharge planning practice for an Austr,
including by maintaining links with residential ag
community care providers in the District;

(c) keep QH informed as to the likelihood of any’F
Facility at the relevant time requiring discha
aged care facility and the likely date on whi
be discharged; and

g discharge to a residential

d a suitable place before the
rt-care at the Facility under that Public
be completed.

(d) specifically in respect of Public Patie
aged care facility, use its bes
date on which the Public Patien
Patient’s original Referral Order.i

6.3 Extended Length of Stay

(a) If a Public Patient yequires)inpatient care at the Facility for a period exceeding
the ‘high trim poj e Tefevgnt diagnostic related group set out in the
funding model apglied¢’public hospital facilities in Queensland at the relevant

time (Extended Length~of Stay) for any reason, the Operator’s service contact

shall contact QH’s servite gontact and review the reasons for the Extended

pact (if any) on the Operator’s ability to deliver the Contracted
Services to the Performance Standards if the Public Patient were to
plete their treatment at the Facility; and

the objectives of the activity planning process set out in section 6 of
Part 1 of Schedule 1,

and the Operator shall inform QH’s Contract Manager of the outcomes of such
a review.

(b) After the review conducted under section 6.3(a), the affected Public Patient’s
case shall be reviewed again at intervals determined by QH (acting reasonably)
until the Public Patient is discharged or transferred. A further review must at
least be conducted at the point where (if applicable) the period of the Public
Patient’s inpatient care exceeds the ‘extra high trim point’ for the relevant
diagnostic related group set out in the funding model applied to public hospital

Schedule 2
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facilities in Queensland at the relevant time. Each further review must have
regard to the matters referred to in section 6.3(a).

6.4 Discharge arrangements

On discharge of a Public Patient the Operator shall:

(@)

(b)

(c)

(d)

(e)

(f)

transmit a discharge summary for the Public Patient to QH via the Agreed
Platform;

ensure the Public Patient receives appropriate referrals to other health
professionals to ensure complete and if necessary continued treatment;

if continued non-inpatient treatment is required from District services,
communicate this plan in an effective and timely manner to QH'’s service

contact point for referrals and discharges;
gg applopriate
othé Pubjic Patient’s

where a specialist post discharge consultation is ith the admitting
medical practitioner and the medical practitioner noy/provide public clinics
within the District:

if continued treatment is required from elsewhere, arra
referrals, including referrals and discharge summaries t
general practitioner;

(1) provide a maximum of | | post dischar with the medical
practitioner; and

(2) if more than LI post dischargg
QH to either approve.extra
or transfer the patie

6.5 Public Patient requiring

(a)
€ as soon as is practicable and, in any case, at least
before the Public Patient is due to be discharged; and
to the Operator first having complied with its obligations under
sections 6.2 and 6.5(a)(1), QH shall nominate a QH Facility which
muyst accept a transfer of the Public Patient within of the
motification.
(b) Operator shall transfer the Public Patient to the nominated QH Facility, and
sha
(1) transmit an inter-hospital transfer form for the Public Patient to QH;
and
(2) provide transport to the nominated QH Facility.
6.6 Public Patient requiring residential aged care
(a) If the Operator:
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(1) has obtained an ACAT assessment confirming that a Public Patient is
likely to require accommodation in a residential aged care facility after
the completion of the inpatient component of the Contracted Services;
and

(2) is unable to find a suitable place before the date on which the Public
Patient’s inpatient care at the Facility under that Public Patient’s
original Referral Order is due to be completed, despite having
complied with its obligations under section 6.2,

the Operator shall notify QH of the situation as soon as is practicable and, in
any case, at least before the Public Patient is due to be discharged.

(b) In respect of a Public Patient notified under section 6.6(a), QH may:

(1) if a Dedicated Medical Acute Bed is available at the relevant time,

(A) the patient will stay at the Facility and
suitable discharge arrangeme
mechanisms set out in sectiong 49

reht good discharge
ublic Patient in

(B) and

(B) the Operator will continyétoy

(®) the parties will im consultation and review
mechanisms simi 0$e set out in section 6.3 in respect

)

(c) QH may not require the™Qperator to continue to provide inpatient care under
section 6.4(b)(2) to more than[_| Public Patients at any one time. In the situation

quore than || Public Patients the subject of a notification under

he_cannot be dealt with under section 6.4(b)(1) (unless the

is'not referred back to the Facility under section 6.6(b)(1) or
accommodated under section 6.6(b)(2); or

is identified as requiring transfer under section 6.6(c),

subject to the Operator first having complied with its obligations under section
6.2, QH shall nominate a QH Facility which can (within of the
notification or identification (as applicable)) accept a transfer of the Public
Patient and section 6.5(b) shall apply in respect of the transfer.

(e) If, as a result of QH exercising its rights under section 6.6(b)(1), the Operator
needs to defer the admission of a Public Patient (not being a Direct Admission
Patient) in the ‘General Medicine’ Service Stream and this results in the time
limit in section 3.6(b) being exceeded:
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(1) the resulting delay will not count towards any KPI Failure or for the
purposes of section 2.4 of Part 1 of Schedule 4; and

(2) the Operator must commence the inpatient episode of care for the
affected Public Patient as quickly as is reasonably practicable after
the scheduled date for admission of that Public Patient.
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Attachment A — Form of Referral Order

See attached 2 pages.
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BINDING MARGIN - DO NOT WRITE

U
@u 2003

PATIENT IDENTIFICATION LABEL

Queensland Government| Sumame: UR:

(ueencland Health Crher Mames:

REQUEST FOR PLANNED PATIENT e -

TRANSFER TO PRIVATE HOSPITAL

Date of Birth: Sex

To be completed by the doctor or nurse manager requesiing transfer

d34SNVHL LN3JILVd

DATE TIME WARD |
Doctor making request | uNIT PAGER NO. |
Doctor receiving request | |
NOK Name & Relationship
|
|
anary Dxagrm |
Secondary Diagnosis/es |
|
Diagnosis for transfer (what will the patient be a atNosa?) |
|
VNN
Summary of relevant investigations (N @\' record to accompany)
< |
Current treatment and medi
ACAT o Atteind V Date Bookad Date
Rehab /Bookgt—  Date I
7
Dateofamiﬂhnw Expected length of stay at Noosa
Request for transfer accepied? (1 Yes ! No

If NO, reason why?

Transfer amanged for (day & time)

Mode of transport

Mursing information — level of dependency

Plaasefautn [name] Hospital on Facsimile Mo, [XXOOCXXXX]
- ﬁheﬁledmﬂ”ﬁﬂmw

d | Allocations, NGH
' ngﬂlﬁmng Doctor if transfer accepted.




Queensiand G ment (Affix Patient Label Here)
Queensiand Health

Sunshine Coast - Wide Bay Health Service District
. (Service/ Facility) | Ty name:
REQUEST FOR DIRECT PATIENT Given names:
TRANSFER TO PRIVATE HOSPITAL

UR:

Date of birth Sec [OM [OF
MmﬂmshmrbbqﬁthmdaFa:EMMMWWmduﬂmmmﬁe and safety of Clinical
Handower, manage the priority of referral and track completion of tasks .

[0 Step 1: complete the Minimum Safe Patiem Dataset in Section 1

O Step 2 phone unit regrstrarPHO or DEM coordinator to identify mutually agreed accepting unit, wenue and prionty of transfer in Section 2

O Seep 3 MMMWMMMWMMQEMMW:M“W — s&e bottom of
page for fax numbers

O Step 4 mlmmmmwwmnmammmmmm

SECTION 1— PATIENT REFERRER DETAILS MINIMUMDATASET  (( // ¢\

XVd ¥34SNVHL ¥04 LS3N0O3

~
Refemrer details: Refering hospital: \y
Refering doctor
Contact details: page: ] extension:
Date and time of referral: / ] %:
" 6/7/\\/7 _
s PO S U Last Observations
g ) - Time taken:
b Primary diagnosis and Temp
5 Reason for transfer: A
= BP
z Additional diagnoses/ injunies/ history: BE
b2 [=]
- E OHS
: Y% o
) GCS
E =\ BSL
> SECTION 2 - ACCEPTING TEAM A BT
2 Venue agreed )
8 ; ina Regi it ) \/ Q7 33 : CJDEM [J Ward e e A B
Uit : Priority agreed- ] emergent (next avalable transport)
[ wgent (within 4 hours)
N ) O uo o next busness day
SECTION 3 — CARE Puy( CHECKLIBY)
1. Escort level requied (/[ OanN Oaas [ ses
2 O A=romed [ Private
3 [ Neuro [ Circulation [OssL
4. O 2 hourty [ 4 hourly
5. [ Clear fuid [ Thickened [] Diabetic O Full
B. [0 Oximetry [] Hourty BSL [J Fluid balance
O Pressure [ Alcohol withdrawal scale
area nsk
FINAL PRE-TRANSPORT CHECKLIST
[] Receiving hospital notified FAX AND CONTACT NUMBERS
[] @H medication chart completed Nambour Nurse Manager: 5470-5178 (fax 5470-6842)
g ooy “_’"“f:"’“ N B Nambour DEM Coordinator: 5470- 5170 (fax 5470-5480)
e T Gympie Nurse Manager: 0414-269-379 (fax 5489-8535)
[ Analgesia charted regularly Caloundra Nurse Manager: 5436-8655 (fax 5436-8615)
[J Antibictics required to be given Flease notify the above if condition of patient or priority of transfer changes
QAS Log Number: Job complete time:
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Attachment B — Summary of discharge process

episode of care
commences

discharge planning to commence as soon as
racti after ission, in with
good discharge planning practices

),
Qperator considers
patient should be
discharged

patient requires
further public inpat

patient requires

patient able to be
discharged to
community

residential aged care

Operator cannot find Operator finds a place
aplace

has Operator
implemented good
discharge planning
practices?

QH must nominate
a public facility to
take the patient

YES

is one of the 30
dedicated medical acul
beds free? |

S

YES

Operator must
implement good
discharge planning
practices

if geferral causes elective GM patientto be treated more
tl r referral, delay resulting from deferral
does not count'towards abatement or KPI Failure

is Ofe of the
QH issues new

Referral Order in the
GM Service Stream

(QH
may transfer ancther
Similar patient
fo free up a bed)

QH must nominate
apublic facility to take
the patient within

case review at
reasonable intervals
nominated by QH
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Part 2 — Operator’'s Submission
See attached 9 pages.
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SCHEDULE 2 PART 2 - PERFORMANCE STANDARDS RESPONSE

Schedule 2 Part 2 — Performance Standards Response

1 Management Response

Ramsay is Australia’s largest Private Hospital Operator and provides a comprehensive range
of high quality health care services. Our services are predominantly delivered to privately
insured patients. However, Ramsay is also the most experienced provider in this country of
public patient services through ‘public-private partnerships’ with State Governments.

Ramsay will work co-operatively with QH to develop a collocated campus which will:

= |mprove access to public and private health services in the ict
= Provide QId Health with 24-hour, 7 days per week acces r acutely sick
Public Patients
= Increase the health services capacity and capability
Ramsay will provide services beyond the minimum
CSCF table below
= Provide high quality services now and into the fOt
reduction of patient outflows to Brisbane
= Be a magnet campus to attract high quality health
the Facility and the SCUH.
Ramsay will construct and operate a Faciljty on awpha Site that complies with the
minimum requirements of Part 1 of Sche o ocation Agreement, and Part 1 of
Schedule 2 of the Services Agreement.

ine Coast, and
nts as outlined in the

specifically target the

professionals to work in both

Ramsay will:

= Provide the Contracted Sepvi
Performance Standards Sefout)i

= Operate the Facility in @0‘

= Provide services to the €SCF

and CSCF Levels; and
=  Commission th

NN

2 Clinical
2.a Servicegleyels aceording to CSCF

ssion the Facility with a broad range of medical and surgical services. A
broad casém enefit QH in a number of ways including:

ices™Capability and Capacity

= A widervange of services that will better complement the existing services provided
by Qld Health to public patients in the District

= The provision of greater flexibility and choice to QH in determining the mix and range
and services to be purchased from the Facility during the Term

= Meeting the growth in demand for public patient services in the District
= The ability to accept a wider variety of transfers of acutely sick patients, and
= The attraction of a greater number of specialists to the Kawana Site.

During the Term, Ramsay will provide clinical services at the CSCF Levels specified in
Schedule 2, Part 1 — Specification, of the Services Agreement, in addition to the following.

CLINICAL SERVICES CAPABILITY DURING TERM

RAMSAY DOCUMENTATION_V1
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Clinical Services Capability Streams (on site)

Breast Surgery 5
Upper GIT Surgery 5
Vascular 5
Oncology 4

2.b Licensed Inpatient Bed Capacity

Inpatient Beds Beds
Medical/Surgical Inpatient Beds @ 160
ICU/CCU ( Level 5) @ 8
Total Licensed Inpatient Beds 168
@ Chairs

Day Oncology Chairs \ 8
Day Surgery/Endoscopy Chairs @ 24

Approved Day Facilities

Other Clinical Infrastructu Number

Operating Theatres 6

Day Procedure/End sws 1
Whilst Paediatrics is not ice listed separately, Ramsay will include paediatric surgery in
the licence apf ion. This will allow surgery on children over the age of one in specialty

3 Public Patient Care - Contracted Services

3.a Achieving Performance Standards
Ramsay has a reputation as a high quality provider of health care services.

In order to ensure that Ramsay achieves the Performance Standards in the management of
referrals, it will ensure provision of quality facility management and clinical services,
compliance with laws and standards, adherence to privacy and confidentiality requirements,
and the adoption of the very highest standards of health professional credentialing to achieve

RAMSAY DOCUMENTATION_V1
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efficient and effective discharges and referrals. Ramsay will implement a comprehensive
Quality and Risk Management Program at the Facility, and all of these programs will be
specifically tailored to meet the special requirements of the Facility on the Kawana Site.

These systems provide extensive data and key performance indicators that will clearly
demonstrate performance against the target benchmarks and identify any areas that are in
need of improvement. Ramsay will share all relevant data with QH in order to demonstrate
the achievement of targets and provide details where rectification/improvement plans are
required.

A brief description of how Ramsay will meet the Performance Standards follows:

MANAGING REFERRALS, DISCHARGE AND TRANSFERS

A dedicated bookings and referral officer will be appointed by Ramsayto manage Public

Patient referrals and liaise with QH about the status of the hospit4 dOther relevant issues.
After hours (ie overnight) this would be the in change/after hours [
dedicated bookings and referral officer will be identified and [
discharge or transfer of Public Patients from the Facility whj
day, 7 days a week.

Ramsay will establish a dedicated email or web based

operate in conjunction with a dedicated Ramsay booking erral officer
For Public Patients who are not Direct Admission e the Service Initiation
Pathway is complete (within three Business Days epling or being deemed to have

accepted the Referral Order) the Public P tlent nicated with by Facility

administrative staff to ensure that informa i to facilitate the Public Patient’s
admission process. Information will be gathe
can be completed in hard copy or on-ling

for some Public Patients who hay€ a] fla attérded a QH clinic). The identification of any
[ [ i s sion clinic will allow the health care team to tailor care
’ l Rimising adverse outcomes and ensuring patients
e efficient and effective care. The clinic will also provide

patients.

A brief medical histo illb en and in addition, the patient will undergo relevant

diagnostic testing. ECG, pathology, radiology tests). The preadmission clinic will also
provide an opporini lan additional services that may be required on discharge to meet
the patient’s ongoing phy social or psychological care needs.

The Medite is capable of producing a wide range of management reports and
i N QA to determine an appropriate suite of reports and reporting
frequency toenhdnce both parties ability to manage the Services Agreement.

ADMISSION

Due to the pre-acute planning that occurs prior to admission, the admission process will be
streamlined and efficient. Staggered admission times will ensure that patients are waiting for
the minimum time possible, to help decrease anxiety preoperatively. Ramsay will admit all
appropriate elective surgical patients through the Day of Surgery Admission Centre (DOSA)
to ensure consistency of pre-surgical care and to assist with bed management. Some
complex patients requiring admission on the day prior to surgery may be admitted directly to
a bed. Similarly, emergency surgical patients may proceed directly to the operating theatres.

Ramsay will utilise clinical care pathways specific to each procedure. These care pathways
will be utilised to systematically plan and follow up a patient focused care program. Ramsay

RAMSAY DOCUMENTATION_V1

CARING FOR THE SUNSHINE COAST SUNSHINE COAST UNIVERSITY HOSPITAL PROJECT - Private Hospital Binding Bid J
D@D D |_ 14‘/ @ Document 237



r ] ]
-
. RAMSAY
People caring for people (GEALGIINS

SERVICES AGREEMENT
SCHEDULE 2 PART 2 - PERFORMANCE STANDARDS RESPONSE

care pathways will define the goals and key elements of care based on evidence, best
practice and patient’s expectations. The pathways will facilitate communication with the
patient and their family, coordinate care across the entire health care team, monitor and
evaluate variances and outcomes and enhance the quality of care across the continuum by
improving patient safety and outcomes, increasing patient satisfaction and optimising the use
of resources.

POST OPERATIVELY

The Ramsay model of care will be a team approach and will include nursing staff and allied
health team members including physiotherapy, occupational therapy, speech pathology and
dieticians. The Ramsay ward teams will also include discharge planners.

Prior to discharge, the plans that were commenced preoperatively are reviewed and
strengthened. Patients will be provided with detailed information rg€garding medications,
physical limitations, dietary needs and the recognition of signs/s [
them to seek immediate attention. Support services such as do
or meals on wheels will be coordinated prior to discharge a eferrals will be initiated
by nursing staff communicating patient care needs to the djs¢h ervice. Allied health
staff will ensure that any identified home aids and adaptatio re aitended to with full
instructions on their use.

Patients will be provided with discharge medications @
next doctor visit (for up to three days).

The Operator’s service contact will ensure that 3 rOe summary will be transmitted to
QH and ensure that all appropriate referr. ing/
discharge. Where transfers to another Dis
service contact will notify QH to confirm the
transfer.

y-operated by QH are required, the
nd then Ramsay will organise the

ENSURING COMPLIANCE

Ramsay will ensure that the s
the Performance Thresholds @ :
Ramsay Quality and Risk Managemént programs which underpin the delivery of quality care
in our facilities.

@ of care for Public Patients achieves and often exceeds

The activities withi Facility™jtl be governed by Ramsay By-laws / Facility Rules. The
ill ensure a minimum standard of clinical governance in the Facility.

e following:

= Credg¢ g and defined scope of practice for all health practitioners, including Staff
7 junior medical staff and trainees, allied health practitioners and
ervice provider who has access to or treats patients.

aws establish a Credentialing Committee which will specify the process
e peer review of applicants and consider specific matters such as:

Y

Ramsa
for approprta

- training

- recent experience
- competence

- judgement

- current fitness
- character
- demonstrated knowledge and skill
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The By-laws include the conditions of accreditation which include among other things,
matters such as ongoing registration and indemnity cover, professional conduct, minimum
requirements for documentation and consultation with patients, on call arrangements and
the need to disclose certain issues to Ramsay.

= Multidisciplinary clinical review of clinical incidents, morbidity and mortality. The By-
laws / Facility Rules will require the Facility to establish a multidisciplinary Clinical
Review Committee. This Committee will consider morbidity and mortality data,
clinical indicator results, patient complaints, transfers in and out of the Facility and
patient survey results.

= Formation of a Medical Advisory Committee (MAC) to provide advice to Ramsay
hospital management on the governance and operation of the Facility. The By-laws
specify the required membership, which as a minimum must include representation
from all major specialty areas as well as referring GPs fro cal community. The
MAC provides advice on patient care standards and hos s and procedures.

= A Process for reviewing and monitoring the performa of dited medical
practitioners is also covered by the By-laws. The By/a vide Facility
management and committees with a framework to i gate and manage suspected
or alleged poor performance.

In addition to the committees prescribed by the
comprehensive medical committee structure as
structure ensures that all accredited VM i
group and are actively involved in peer clini
the proposed Committee structure.

decisions regarding their craft
'he chart below provides an outline of

Ramsay Health Care (RHC)
Board

Hospital Executive
Committee
Risk Management Credentialling
Committee Committee

Medical
Advisory
Committee

Clinical Raview
Committex

Mudical Craft
Gioups

Department
nee ds
Onerational
Committee

Product Pharmacy & Staff Infection Nursing
Evaluation Therapeutics Development Control Management
Committee Committee Committee Committee Committee

Policy &
Document W.orkplace
Control (He<'th & Safewy

Committee
~

Blood
Transfu_slon Clinical Unit
Committee Meetings

Departmental
Meetings

Code Blue
Committee

Other committees Ramsay will establish to ensure high quality patient care include:

= Infection Control
= Quality and Risk Management
= Workplace Health and Safety
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= Product Evaluation

= Pharmacy and Therapeutics

= Staff Development and Education

= Emergency Management and Response

Ramsay recognises that customer complaints are a unique source of information regarding
the needs of its customers and the quality of care provided through its hospitals. Active
review of customer concerns and complaints assists Ramsay to understand potential
problems and to identify ways to improve the service.

On admission, patients are notified of their rights and responsibilities via the ‘Australian
Charter of Healthcare Rights’. This includes an explanation of how patients can make a
complaint and an elevation of a complaint to the Health Quality ay mplaints Commission
(HQCC).

Ramsay has a comprehensive Complaints Management Poli ystem to ensure all
complaints are responded to promptly. All complaints are sing the Ramsay
Complaint Management Form to gather information such a f the patient/visitor/staff
member making the complaint and the nature of their mplaints forms are
initiated for complaints made via all communication acjuding written, telephone and
in person complaints.

Many complaints will be resolved immediately dy
encouraged to resolve complaints at the pint of\s
during orientation and then annually to deal with

ical Review Committee. Complaint data will
g or recurrent issues.

on of complaints. The Ramsay Complaint
pliant with current HQCC standards.

phj phy of “People Caring for People” was developed over 25 years ago and
c 0 oug with Ramsay and the way in which it operates its business.
Ramsay recogniges that we operate in an industry where “care” is not just a value statement,
but a critical way\we must go about our daily operations in order to meet the expectations of
our customers — our patients.

In order to ensure that a high standard of service is maintained, all new employees to
Ramsay undertake formal customer service training as part of their initial induction to the
organisation. As part of an annual mandatory training program, all existing employees also
attend customer service training.

Ramsay utilises Press Ganey Inc to undertake patient satisfaction surveys at all facilities as
set out in Schedule 3, Part 2.

In addition to the annual Press Ganey survey, the Facility will utilise Patient
Satisfaction/Feedback cards throughout the year to provide ongoing feedback. The cards
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will be available in all patient rooms and public areas and invite patients and visitors to rate
their overall satisfaction and provide comments on aspect of their care they like as well as
areas they feel improvement is needed.

The collation of Feedback Cards, Press Ganey surveys and complaint data will be utilised to
develop action plans for the improvement of service provision.

All quality and risk activities within Ramsay are overseen by the Group Clinical Governance
Unit (CGU).

CGU has access to all hospital information databases and is able to monitor and identify
trends. One of the key strengths of the Ramsay Group is the ability to benchmark data
across all 62 facilities. Benchmarking occurs for Incident Management, Clinical Indicators
and Patient Satisfaction.

Once a group wide trend or risk has been identified, CGU are ableicimglément national risk

minimisation strategies. Such actions include:
= National policies — for example a comprehensive s maternity policies have
been developed to specifically target the high ri eas actice in our Obstetric
Units;
= Specialty User Groups — CGU convene a num ecialty working parties
including Maternity and Neo-natal, Operat; and Cardiac Catheter Labs;
and

= Clinical Audits — the CGU co-ordi a al gudit program to ensure compliance
with national policies and procedur
The CGU are also responsible for ensuri p set and achieve action plans for areas

identified for improvement.

In addition to the national CGU, nsive hospital-level clinical governance will

- Public and Private Patients

linical care of Public Patients and Private Patients at the
@ raviders

The intended~authority holder for the purposes of the Private Health Facilities Act 1999
(PHFA) will be ‘Ramsay Health Care Australia Pty Ltd’. This company is a wholly owned
subsidiary of Ramsay Health Care Limited and, as one of the main operating companies of
Ramsay, currently holds authority for a number of hospitals including Greenslopes Private
Hospital, Cairns Private Hospital and Cairns Day Surgery in Queensland. All Service
Providers will be appointed in due course and cannot be specifically identified at this time.
The following is a brief description of the Service Providers that will be engaged and/or
contracted during this project.

MEDICAL STAFF AND VISITING MEDICAL OFFICES (VMO)

The Ramsay By-laws and the PHFA prescribe that all medical practitioners who admit, treat
or consult with patients must be registered and hold current medical indemnity insurance.
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SERVICES AGREEMENT
SCHEDULE 2 PART 2 - PERFORMANCE STANDARDS RESPONSE

On initial application, medical practitioners, whether they are to be employed, contracted or
engaged and credentialed as a VMO, are required to provide evidence of their registration
with the Medical Board of Australia. On an ongoing and annual basis, registrations are
checked and confirmed for every accredited medical practitioner in the Facility.

Specific additional qualifications and experience will be required for key positions such as the
Director of Emergency Medicine and Director of Intensive Care. The Director of Emergency
Medicine will be a Fellow of the Australian College of Emergency Medicine (FACEM). The
Director of Intensive Care will be a qualified Intensivist and accredited as per the
requirements of the PHFA and CSCF.

NURSING STAFF

On appointment, all nursing staff are required to provide evidence of registration with the
Nursing and Midwifery Board of Australia. On an ongoing and an sis, all nursing
registrations are checked and confirmed.

ALLIED HEALTH

Allied health staff may be employed by Ramsay or engage tracted service basis.
Generally high volume services such as physiotherapy, occupatiopad therapy, radiography,
pharmacy and dietetics are employed by the Facility. olume services such as
speech pathology may be provided under a contract by

insurance for contracted service providers). As
current and ongoing registration is requir

The Ramsay By-laws prescribe that all cred
re-credentialed every 5 years. In the Fagili
PHRU licensing requirements. The req

of the new National Registration and
| also be strictly adhered to.

5 Workforce Arrangements

Ramsay will recruit high quality, skilled and competent health professionals to work at the
Facility. Ramsay has proven strategies aimed at attracting and recruiting staff as well as a
range of programs to retain staff for the long term. At all of Ramsay’s collocated facilities the
Ramsay executive team works closely with its public hospital partner to attract staff and
doctors to the campus. Doctors inevitably hold joint appointments at both hospitals and by
providing consulting suites on the site they are attracted to treat all of their patients on one
campus. Clinical staff are also offered flexible working arrangements and many staff work
across both hospitals, particularly theatre staff.
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SERVICES AGREEMENT
SCHEDULE 2 PART 2 - PERFORMANCE STANDARDS RESPONSE

Section 1 (‘Attraction and Retention of Staff’) of Schedule 5 to the Site Management Deed is
taken to form part of this Operator’'s Submission.

6 Compliance with Standards

Ramsay operates 13 health care facilities in Queensland, all of which are licensed by the
PHRU. We are aware of the requirements of PHRU licencing.

Ramsay will ensure that the Facility meets all standards required by the PHFA. Ramsay’s
initial licence application to the PHRU will necessarily include all details of this. Currently the
PHRU conduct annual audits of private facilities to ensure their ongoing compliance with the
PHFA.

The annual audit also covers confirmation that services are operating-in accordance with the
requirements of the CSCF and the necessary support structure i
each CSCEF level.

In relation to ‘Guidelines’ which are provided by a range of
Colleges, Ramsay consider all guidelines when determinin
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Part 1 - Specification

1 Performance Monitoring Plan

(a) The Operator shall develop, implement and maintain during the Term a plan
setting out how the Operator shall measure and assess compliance of the
Contracted Services with the Performance Standards, the other Minimum
Requirements and the Operator’s Submission (Performance Monitoring Plan).

(b) The Performance Monitoring Plan shall contain, as a mini performance
measurement and assessment of the KPls.

1.2 Performance reporting

The Operator shall in relation to Contracted Services:

(a) collate and submit data required by ACHS vija
Reporting Tool (PIRT), in line with the estaplis
annually;

(b) compare the performance of the Contrgeted

(c) report to QH on the performance

and submit:
(1) a non-conformanrt CR) setting out the details of any
material non-conforrda cea d remedial actions taken or to be

of 2failure to achieve the Performance

retained; and

() provide QH with access to the data referred to in section 1.2(e) at all reasonable
times on reasonable notice for the purposes of audit in accordance with
clause 9 of this Agreement.

1.3 Activity Data

The activity data in Table 5 is to be submitted for trend analysis only.

Schedule 3
Performance Monitoring
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TABLE 5: ACTIVITY DATA

Indicator

Frequency of reporting

In-hospital mortality rates (L)

Monthly, Financial Year to date

Transfers back to District facilities (N)

Monthly, Financial Year to date

Transfers to non-District facilities (N)

Monthly, Financial Year to date

No. of patients requiring additional treatment
during admission (N)

Monthly, Financial Year to date

No. of patients requiring a different
intervention than that for which they were
referred (N)

Monthly, Financial Year to date

=

Bed utilisation by referred public patients by
day (N)

Monthly, Financial YeWZ_/e))

Average length of stay (ALOS) by service
stream (N)

Monthly, Financi ar tché‘te/

N

(L) - a low rate is desirable, (H) - a high rate is desirable (N/L:\nérgélgj//
[ a———

2 KPIs

2.1 Clinical KPIs

Thresholds for the Contracted Servic
Comparative Reports prepared utilising
generate reports for review a

The clinical KPIs are set out in Table (n d

é‘,}

TABLE 6: HOSPITAL WIDE AL INDICATORS

Clinical Indicator

5.2 Patient falls that require
intervention (L)

Performance Frequency of reporting

Threshold

Six monthly, Financial Year to

date

Six monthly, Financial Year to

date

Six monthly, Financial Year to

date

date

Six monthly, Financial Year to

Schedule 3

Performance Monitoring
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Clinical Indicator Target Performance Frequency of reporting
Level Threshold

7.1 Adverse transfusion Six monthly, Financial Year to
events (L) date

(L) - a low rate is desirable, (H) - a high rate is desirable

TABLE 7: INFECTION CONTROL INDICATORS

Clinical Indicator Target Performance Frequency of reporting
Level Threshold
5.1 ICU-associated new Si ly, Financial Year to
MRSA healthcare-associated da|

infections in a sterile site (L)

5.2 ICU-associated new ix thly, Financial Year to
MRSA healthcare-associated d

infections in a non-sterile site

4

5.3 Non ICU-associated new Six monthly, Financial Year to
MRSA healthcare-associated date

infections in a sterile site (L) \

5.4 Non ICU-associated new Six monthly, Financial Year to
MRSA inpatient healthcare- date
associated infections in a

non-sterile site (L)

6.1 Reported parenteral Six monthly, Financial Year to
exposures sustained by staff date

(L)

(L) - a low rate iy@irmh rate is desirable
2.2  Quality ir&&

icators are set out in Table 8.

TABLE 8~QUALITY INDICATORS

Quality Indicator Target Performance Frequency of
Level Threshold reporting

No. of Clinical Incidents rated as Equivalent Monthly, Year
to SAC1 under CIMIS (L) to date

No. of Clinical Incidents rated as Equivalent Monthly, Year
to SAC2 under CIMIS (L) to date

Compliance with Incident Management Plan Monthly, Year
(H) to date

Schedule 3
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Quality Indicator Target Performance Frequency of

Level Threshold reporting
Confidentiality and Data Protection Monthly, Year
breaches (breach of Privacy Laws under to date
section 5.2 of Part 1 of Schedule 2) (L)
Compliance with requirements for Public Monthly, Year
Patient Records on transfer from the Facility to date
as stated in section 5.3 of Part 1 of
Schedule 1 (H)
Compliance with requirements of discharge Monthly, Year
information received by continuing care to date

provider as required by section 6.2(f) of Part
1 of Schedule 2 (H)

Unplanned and unexpected readmissions to Monthly, Year
the Facility or a public hospital in the District to date
within 28 days (L)

(L) - a low rate is desirable, (H) - a high rate is desirab

23 Availability KPIs

The availability KPIs are set out in Table 9. @
TABLE 9: AVAILABILITY KPls

Availability Indicator Performance Frequency of

t
Threshold reporting
Unavailability of clinical services capacity, Monthly, Year
where activity limits set out in section 2. > to date

Part 1 of Schedule 2 have not been ( ;Q

exceeded (L).

2

N
A
o
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Availability Indicator Target Performance Frequency of

Level Threshold reporting
Operator refusal to accept a Public Patient Monthly, Year
referred to the Facility in accordance with to date

the process set out in section 3 of Part 1 of
Schedule 2(L).

admit, or commence an episode of care for to date
a referred Public Patient within the required
timeframes specified in section 3.6 of

Part 1 of Schedule 2(L).

Operator failure to communicate with, ? éi Monthly, Year

% of medical practitioners who treat Public Monthly, Year
Patients credentialed (H) to date

(L) - a low rate is desirable, (H) \m{ ate is eS|rabIe (N) — not applicable

24 Facility Management KPIs ’
of each Financial Year, submit to QH for

(a) :
e for undertaking Public Patient satisfaction
3 to the overall Public Patient experience as it
gice and non-clinical operation of the Facility, including
Rterpretation of satisfaction results and performance
(b) shall undertake patient satisfaction surveys/questionnaires in

ﬁ Operator shall produce annually, a summary identifying areas of concern

ed to such areas of the non- clinical service as catering, patient
iconment, portering, parking, cleanliness, way finding, communication etc.

Schedule 3
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TABLE 10: TARGET LEVELS FOR PATIENT SATISFACTION SURVEYS/QUESTIONNAIRES

Patient Satisfaction Target Performance Frequency
Surveys/Questionnaires Level Threshold of reporting
Surveys issued in accordance with Yearly

proposed regime (H)

Overall score, corresponding to a result Yearly

measured in a similar manner to that set
out in section 2 of the Press Ganey
results in Attachment A

(L) - a low rate is desirable, (H) - a high rate is desirable, (N) — not applygﬁz/-\
|\

(d) The Operator must comply with its Complaints M emgnt Plan.

(e) The complaint KPIs are set out in Table 11
TABLE 11: COMPLAINT KPIs

. . e Performance Frequency
Complaint Indicator vel Threshold of reporting

Number of complaints received relating Monthly,
the management and operation of the Year to
Facility (L) Va0 date
Complaints categorised as ‘Major’ \/ Monthly,
‘Extreme’ under QH Consupe Year to
Complaints Management Jmplem date
Standard (L)
Complaints responded to Monthly,
timeframes (H) Year to
date

(L) - a low rate is high rate is desirable, (N) — not applicable

3 Rectifi

that the Operator fails to achieve the Performance Threshold for
KPI (KPI Failure), unless otherwise notified by QH, the Operator will
and diligently pursue a plan (Rectification Plan) to remedy the KPI
Failure. QH may group together more than one related KPI Failure for the
purposes of requiring the Operator to deal with those KPI Failures in a single
Rectification Plan.

(b) The Rectification Plan shall be:
(1) developed within 10 Business Days of the KPI Failure and include:
(A) proposed actions by stated timeframes including a date by

which the KPI Failure shall be addressed;

(B) roles and responsibilities for implementation;

Schedule 3
Performance Monitoring
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(C) a review process to assess if the Rectification Plan is
effective and a procedure to adjust the plan if necessary
following review; and

(D) documentation of any action required to comply with
applicable QH policy or standards;

(2) submitted to QH for review and approval (not to be unreasonably
withheld);

(3) updated based on QH’s reasonable comments; and

(4) implemented as soon as practicable and in any case within 10
Business Days of being approved by QH.

(c) If QH agrees, the Rectification Plan may provide for:

(1) the measurement of one or more KPIs to be s

(2) the Performance Threshold for one or more KP

(3) the scope of one or more KPIs to be red

particular matter is not included in num
satisfaction rates for the purposes of a

pt for Availability
which case the KPls

4

r continuous improvement in the
including by seeking to achieve or better

(b) a-faijure to meet a Target Level (which does not

and does not requirexths.development of a Rectification Plan.
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Attachment A — Sample survey result

See attached 6 pages.
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Part 2 — Operator’'s Submission

See attached 3 pages.
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SCHEDULE 3 PART 2 - PERFORMANCE MONITORING RESPONSE

Schedule 3 Part 2 - Performance Monitoring Response

1 Key Performance Indicators

Ramsay will monitor and report performance in relation to Public Patient care during the
Term using the KPIs. The KPIs will be tabled and reviewed at the monthly contract meeting
as they fall due.

ACTIVITY DATA
Ramsay will provide all activity data indicators as detailed in Table 5 Schedule 3 Part 1.

In-hospital mortality rates are a required agenda item on the Clini iew Committee
under Ramsay By-laws / Facility Rules. These are also reported

Transfers in and out of the Facility by type and destination is a sta port available from
the Meditech Patient Management System. Similarly, trans out is a required agenda item
for the Clinical Review Committee under the Ramsay By-L ity Rules.

s to those specified in the
be a small subset of Public

)i
Referral Order will need to be collected manually. Thjs(is

Public Patients requiring additional treatments or diffe
i
Patients, and thus can be managed with a manual co

Bed utilisation and average length of stay (ALO tandard reports from the Meditech
Patient Management System.

CLINICAL KPlIs
Ramsay will collect, review and report the pital Wide Clinical Indicator data set as
described in Table 6 of Schedule 3 Part ‘ al incidents are included in the Ramsay

Riskman system. Medication incidents
acy-arid Therapeutics Committee meeting with any
e-change referred through to the Clinical Review

; ittee. Similarly a specific report for Adverse
Transfusion events is provided frory Riskman and reviewed at relevant committees.

intervention. Falls

including specialt ific committees — e.g. Department of Medicine, Clinical Review
Committee, and Depart Heads / Operational Committee. As previously highlighted,
Riskman is a pational database and data and outcomes are reviewed at both hospital level
and nationa s|enabling clinical benchmarking between comparable hospitals.
Informatio fallsdata can be provided for any Ramsay facility benchmarked against

Ramsay natiqhdlfevels as well as in comparison with a Ramsay ‘Peer Group’.

The role of all 0 above mentioned clinical risk and quality committees is to identify
shortfalls in performance standards, review plans for addressing and rectifying these
shortfalls, and to ensure that performance monitoring is ongoing against these KPlIs.

Ramsay has established a number of peer groups in order to provide more meaningful
comparison of results with comparable hospitals in terms of size and acuity/casemix.
Ramsay currently has a ‘200 bed plus, with ICU’ peer group and it is proposed that the
Facility belong to this group for the purpose of benchmarking results internally. Ramsay
facilities within this Peer Group include

r -1
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SCHEDULE 3 PART 2 - PERFORMANCE MONITORING RESPONSE

INFECTION CONTROL

Ramsay collects and reports all Infection Control Indicators listed in Table 7 Schedule 3 Part
1. Ramsay agrees that the performance monitoring criteria for Facility-wide and Infection
Control Indicators should be as per the Target Levels and Confidence interval thresholds
provided by ACHS for like facilities. Similar to the KPI monitoring referred to above any
adverse infection control indicators will be reviewed by the Infection Control Committee and
the relevant clinical review committees and ongoing performance closely monitored.

QUALITY

Ramsay is able to comply with the KPI requirements of Table 8 Schedule 3 Part 1. Ramsay
will provide information on Ramsay Risk Code RRC 1 and 2 incidents from the Riskman

system. Ramsay risk ratings are equivalent to SAC codes (refer Attachment 1 to Schedule 1
Part 2). Ramsay agrees to furnish copies of Public Patient record as required, and to

ongoing care providers with discharge summaries and will monit port compliance.
Unplanned readmissions is a standard clinical indicator colle by~a

Ramsay will collect and report data regarding unplanned r
other District Facilities, with QH to provide applicable data

s to the Facility and to
r other District facilities.

Once again, performance is closely reviewed by the r
plans are closely supervised.

AVAILABILITY
Ramsay will collect and report Availability KPIs ingd in Table 9 of Schedule 3 Part 1.
Ramsay will ensure that Public Patients re to acility are managed to ensure

acceptance in a timely manner in accordance chedule 2, Part 1, section 3 to achieve

compliance with these indicators.

PATIENT SATISFACTION IN ‘ OQQJ

ey conduct surveys on behalf of a large number and
range of public and priva ilities in Australia, providing them with a comprehensive
collection of compar, he Australian office of Press Ganey Inc is based in

= Nursing c3
= Medical care

= Rooms and the hospital environment
*= Hotel services

= Discharge process

Press Ganey surveys Ramsay patients once per year using a larger sample size conducted
covering a 2 month period during the busy months of July, August and September. The
Facility will be provided with a comprehensive report showing its individual score
benchmarked against Ramsay National, National Private and National Public scores. Each

r -1
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SCHEDULE 3 PART 2 - PERFORMANCE MONITORING RESPONSE

individual issue surveyed is also scored and benchmarked — for example courtesy of nursing
staff, discharge information, quality of the food.

The Target Level and Performance Threshold have been set according to benchmarks
established by Press Ganey for a peer group of similar sized private facilities. Management
action and improvement plans will be established for areas falling outside the agreed
benchmark.

In addition to the annual Press Ganey survey, Ramsay hospitals utilise Patient Satisfaction /
Feedback cards throughout the year to provide ongoing feedback. These cards are available
in all patient rooms and public areas and invite patients and visitors to rate their overall
satisfaction and provide comments on aspect of their care they like as well as areas they feel
improvement is needed. Information received via these cards will be collated monthly and
reported to QH.

a will be utilised to
table patient
results as they fall

develop action plans for the improvement of service provision. Ra
feedback data at the monthly contract meeting together with
due.

COMPLAINTS
Ramsay is able to comply with reporting requirementg for, ints Management as
defined in Table 11 of Schedule 3 Part 1.

Ramsay has a comprehensive Complaints Mang
complaints are responded to promptly.

olicy and System to ensure all

All complaints are recorded using the RHC Vlanagement Form to gather
information such as details of the patient/yisitqr member making the complaint and the
A ~| itiated for complaints made via all

communication methods including writte #

primary nature — e.g. patient care,

re given a severity rating and those with a high
) e Clinical Review Committee as mentioned above.

Complaint data is also analysed overtime to identify any trends or recurrent issues.

r -1
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2.4 Performance deduction

(@)

(b) The amount deducted will be the aggregate of th
13 as being attributable to each circumstance

applies during the month.

TABLE 13 — SPECIFIED CIRCUMSTANCES AND APPLIC

No. Circumstance @ ’
1 Operator refusal to accept a referr a
Public Patient properly referred to the

Facility in accordance with the process
set out in section 3.2 of Part 1 of
Schedule 2.

2
admit aDirect Admission Patient
W specified in
& .6(a) of Pdrt 1 of Schedule 2.
3

Operator failure to commence an
episode of care for a Public Patient

nts)specified in Table
able 13 which

D©H=®L 14/15=© Document 261
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within the timeframe specified in section
3.6(b) of Part 1 of Schedule 2.

4 Operator failure to communicate with a
Public Patient in accordance with, and
within the timeframe specified in section
3.6(c) of Part 1 of Schedule 2.

failure to meet a Performance

Threshold within 2 Business Daysg
or more occasions in any 12 mo
period.

7 i ioh Plan

Failure to provide a Rg

5 Instances of medical practitioners who
treat Public Patients not holding
appropriate credentialing.
6 Failure to submit an NCR in respecN

(c) The
(d) F

uction for any Financial Year cannot exceed
es of applying this section 2.4:

if a citcumstance specified in items 1 to 5 occurs more than once in a
single month, each circumstance is treated as a separate event, and
ject to the application of the ‘grace thresholds’ each event incurs a
performance deduction.

if a circumstance specified in item 5 occurs at any point during a
month, that circumstance incurs a performance deduction,
notwithstanding that the practitioner concerned becomes credentialed
during the same month

Example:

Medical Practitioner D starts to treat Public Patients on 3 April. The credentialing

process in respect of Medical Practitioner D is completed on 10 April. The deduction is
for the month of April.

(3) for item 6, the measurement will reset each time three occasions in a
12 month period has occurred, to avoid double counting (noting the
required three failures can occur in a single month, or in more than

Schedule 4
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one month, providing that they occur within a 12 month period). If
there are failures in January, February, March and May, a deduction
would only be made in March. If further failures occur in November,
and the following January, a performance deduction would be made in
January as well (for the May, November and January events).

(e)

3 Fees for Contracted Services

3.1 Services Fee
The Services Fee is the amount per month determined in ac ance-witf the following
formula:

\@@
@
Q=

3.2 Additional Se s Fee
If section 6.4(b of Pa chedule 2 applies in respect of a Public Patient during a
month,

3.3 Acco

Q

ness Days after the end of each month, the Operator must issue to QH an
the fees payable by QH to the Operator for that month, which must contain
the informatien™specified in Attachment A to this Schedule.

3.4 Price per WAU

Subject to clause 4.5, for a Financial Year,

Schedule 4
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TABLE 14— |WAU PRICE FOR EACH FINANCIAL YEAR

@
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5

6

Annual Financial Report @

(@)

(b)

(c)

Calc

Within 20 Business Days after the end of each Fi al Year during the Term,
I rt.

the Operator shall submit to QH an Annual Firmangia
The Annual Financial Report shall present f the performance of the

Facility during the Financial Year and will a aum include:

(1) an Activity Report for the Fi ar; substantially in the form of
Attachment C to Part 1 of le Y1) including the outcomes of the
annual reconciliatio ces n section 4

(2) a summary of all in¥%i Financial Year, including details of

(3) occupang ivity data;

(4) expens pharmacy or supply costs per patient day as

other like Operator facilities; and

benchm
(5) HR reports sutlh_ as turnover, and absenteeism.
The Annya ncial Report shall be updated and resubmitted within 10

Busin Days e annual reconciliation process set out in section 4.1 being
com d.

of comparative costs
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Attachment A — Form of Account

The Form of Account provided by the Operator on a monthly basis must include the following
information:

Account Component $
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Part 2 — Operator’'s Submission
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__Fl' eghilhs_ Signing page
Signing page

Executed as an agreement

Signed by
The State of Queensland through the Director-General Department of
Health

sign here »

/Oirector—General

print name
Michael Reid

in the oresence of @
sign here » @

Witness

print name

Executed for and on behalf o
Ramsay Health Care A @ "
by its attorney’

sign here » N

Attorney : \
print name /\

sign here »

Witness NN

print name
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i Introduction

Ramsay Health Care seeks to be the leading private provider of health care services in Australia by
delivering high quality outcomes for patients. Our commitment to quality is based on the concept of
Quality Management is a guiding principle of Ramsay Health Care where individual hospitals
determine their own improvement priorities in a culture of autonomy, support and trust whilst ensuring
all risk management systems identified by Corporate are also met.

Based on this philosophy, Sunshine Coast University Private Hospital has developed and
implemented its Quality Management System to the requirements of ISO 9001:2008. At Sunshine
Coast University Private Hospital, management philosophy seeks to attain a culture of continuous
improvement in the quality of all its processes and services. It emphasises the importance of using
evidence based or best practice principles, measurement, response to variation, the role of the
customer and the involvement of employees at all levels in the pursuit of improvements.

This Quality Manual is designed to provide all employees of Sunshine rsity Private
s implemented its

Hospital with an explanation of how Sunshine Coast University Private i

Quality Management System in accordance with the requirement SQ 900T:2008. The Manual is
comprised of regulatory standards, procedures, instructions, and(ath ity-related documentation.
The Quality Manual is broad and includes Quality Improvement p sysigms, process and

‘ @ ) used by Sunshine Coast

procedure related information.

This Quality Manual describes the Quality Management Sy
University Private Hospital (SCUPH). The QMS of Supshi niversity Private Hospital
complies with the National Safety and Quality in Hea andards. This Quality Manual is
available on the SCUPH Policy and Procedures Intra ge)and in hard copy in the Executive
Suites, After Hours Manager’s Office and Qu nd rdinator office.

sequential numbering of the International
oclated Documents” are referred for each
5 only and by no means exhaustive.

Descriptions of the structure of the QMS will

refere
Standard ISO 9001:2008 (ISO 9001:2008). "7
N pl

Exclusions claimed for compliance for ISQ 9001:2008 are be listed and justified as applicable.

0.2 EXCLUSIONS

This Standard has been exc from the QMS of the organisation as no design or development
activities are cgheucted by the organisation, including but not limited to: Design and implementation of
research progyé

behalf of thg §

gvelopment of a program of clinical trials Design and development undertaken on
ien-by engaged contractors or other bodies.

Radiology, Pathology, Pharmacy and Linen services are contracted to SCUPH and are excluded from

the scope of the QMS.

0.3 NORMATIVE REFERENCES

The following referenced documents are indispensable for the application of this manual. For dated
references, only the edition cited applies. For undated references the latest edition of the referenced
document including any amendments applies to:

ISO 9000:2005, Quality Management Systems — Fundamentals and Vocabulary.
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0.4 DEFINITIONS

For the purpose of this Quality Manual, the terms and definitions of ISO 9001:2008 apply.
The term “product” when used in this manual, can also mean “service”.

Integrated Risk Management is a continuous, proactive and systematic process to understand,
manage and communicate risk from a hospital wide perspective. It is about making strategic decisions
that contribute to the achievement of the hospitals overall corporate objectives and requires ongoing
assessment of potential risks for the hospital in every department, then aggregating the results at the
Executive Management level to facilitate priority setting and improved decision-making.

National Safety and Quality Health Service Standards (NSQHS. Sept 2012) aim to create an
integrated governance systems that maintain and improve the reliability of patient care as well as
improving patient outcomes. It provides the framework for safety and q outlining the expected
governance structures and processes of a safety organisation.

Risk Management is a management process that should be integrated i Is of the
management of the organisation. ion:_enterprise level, function
level or business level.

guidelines are linked to a policy statement.

Procedure: the set of instructions to make poli 0foe0ls operational and are specific to an
organisation.

Risk Register is a dat that face an organisation at any one time. Always changing to
reflect the dynamic the organisation’s management of them, its purpose is to help
managers prioritis resources to minimise risk and target improvements to best effect.

have a duty to estaklish, maintain and implement processes to improve quality of Health Services, to
monitor the services@nd protect the health and wellbeing of users.

HQCC provides an oversight and guidance role to health service providers as to what is expected with
regard to monitoring and improving quality of their health services. An annual Quality and Activity
Return (AQAR) report is required to be submitted to HQCC of reportable events based on section 29
of the Hospital and Health Boards Regulation 2012.
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CLINICAL SERVICES CAPABILITY FRAMEWORK

The following represents the CSCF of the Sunshine Coast University Hospital:

Core clinical Service Streams (on-site) Level
General Medicine o
General Surgery 5
Respiratory Medicine 5
Orthopaedics 5
ENT . 5
Other clinical Service Streams (on-site) ((7/(\ Level
Gastroenterology . 5
Colorectal Surgery / 0/\\ 5
Neurosurgery /\\/ / 4
Plastics Surgery ((7/\y 5
Urology /\v, M 5
Cardiology A ((// ﬂ 5
Endocrinology \ \% 5
Supporting clinical services (on-site) //\\% Level
Anaesthetics ((// ) 5
Critical Care N ICUS/CCUS

0.5 PROPRIETORS DETA

Trading Name:

Proprietor: ealth Care
Contact Person: Kimberley Pierce
ief Executive Officer
Business address: herty Street, Birtinya. QLD 4575
Business Telepho 07 5390 6000
Business Facsimile? 6001

E-mail
ABN Number;

0.6 APP
Company:
Address:

Contact:
Telephone:

Fax:

Certifying Standard

(@ramsayhealth.com.au
36 003 184 889

CERTIFICATION AUTHORITY DETAILS

International Standards Certification (ISC)
The Quality Centre.

Suite 2/10 Gladstone Road

Castle Hill. NSW. 2154

02 9894 6242

02 9894 6808

ISO 9001:2008

National Safety & Quality Health Service Standards
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1.0 SUNSHINE COAST UNIVERSITY PRIVATE HOSPITAL QUALITY MANUAL

Sunshine Coast University Private Hospital is a Ramsay Health Care facility.

Ramsay Health Care seeks to be the leading private provider of health care services in Australia by
delivering high quality outcomes for patients. Our commitment to quality based on the concept of
Quality Management is a guiding principle of Ramsay Health Care where individual hospitals
determine their own improvement priorities in a culture of autonomy, support and trust whilst ensuring
all risk management systems identified by Corporate are also met.

The Ramsay Way

. We are caring, progressive, enjoy our work and use a positive spirit to succeed.

. We take pride in our achievements and actively seek new ways ofdoing things better.

. We value integrity, credibility and respect for the individual.

. We build constructive relationships to achieve positive outcome

. We believe that success comes through recognising and encourag value of people and
teams.

. We aim to grow our business while maintaining sustainabl f profitability, providing a
basis for stakeholder loyalty.

L
Sunshine Coast University Private Hospital is a Greenfi ent located within Kawana Health
Campus.

The aim of Kawana Health Campus is to maximise h
e Sunshine Coast University Hospital (
services 2016.
e SCUH Skills Academic and Research G
e Kawana Health Innovation Park (he4
e Sunshine Coast University Private

Sunshine Coast University Private
will open on 4" November 2013,

Oncology
Orthopaedic Surgery
Plastic Surgery
Respiratory Medicine
Urology

There are six state-of-the-art operating theatres, a cardiac catheter laboratory, a minor procedure
room, a day surgery unit, an 8 bed intensive care unit and an 8 chair day oncology/Infusion unit.

The facility includes more than 1000sgm of medical consulting suites. Pathology and radiology
services are also available onsite.
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The hospital has all single rooms with ensuites. Rooms have a view to the Sunshine Coast hinterland
and over Lake Kawana.

SCUPH will deliver private health services to the population of the Sunshine Coast. Providing direct
and elective admissions for patients of credentialed Visiting Medical Officers. In addition SCUPH
under a contractual arrangement with Sunshine Coast Hospital and Health Service will provide
services for directly admitted public medical patients and elective public surgical patients.

To achieve service excellence focused on our customers and in the spirit of continuous improvement,

the organisation will structure and maintain the QMS to comply with the Standards of ISO 9001:2008
and incorporate the values encapsulated in “The Ramsay Way” and the organisation’s own values.

@
77
&
@
A
&
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i Organisational Structure

Sunshine Coast University Private Hospital is owned and operated by Ramsay Health Care Australia.

The Executive consists of the following positions which all support and meet the business and
workforce objectives of the hospital and Ramsay Health Care.

CHIEF EXECUTIVE OFFICER (CEOQO)

Provides leadership and strategic direction for hospital staff and functioning; whilst establishing and
maintaining strong links with the medical community and third party providers so that the facility
provides excellent patient care while meeting its operational and business objectives. Responsible for
the operational management of marketing and human resources.

COMMERCIAL MANAGER
Supports and meets the business and workforce objectives of the hospi
by providing leadership and operational management in the areas of adm
information, finance, information management, stores, building an perty-arrd the operational
management of environmental and catering services.

DIRECTOR OF CLINICAL SERVICES (DCS)
Provides clinical leadership and operational management g
perioperative and allied health services and support service
Risk, Volunteers and Resident Medical Officers.

The following management structure supportsthe E e team.

DEPARTMENT MANAGERS/SUPERVIS

Have a responsibility to implement and mai dures required by the Quality Manual and to
ensure systems and processes are in plac to these requirements which also includes the
identification, management and moniio ) fhin their area of responsibility. Each

manager/supervisor should condu 3 ats, at least on an annual basis in accordance with

the SCUPH Risk Policy.

development, monitori
providing risk related

integrated risk malggem
Health and Safe

SAFETY MANAGER

's commitment to the health and safety of our employees and all persons who
visit our work plac r access our services, together with our commitment to environmental
sustainability is central to our business culture.

In this regard, we believe that all injuries and industry related diseases are preventable, and that
striving continuously to improve our health, safety and environmental performance is fundamental to
our business success.

The Ramsay Health Care Board recognises its corporate responsibility under safety, environmental
and associated legislation.

INFECTION PREVENTION AND CONTROL COORDINATOR

RHC is committed to ensuring the safety of patients, employees and contractors in the facility and
maintains a high level of Infection prevention practice awareness. HICMR provides guidance in current
best practice through policy documentation
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VISITING MEDICAL OFFICERS

Accredited to the hospital comply with RHC policy and procedure as a condition of clinical privilege in
keeping with the Facility Rules. VMO'’s participate in hospital committees in relevant areas of expertise
and through the Medical Advisory Committee and clinical review sub-committees.

ALL STAFF AND CONTRACTORS

All members of staff have a responsibility to follow the procedures required by the Quality Manual by
participating in the integrated risk management process to minimise the risk to patients, staff and
visitors and help strive for continuous improvement in all activities and process of SCUPH.

Staff are responsible for:

. Taking action to protect themselves and others from risk.

o Providing safe clinical practice in diagnosis and treatment.

. Participating with other staff in the management of the SCUPH-risks.

o Comprehensive and timeliness of reporting to Department ers,of any clinical or
non-clinical risks, including hazards, incidents, near misses arns.

. Comply with SCUPH policies, procedures, work practices, s ting procedures and
guidelines.

. Annual attendance at mandatory training as determingd and SCUPH.

o Bring to the attention of others the nature of risks wh ey facing in order to ensure
that they are taking appropriate protective actio

. Contractors to undertake a risk assessment prj

Management (Policy No: CGU 01:011:01:00P).

Refer Organisation Chart - Appendix A. \
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i Committee Structure

Committees are an integral part of the Quality Management of Sunshine Coast University Private
Hospital.

Formal committees are:

HOSPITAL COMMITTEES

The Executive Committee is responsible for financial, staff, operational, clinical and strategic
management and ensuring that the organisation and its risks are effectively and efficiently governed
and managed.

The Medical Advisory Committee (MAC) as established under the say i_:_gﬂ Rules forms the
senior coordinating clinical body of accredited practitioners (medigatst rganisation) at Sunshine
Coast University Private Hospital. The committee provides advic cutive on relevant hospital
policy and planning issues as well as particular medical issues an an in medical practice
including appointment of Visiting Medical Officers.

etedentialing process and ensures
that Medical, Perioperative Nurse Assistants and Alli¢ ractitioners utilising Sunshine Coast

University Private Hospital are competent an

The Clinical Standards

provides a forum to ensure a coordinated approach to the delivery
of care for patients at i

e Coast University Private Hospital and to monitor the adherence

To ensure all clinical policies are reviewed in a systematic process, reflect best practice, relevant
legislation and professional standards, are evidence based and provide appropriate guidance to staff.

To ensure all care paths are developed and reviewed according to SCUPH policy and align with
SCUPH clinical policies, medical orders, documentation requirements, accepted practice and available
clinical evidence.
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The role of this committee is to review the existing quality management system in the hospital and
make recommendations on appropriate improvements to enhance service excellence for internal and
external customers. Review the completion and results of quality activities and internal audits and
take the appropriate action in respect to these results. To ensure all policies comply with current
legislation and best practice guidelines.

To advise on the development, evaluation and revision of human resource practices, policies and
procedures. The committee reviews at every meeting the Human Resource KPI's for the organisation
to ensure they remain consistent within Ramsay Health Care requirements.

This subcommittee ensures that all organisational competencies (cIinlca inical and hospital
support services) are developed, reviewed and monitored using a syste Z proeess, are consistent
with hospital policy guidelines, are evidence based, reflect best practice
professional standards and provide appropriate evidence of compe

This subcommittee fulfils the requirements of staff consultatigar-as agr ithin the terms of the

Enterprise agreement.

A committee aimed at ensuring safe and legal practi aitalned in the use of all pharmaceutical
products and services provided within the hospital, '
Health, Australian Commission of Quality an
requirements. It is the formal committee through

policies at Sung
transmissio

To promote a safexany effective transfusion practice within the hospital.

This is the formal committee to coordinate and manage all information and information systems to
ensure that the appropriate standards are maintained, business objectives are met and information
needs to internal and external customers are met in accordance with legislative requirements.

This is the formal mechanism to ensure that all hospital forms created at SCUPH and used hospital
wide or placed on the patient medical record are document controlled, accessible electronically in one
centralised repository and reviewed regularly.
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The Hospital Management Meeting supports the Executive in the attaining the strategic goals of the
hospital. In addition the meeting discuss operational issues and matters that relate to the delivery of
care and culture of the hospital and its staff. Each Management representative communicates back to
their team via their departmental and specialty meetings.

This is the formal committee through which new and existing products are reviewed to ensure cost
benefits, evidence based practice, quality care and optimum outcomes are achieved for all hospital
products. With the introduction of the SAP system, the committee will monitor compliance with
preferred supplier agreements.

HOSPITAL MEETINGS

The Visiting Medical Officer (VMO) Speciality Departments of Medicine urggry meet to evaluate
the clinical outcomes and clinical issues for their specialty. They a or members of each
specialty group to communicate relevant issues and liaise with t ed dvisory Committee and
the Hospital Executive about issues within the department and f anhjng within the hospital.

Director to disseminate

s provide a forum for staff at the
ospital committees and Executive. In
ed at a departmental / cost centre

Each Department holds meetings of staff as required by th
information from hospital committees and Executive. The

addition, financial and service activities of the hospital ¥
level.

To discuss and address issues relating to sg¢
with those agreed. To further develop servi
in the changing requirements.

RELATED DOCUMENTS

Hospital Manual
Organisational Cha

and in hard cgp
each departy

Executive Suites. Department meeting minutes and agendas are located in
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v History

Ramsay Health Care was selected to build and operate a private hospital collocated on the campus
with the future Sunshine Coast University Hospital at Birtinya. Ramsay Health Care is Australia’s
largest private hospital operator. Founded by Paul Ramsay in Sydney in 1964, the Company has over
47 years experience in the private hospital industry and has extensive experience in providing
services to public patients through privately operated public hospitals (Noosa Hospital, Mildura Base
Hospital & Joondalup Health Campus) or contracting through private hospitals both in Australia and
overseas. Ramsay Health Care also has extensive experience throughout Australia in operating
private hospitals collocated with public hospitals.

The Sunshine Coast University Private Hospital opened its doors to private patients on the 4™
November 2013 and to public patients on the 2™ December 2013.

The hospital has also started to forge close relationship with the Sunshi
to develop under graduate placements for Registered and Enrolled nurs

beds and provides an extensive range of inpatient, o
6 Operating Theatres, 8 bed level 5 Intensive Care
Catheter Laboratory, a Day of Surgery area, 1

al Wards, Surgical Wards, 1 Cardiac
8 chair Day Oncology Unit,

Sunshine Coast University Private Hospital prowi
supported by a 16 bed 1% stage recovery in tage 3 recovery chairs in Day Surgery

Unit and Cardiac Catheter Laboratory.

services both hospital and retail is provided,within Sunshine Coast University Private Hospital and is a
contracted service provid Ramsay Pharmacy Services. Sullivan Nicolaides and Sunshine Coast

Radiology provide the nd imaging services respectively.

vii  Exclu

The QMS of S iversity Private Hospital complies with the requirements of the clauses
of ISO 9001: cluding 7.3 Design and Development.

This Standard has\been excluded from the QMS of the organisation as no design or development
activities are conductéd by the organisation, including but not limited to:
e Design and implementation of research programs
e Development of a program of clinical trials
e Design and development undertaken on behalf of the organisation by engaged contractors or
other bodies.
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Contracted Services are excluded from the scope of the Sunshine Coast University Private Hospital
QMS and includes:

Radiology, Pathology, and Linen services

Iron Mountain for document storage

Coffee shop

Tenancies, and

ISS (Pest Control)

viii References
1. HB90.8-2000 Healthcare Services Guide to ISO 9001:2000 (Standards Australia)
2. ASISO 10013-2003 Guidelines for quality management system documentation (Standards
Australia).
3. AS/NZS ISO 9000:2006 Quality management systems — Fundamentals and vocabulary
(Standards Australia & Standards New Zealand Paerewa Aotearoa
4. AS/NZS ISO 9001:2008 Quality Management Systems — Reqwr

Standards New Zealand)

NOTE: The numbering of this ma%jtl}sq\nﬁééonds to the numbering systems of the Standards

for which compliance is claimed

N
&

andards Australia &
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STANDARD 4: QUALITY MANAGEMENT SYSTEMS

The Quality Management System (QMS) is the mechanism by which SCUPH assures that service
delivery is of a recognisably high standard. The QMS is the organisational structures, processes,
procedures and resources required to implement quality management within SCUPH.

The SCUPH QMS aligns with the requirements of ISO 9001:2008 Quality Management System and
National Safety & Quality Health Service Standards (2011).

KEY PRINCIPLES OF QUALITY

The key principles of quality, as they apply in assessing the performance and/or standards of our work

practices, include:

e Systems thinking — the perception of the work environment as a system — a collection of
interconnecting and interrelated processes.

e Scientific approach — including data collection and analysis — agre

ke decisions which

are based on data rather than hunches and opinions. To look for ro g of problems
(variation) rather than react to superficial symptoms or anecdo videnceNence seeking long
term solutions instead of quick fixes.

e Teamwork — working as a team to improve processes, facilit logue and understanding and
knowledge of those processes that cross formal departmental bou ies.

e Leadership — any quality transformation requires strongtea g to provide appropriate
direction to the improvement process.

e Continuous improvement — the methods and technique taining improvement

QUALITY MANAGEMENT SYSTEM

The Quality Management System is a proces S
delivery, this responsibility is evidenced in establi clear object|ves approprlate standards of
practice and provision of appropriate resourcg

. Continuous improvement is driven by an
areflection of the expectations of the QMS. QMS is
illustrated in the following diagra

NTINUAL IMPROVEMENT OF ALL
v PERATIONAL SYSTEMS

Vision and Missio

Management
Responsibility
[ra=r -
5
4 { 3|2
£ 2] 18 |
o 8 =
] | 5 =0
w5 5=
3|8 2
o L
[P Service Delivery &
Clinical Care ‘

Fig 1: lllustrative model of Quality Management System
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SCUPH has integrated a continuous improvement cycle to achieve its quality objectives:

*Plan: Identify
opportunities for
improvement, establish
the objectives and
processes necessary to

Act Plan deliver the result:
- consumer centered and
. meeting organisational
‘ objectives
«Check: monitor and
measure the ChecE !l Do

processes against

* Act: identify non-
conformance, take
action to rectify. How
can the process be
further improved?

]iation of

expected outcomes e plan, put
of the Quality he/plan in
Management

System

Fig 2: Cycle of continuous improvement

nge management tool integrated with
amework for significant organisational
gontinuous improvement is fundamental

Cycle of continuous improvement: Plan, Do, Check, A
ease into all aspects of the organisation from a basic c@

change to a tool readily utilised in everyday prastice.
and complimentary tool within the Quality Ma%
VISION & MISSION

Strategic plan — this is currently being deve or the initial 12 months of operation.
)
A u d

The SCUPH QMS has be eveloped with the quality objective at its core:
L2

Sunshine Coast Univgrsity Privawspital is committed to providing a safe and effective health
service of a recognj igh standard that is consumer centred and risk aware. SCUPH will
continually aim for'gervicexqprovement as part of its systemic processes that align with relevant
Australian Standards, Codes,kggislation and Best Practice.

A

SCUPH Quality Policy (Reference ttac nts) details SCUPH Quality objectives.

SCUPH Executive Management
objectives.

d employees are committed to achieve our quality

EMENTS

employees of Sunshine Coast University Private Hospital have committed to
establishing, doc ting, implementing and maintaining a Quality Management System (QMS). This
includes a commitmeit to the continuous improvement of the systems and processes used in the
delivery of patient care and in the management of the business. This is done in accordance with the
requirements of ISO 9001:2008 and Private Hospital and Day Procedure Regulations.

The Executive Committee oversees the implementation and management of the Quality Management
System. The Hospital Management Meeting and formal hospital Committees are responsible for the
management of specific functions of the organisation and processes within the quality management
system.

Policy manuals include policies, guidelines and standard operating procedures to manage the
organisation are documented and contained in the following manuals:
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e General Hospital Policies
e Department Manuals including
— Administration
— Human Resources
— Environmental Services
— Food Services
— Facility management services
— Grounds and Gardens
- Supply
— Learning and Development
— Health Information Services
e Quality Manual
e C(Clinical
— Intensive Care
— Medical
— Surgical
e Infection Control
Work, Health and Safety
Documented Emergency Response procedures are detailed Ollpwing plans:

— Disaster and Business Contingency Plan

— Fire & Evacuation Plan
An audit program ensures monitoring and me pgesses. Data collection and

All personnel have Position Descriptions and have access t0 g
role requirements.

and procedures relevant to their

benchmarking is undertaken to assist in the continuous imprevement of these processes. Data is
obtained from multiple sources and used to evaluate processes involved in care and services. Non-

patient care paths/plans, variance anahysis, i
satisfaction surveys and clinical i @
The Quality Framework at Sunshine oast University Private Hospital is based upon the following key

principles:
1. Establish the objective

2. Implement the procg
3. Monitor and meaglre d service provision against policies, standards, statutory
requirements, ang objestives and report the results.

Ramsay Health Care.dnd SCUPH recognise and endorse the Australian Charter of Health Care
Rights. The Charter details the rights of healthcare consumers:

Right to:

Access: Access healthcare

Safety: Receive safe and high quality care

Respect: Be shown respect, dignity and consideration

Communication: Be informed about services, treatment options and costs in a clear way
Participation: Be included in decision about their healthcare

Privacy: Privacy and confidentiality of personal information

Comment: Comment about services received and have these concerns addressed.
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The Charter allows for a shared understanding between patients, families and healthcare providers of
the rights of people receiving healthcare. It is the role of healthcare providers to take every opportunity
to promote and respect these rights.

Further information is available at www.safetyandquality.gov.au

4.2 DOCUMENTATION REQUIREMENTS

The documented QMS of Sunshine Coast University Private Hospital is in electronic format on the
SCUPH Policy and Procedure Intranet page and is accessible through departmental Personal
Computers (PCs). A hard copy is accessible in the Executive Suites, After Hours Manager office and
the Quality and Risk office.

(a) The Sunshine Coast University Private Hospital Quality Man
compliance and lists associated documentation examples to
9001:2008 and the Core Standards.

(b) The collection of policies, procedures, forms and wher¢
effective operation and control of the Sunshine Coast

which may be associated with Sunshine Coa i y Private Hospital.
(b) Competency of personnel. Sunshine CoastHaqi ity Private Hospital employs staff in alignment
' rices. This includes registered nursing staff
redentialed Allied Health practitioners,
Al services personnel, biomedical engineers and
technicians and administratio
Credentialed Medical Officerg :
External Allied Health profession re credentialed as per Ramsay Facility Rules prior to being
requested to see patients.

SCUPH Strate Ian
Food Safety Pla

Emergency Plans

Hospital Policy and Procedure Manual

Clinical Policy and Procedure Manual

Health and Safety Policy and Procedure Manual
Department Policy and Procedure Manuals
Infection Control Policy and Procedure Manuals
Orientation Staff Manuals

Meditech Manual — online

External Documents Register

SCUPH Forms Register
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The Quality Manual describes in broad terms the QMS used by Sunshine Coast University Private
Hospital.

The “Associated Documents” section of each part of the Quality Manual makes reference to examples
of documented procedures pertinent to each clause. The documented procedure in turn, describes the
sequence and interaction of the process included in the QMS.

The Quality Manual is a controlled document. Ref. Clause 4.2.3.

Documents contained within the Quality Management System include the following:
- Documented policies and procedures as required by ISO 9001: 2008 Quality Management

Systems Standard.

gresses are undertaken,
management system

- Organisational documents, which describe and define how the busing
and record the results of the monitoring and measurement of the busi
processes.

- Clinical documents which contribute to the patient’s clinical car

Records include completed forms, monitoring and measure
needed for clinical care, and to ensure the effective planni
including management review and internal audit reports.

ecor s well as documents
i and control of the business,

These records are retained electronically in response requirements, contractual obligations or
as objective evidence of compliance to the Quality M mént System.

Sunshine Coast University Private Hospital h nted procedure to ensure that the
documents required for the QMS described arencontrolled. The procedure incorporates the
requirements of clause 4.2.3 (a) for approva ) ents prior to use and communication methods
of revised documents to the appropyidie } . g includes documented procedures for separate

obsolete documents.

A master list of policies fo
via Share Point. The
relevant committee.

anual is maintained by the Quality and Risk Coordinator electronically
continually under review with new additions made and tabled at the

nputer generated, and amendments are updated at the earliest opportunity
‘ew-—All policies and procedures are uploaded to the SCUPH Policy and

A master list of documents of external origin showing each document title, issue date and distribution
is maintained by the Quality & Risk Coordinator. Changes in the system are reflected by changes in
the master list. Documents can be accessed in our SCUPH Policy and Procedures intranet page (this
includes forms). The internal and external register of documents is viewable on the SCUPH Policy
and Procedures intranet page via the Forms link.
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The Health Information Manager is responsible for the management of the medical record and
applying a medical record number to any relevant form. A master index inclusive of revision dates is
maintained by the Health Information Manager and this is located on the SCUPH Policy and
Procedures intranet page via the Forms link.

The continuing integrity of electronic data is managed by the Ramsay Health Care Corporate
information management team and the Quality and Safety Manager at a local level.

Control of Documents, Forms and Records Policy
Forms Ordering/Approval Policy

Retention and Disposal Policy

Master Document Control Register

SCUPH Strategic Plan

Ramsay Medical Documentation Audit

tains as evidence of

Health Information

al records it controls with
a separately managed and physically contained department ' in building developments

Sunshine Coast University Private Hospital controls the records it
conformance to the requirements of the QMS. Records are man

Documentation includes the requirements for
and disposition. Nightly backups of both the Fina
occur; this information is written to a tape library

Supply and Patient Administration systems
msay Corporate Data Centre. The tape

library holds sufficient data tapes for a full wé up and tape changes are managed weekly by
the Data Centre hosting provider. Daily, mo nd of year backups are performed.

In the Cardiac Catheter Laboratory reco infained on a master server maintained by the
vendor.

9 ented for the preparation and maintenance of records. This
system provides compliance with the irement of the Quality Management System, legislative

requirements, and the management of

Retention and Dispo
Transactions Act 2
records system re Queensland Health (Clinical Records) Retention and Disposal Schedule
QDAN 546 V3 and

- Specific business and financial records.
- Documentation relating to quality management systems such as results of internal and external
audits, inspections and reports.

Electronic registers are maintained for

- Organisational documents — General

- Organisation documents — Policies and Procedures
- Forms and Patient Information (internal)

- External Documents

- Record management
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e Control of Documents, Forms and Records Policy (attached)

e Records maintained at Sunshine Coast University Private Hospital include but are not limited to:
a) Medical Records

Cardiac Catheter Laboratory images and haemodynamic data

Management reviews

Personnel records

Minutes of meetings

Maintenance records

Training records

Inspection records

Audit records

Non-conformance, Corrective & Preventive actions taken including fixes and reporting

Purchasing records

ustralian Standards — Paper based Health Care Records AS2828-20

O
N N N e

5;&393@ o 0

>

directlyon the SCUPH forms
mation as possible from
e the external document

Documents that are provided by an external source are included
intranet site under external document register with as much identifiab
the document. If Sunshine Coast University Private Hospital nee
as a base then the document is amended using the Document€antro
be recorded in the External Register.

The IT network and equipment at Sunshine Coast U
Services team for Ramsay Health Care with regional
located at Greenslopes Private Hospital and a
Hospital. All PCs are securely connected to the
of servers are located on site in the IT Servey, y
an automated tapeless backup process. Th¢ 0ds Rospitals servers for file (H: & I: drive), Exchange
(email), Finance, Supply, HR, Riskman and g applications are located in the Corporate Data
] f2ie Data Centres, are backed up via an

automated nightly backup proces gpprted on daily. A Disaster Recovery data centre (secondary
hub) is located in the Fujitsu datg Zbush, this DR site contains a data & application fail
over mechanism with real time datq replication from the primary data centre. Located within the
Ramsay intranet site is the disaster recowvery plan in the event of server malfunction and instructions
regarding the Meditech offline process

time. All staff (wit
documents and acegss to thetwdepartment and Hospital public staff access documents (I: drive). The
Managers Regodrces)Intranet page on this site is restricted access for managers only and provides
access to spe enjs. Generally the shared folders and the SCUPH intranet are able to be
Ver access to shared folders, folders and documents can be restricted, and
d through the IT Helpdesk by logging a request either via email, phone or the IT
intranet.

this can be arrangé
support system o

All PCs are loaded with McAfee antivirus software which does real-time scanning of web pages and
documents accessed from the PC. McAfee is set to check its own security settings on the individual
PC every 15 minutes and will check for antivirus security updates from the policy server every 4 hours
to ensure that the system is current and the latest antivirus definitions are in use.
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The Sunshine Coast University Private Hospital (SCUPH) and the Sunshine Coast Hospital and
Health Service (SCHHS) Portal has been developed as a component of the agreed platform under the
Services Level Agreement. The electronic transmission of referral orders via the portal will improve the
time and resources used for the completion of referral orders. The portal will also provide real-time
visibility to SCUPH’s Bed Management system.

e The development of a secure, modern, efficient and effective Portal for the electronic referral
of patients to SCUPH and the visibility of SCUPH’s Bed Management system will significantly
enhance services between SCUPH and SCHHS.

e Implementing a system for electronic referrals and data transfer process, will provide a
consistent transmission process.

The portal has been developed to enable the secure online transmi
visibility of SCUPH’s bed availability. It allows

efepral orders and provide

Sending single or batched Direct and Elective online Refe
Batched records (max 20mb) may be uploaded as &csv fi
Ability to attach scanned medical information against a
Visibility of SCUPH’s Bed Management System
Linking of discharge summary information aga fexcalOrders

via the portal

AN
Q*
D
Q-
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STANDARD 5: MANAGEMENT RESPONSIBILITY

5.1 MANAGEMENT COMMITMENT
Hospital Management led by the Executive, demonstrate commitment to the Quality Management
System by:

(a) Communicating with employees the importance of meeting customer, statutory and regulatory
requirements. Communication occurs via the Hospital Management Meeting and as outlined in the
Quality Improvement policy (attached).

(b) The Quality Improvement policy has been established and approved by the Hospital Executive.

(c) Developing and implementing quality policies and objectives. These objectives articulate a “Policy
Purpose and Scope” and “Policy Statement”.

(d) Sunshine Coast University Private Hospital Executive is committed to management review
demonstrated by documented Terms of Reference, Standing Agenda items, and minuted
management meetings.

(e) Sunshine Coast University Private Hospital Executive identifies the r¢
management review process. The CEO has delegated responsibilit
Health Care Australia to make resources available as they are i

(f) Participating in Ramsay Health Care projects and committee

(g9) Reporting Quality Specifications as directed by the Governin

(h) Participating in external peer review and benchmarking activj

SCUPH Strategic Plan

Committee Terms of Reference (attached)
Committee and Meetings Agendas & Min
Reports tabled from formal committees
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5.2 CUSTOMER FOCUS

The Executive of Sunshine Coast Universit ate ‘o spital ensures customer needs and

dback forms and participation in Press Ganey 2™
edback forms are placed in every patient’s room and upon
cked box located in every ward and procedural area. At the
istant for Quality and Safety collects the feedback forms
database located in the Compliments and Complaints folder on the
ive. The Patient Liaison Manager also reviews the feedback forms

are conducted for Employees, Inpatients, and Day Surgery patients, survey
o all employees and action plans developed and implemented to address

department business unit plans.

The regulatory, stated and implied needs for each group are met by knowledge and adherence to the
relevant Acts and Codes of Practice. The organisation has a policy of employing appropriately
credentialed and certified staff. A customer defined focus is evidenced by the planned outcomes
indicated by the clinical care paths in use throughout the organisation.

Customer service programs are in place and regularly reviewed to ensure customer satisfaction is
prioritised. All staff complete mandatory training during the orientation process and annually thereafter.
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Customer feedback forms

Results of Press Ganey Surveys
Press Ganey Action Plan

Minutes of Department meetings
Patient information Brochures
Customer Service Training Programs

Private Hospital & Day Procedures Act & Regulations

Nurses & Midwives Act & Regulations

Health and Safety Act, Regulations and Codes of Practice Qld
Medical Practice Act

Health Records and Information Privacy Act
Health Care Liability Act

Health Care Complaints Act

Health Services Act

Privacy and Personal Information Protection Act
Mental Health Act 2000

Public Health Act 1953

Qld Health Department Policy Directives
Clinical Services Capability Framework

Private Facilities Act and licensing
Commonwealth Department of Health Circulars ap tives
Core Standards for Safety & Quality in Healthcare
EPA Radiology Licensing Requirements

ACORN Standards

Australian Standard ASNZ 4187-2003
Ramsay Facility Rules

Electronic Transactions Act 2001 (
Australian Standard AS2828 (in}y
requirements

Queensland Health (Clinical &
Queensland State Archives Digiti
Freedom of Information Act
Administrative Access
Information Standar
Privacy Act 1988

Qld)

Retenion and Disposal Schedule QDAN 546 V3
dtion Disposal Policy

ovement Policy of Sunshine Coast University Private Hospital meets
ensuring:
Appropfia g he purposes of Sunshine Coast University Private Hospital refer to Policy

“Obje des a commitment for the culture of the organisation to reflect the Ramsay
Way. TheRdmsay Way is also displayed in public areas, e.g. the foyer.
The commit 0 meeting requirements and to continual improvement see “Policy” statement.

The framework for establishing and reviewing the quality objectives of Sunshine Coast University
Private Hospital is established in the “Policy”.

The hospital Executive of Sunshine Coast University Private Hospital has ensured the Quality
Improvement policy is communicated and understood within the organisation through the “Policy”
and “Policy Procedure.”

The Quality Improvement policy of Sunshine Coast University Private Hospital has clear provision
for review for continuing suitability; refer “Policy Statement”.
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The Ramsay Way

Quality Management & Improvement policy (Ref 0001) in Attachment
Quality Improvement Committee Minutes

Executive Committee Minutes

5.4 PLANNING

The quality objectives of Sunshine Coast University Private Hospital are set by the senior
management at Hospital Committees and Department meetings and are incorporated into the
Strategic Plan. Achievement of quality objectives is measured through comprehensive patient and
staff surveys, clinical indicators, audit reports, key performance indicators and Riskman data which is
reported at formal committees and management meetings. The Quality ment policy is
reviewed annually or more often as required by the Quality Improveme itfee and the CEO.

The Executive and all employees will ensure that through the Qualj
objectives will be understood, achieved, measured and recorded

nt System, the quality

e We aim to be the leader in private hospital service
the highest quality health care

others
e Sunshine Coast University Private Hospital
environment that recognises that staf
e  We will recognise the value of SCUPH
development
e We aim to grow our business while p
e We will build constructive relations
Sunshine Coast University Priv

stainable levels of profitability
al| stakeholders to ensure positive outcomes for
d Ramsay Health Care

Quality Management & Impro policy (Ref 0001)
SCUPH Strategic Plan and departmen
Quality Plan

Minutes of the Qualit
Documents of the
Clinical indicator
Audit reports

site.

Minutes of Quality Improvement Committee

Terms of Reference of Hospital Committees (Attachment)
Quality Improvement & Corrective / Preventive Action Register
Strategic Project listing and reporting table
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The Executive of Sunshine Coast University Private Hospital ensures that the Quality Management
System is planned in order to meet the requirements of the Standard and for the achievement of the
Quality Objectives. It also ensures that the integrity of the system is maintained. Planning is
incorporated into the strategic planning process.

A new strategic plan incorporating quality management objectives is developed every three years with
input from staff. The action plan component is reviewed and updated annually after Management
planning workshops. This plan outlines the organisation’s strategic and quality goals and objectives,
actions and KPIs for the following financial year. Ongoing monitoring of achievements in the strategic
plan occurs at the Executive Committee and issues tabled at Committees and Hospital Management
and Department meetings as required.

The hospital Executive annually identifies the resources needed to meet the quality objectives in the
Quality Improvement policy.
The resources are identified in:
SCUPH Strategic Plan
Quality Plan
Quality Management & Improvement policy (Ref 0001)
Minutes of Executive and Quality Improvement
Clinical Pathways & guidelines
Staffing KPls
Annual budget
CAPEX applications and approvals @

A plan will be documented for any significant cha Sunshine Coast University Private Hospital
functions and/or services. The plan will specjfica s how the integrity of the quality
management system is maintained during @ icant change period.

Project Plans

SCUPH Strategic Plan
Department Business Plan
Meeting Minutes

5.5 RESPONSIBILI HORITY & COMMUNICATION

It is the Executive’s/objecti
principles of co uQUS |mpro

involve all staff in adopting a quality approach, integrating the
ent. On commencement of employment all employees receive and

personnel files:

This information is communicated to the organisation via the organisation charts, defining the
relationship to Ramsay Health Care and the interrelationships within the organisation.

These are further defined in the documented QMS. Refer clause 4.2.

Electronic copies of Position Descriptions are managed by the Human Resources Department using a
shared drive with restricted access. Performance Appraisal documents are located on the forms page
of the SCUPH intranet and Ramsay Health Care Intranet (People & Culture). In addition staff can
access a hard copy of their position description from the Human Resources Department.

The procedural details in the policy documents have included authority and responsibility.
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Organisational Chart (Appendix A)

Position descriptions

Performance Appraisal documents

Departmental policies, guidelines and safe operating procedures

The Director of Clinical Services is delegated by the CEO as the Executive representative for the
Quality Management System with responsibility and authority for ensuring that the Quality
Management System is implemented and maintained in accordance with the requirements of the ISO
9001:2008 standard. This is achieved in liaison with the Quality and Risk Coordinator.

In the absence of the Director of Clinical Services, responsibility and authority will revert to the Chief

Executive Officer.

(a) The processes of the QMS are established and maintained by the
through Quality Improvement Committee meetings and where req
suitably qualified external consultant on matters relating to the

(b) The Quality and Risk Coordinator provides monthly reports t

apd Risk Coordinator

2

their direct reports via committee and staff meetings, ¢
organisation procedures.
(d) All managers are responsible for reporting and mai

Position description
Position requirements
Patient feedback forms
Internal newsletters
Minutes of committee meetings
Press Ganey Reports
Audit reports

Effective internal communigation is maintaiped through regular committee meetings, department
meetings, memos, emails say Health Care Intranet, notice board displays, and the quarterly

Departmental Busifness Plans
Riskman
Audit Reports
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5.6 MANAGEMENT REVIEW

Sunshine Coast University Private Hospital's management team review the hospital’s Quality
Management System annually as part of the Strategic Plan review and development, to ensure the
suitability, adequacy and effectiveness of the QMS. The quality processes are reviewed monthly in
the Quality Improvement Committee and in discussion throughout the monthly Hospital Management
meetings to ensure its continuing sustainability, adequacy and effectiveness.

The quality, risk management and document control system is refined, in response to user requests,
by Quality and Risk Co-ordinator to meet changing needs.

The audit results and quality improvement activities and logs are reviewed monthly at Quality
Improvement Committee and other relevant hospital Committees. Relevant+esults are then tabled at
the appropriate committee meeting e.g. MAC, Clinical Standards and In :’7 gntrol. Internal audit
results and Preventive and Corrective Actions are a standard agenda itg W allgommittee meetings
and the minutes record discussion, outcomes and actions. The review i de

Improvement policy and quality objectives.

Records of management reviews are held as minutes and filed
Reports from management reviews are cascaded down througt

r ant meeting agenda.
sation via the department
pate the need for changes to

managers. These reviews assess improvement opportuniti
the quality management system, including business policy
Health Care.

SCUPH Strategic Planning documents
SCUPH Strategic Plan

Set Agendas

Quality Management & Improvement p f0001)
Committee Terms of Reference (Attach

People participating in the Hospfta ng-Wotkshop which incorporates management review
Documents or presentations on performance, hospital wide
ed and distributed to attendees.

Organisational Charg
Strategic Plan spran updates

e o 0o o o
Y
[2)
@
>
(2}
[%2)
(0]
(2}
[%2)
3
,
=
]
=3

Press Gang vey reports

Decisions and ide@s\generated at the workshops, which include resolution of issues and
improvements to thess¥ystem, are recorded and incorporated into the SCUPH Strategic Plan action
plan. This updated plan is reviewed by the Executive prior to finalisation and Executive approval. The
updated plan is communicated to the organisation. Resources required for improvements are
identified and documented. Delegation for resource application resides with the Executive
representatives and/or CEO.

Information that is used in the formal review process includes but is not limited to:

- Results of external reviews, such as Department of Health Inspections, Fire Inspections &
environmental audits
- Internal audits.
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- Customer feedback gained from complaints, comment forms, and satisfaction surveys.
- Training requirements.
- Feedback from Committees.

- Achievement of the organisation’s strategic goals.

- Analysis of data and trends in health outcomes.

- Reports on quality improvement activities from departments.
- Results from supplier service evaluation.

- Results from professional contract service evaluations.

- Outcomes from corrective and preventive action taken.
- Changes to legislation or statutory regulations, which may a the orga
- Changes in case mix.

- Changes in business /services.

- Review of resources.

- Budget Review @

- Business Case submissions

- Special Capital funding submissions

Budget \

Quality Management & Improvement po |<O
SCUPH Strategic Plan
Departmental Business Plans
SCUPH Risk Register

isation’s activities.

Agenda and Minutes of Mee
Hospital Policy Manuals

Audit reports- SCUPH intranet
Budget — Executive

Complaints Registet/ Ris
Compliment Regi
Customer surve
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STANDARD 6: RESOURCE MANAGEMENT

6.1 PROVISION OF RESOURCES

In accordance with the requirements of ISO 9001:2008 Sunshine Coast University Private Hospital
has identified and provided the people, facilities, equipment and structures needed to enhance
customer satisfaction by meeting customer needs, and to implement and improve the Organisation’s
QMS.

Resources are reviewed on a regular basis at budget meetings, Executive, Hospital Management
Meeting, Clinical Standards Committee Meeting etc, and are aligned with identified customer needs.
Refer to clause 5.6 Management Review.

SCUPH Strategic Plan
Meeting Minutes
Committee Terms of Reference (Attachment)
Customer feedback forms and complaints mechanisms
Asset register
Budget
CAPEX requests/approvals
CHRIS 21
6.2 HUMAN RESOURCES

Sunshine Coast University Private Hospital has p
ensure that staff have completed the approprja

ies and procedures for the recruitment of staff to
ign and experience prior to commencement.

day management is delegated to the Huma 3 ¢s Manager. The Learning and Development
and Clinical Units are responsible fg 6 opment and implementation of training and

On commencement
orientation proces
policies and proce

ployment\all new employees are requested to complete an online

ommencement of first shift, which outlines key Ramsay Health Care

f are also required to attend a half day face to face orientation

| specific policies and procedures. Environmental and food services

tend an additional half day interactive session where they are introduced to the
eirtgle. Nursing staff also are required to attend a half-day interactive session

patient management, All staff also undertake a structured orientation program in their department
where they are introdyced to their department and role requirements.

All registration and certification requirements are identified in position descriptions and verified upon
commencement of employment. Registration details are monitored to ensure currency and
registration renewals are verified and recorded in the Human Resource Information System.

A competency program is in place to ensure employees meet and maintain set standards for safe
practice and to minimise risk.

Employees are required to complete mandatory competencies related to their position, within three
months whilst non-mandatory competencies are extended to within twelve months of employment.
This is evaluated at their probationary review and thereafter annually during their performance review.
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The Executive of Sunshine Coast University Private Hospital demonstrates their commitment to the
training and development of its employees by allocating the necessary financial resources for training
and development in the annual budget. Financial resources are provided to support internal and
external training. In addition, all staff are encouraged to access external education grants and
scholarship funds which are available each year.

Training is provided in order to meet safety requirements, ensure best practice standards, for
succession planning and in response to:

- Changes in case mix

- The introduction of new procedures

- Advances in technology

- Feedback from performance reviews

- Adverse and significant events where a training need is identified

- Customer feedback

Training programs both internal and external are evaluated and improve
necessary in response to these evaluations.

An annual education and training plan is developed, and the imp of the specific program is
monitored on a monthly basis by the education teams. The traini an is/evaluated annually.

role.

Personnel files are maintained with registratiop, quali
descriptions, and employment contracts provi eta
employment.

Internal training is recorded on Chris21 maiy
Private Hospital requires people providing t
evaluation of the effectiveness of th '

of the individual, training is provid

o/be appropriately qualified and to have criteria for

go’ bynthe HR Department. Sunshine Coast University
gt
gaps are identified in the required competency

Employment contracts
Personnel files
Human Resources pglj
Agency contracts
Orientation progr2

Training evaluation records

Health and Safety Representative (HSR) training
Internal auditor training

Human Resources Committee Scorecard

® © 6 o o o o o o o o o o o o o
_|
=0
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6.3 INFRASTRUCTURE
The organisation maintains a current licence to operate as a Level 4/5 hospital (please refer to the
CSCF page 6).

The hospital has 200 beds and provides an extensive range of inpatient, outpatient, and critical care
services. This includes 6 Operating Theatres, 1 procedure room, 1 cardiac catheter laboratory, 24 day
surgery chairs, 16 bed stage 1 recovery unit, 8 bed Intensive Care Unit, Medical Wards, Surgical
Wards, 5 sessional suites and 8 chair oncology/day infusion unit.

Sunshine Coast University Private Hospital provides 6 well equipped Operating Theatres that includes
two integrated theatres that support training and education, these are supported by a 16 bed 1 stage
recovery in theatres and 24 Stage 3 recovery chairs in Day of Surgery Lounge. Both the cardiac
catheter laboratory and procedure room share these areas.

Patient areas all have appropriate and sufficient monitoring equipment tg
maintained.

patient safety is

Medical monitoring and measuring devices are calibrated and test
the manufacturer. A register of all equipment with recommende
maintained by the Biomedical Engineering Department and each\pi
calibration sticker. Audits are performed to confirm compliange-wi

s resamuended or required by
libpatien intervals and due dates is
uipment has a current
tion requirements.

dAgchralogy for organisation
management. Internal communication is supported with a shaied dajabase, the SCUPH Intranet and
the Ramsay Intranet. The system is appropriately ba —Re¥ Clause 4.2.4.

Radiological services are provided to Sunshi
Sunshine Coast Radiology. All investigations
Suites and the Procedure room have image intens
Safety Plan approved by Queensland Healt m
Standards. This process in audited by HD

Coas ersity Private Hospital by a private provider
tha scans are performed on-site. Theatre
This hospital operates under a Radiation
with the Diagnostic Imaging Accreditation

Pathology Services are provided by,
Laboratories.

es which is on site and if necessary, Qld Medical

Sunshine Coast University Private

e Greenslopes and Nambour Gene

e University of the Sunshige Coast for

e participants in the N
programmes.

e Other nursing pr,

tal has a variety of contracts with:

spital for Junior Medical Officers,

dergraduate nursing and allied health placements, and
amsay Gradplus Framework for nurse graduate and transitional

e Cleaning servicesare coordinated via the Environmental Services Department and the Operating
Suite and cardiac catheter laboratory are cleaned by the Operating Theatre Assistants during the
day following each case and daily and high cleaning is conducted by Environmental Services at
night.

Sunshine Coast University Private Hospital has a regular and comprehensive Maintenance Program
that ensures that the facility is well maintained. The maintenance team includes a Facility Manager,
trade qualified (plumber) and trade assistant. The maintenance program is managed by Facility
Management Services, who also provide relevant policies and procedures that are located on the
Intranet for access by all staff. The Maintenance Program is supplemented with external contractors,
engaged as required.
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The organisation complies with legislative and clinical requirements for emergency equipment
provision and maintenance. The emergency diesel generator has a running time of 48 hours and is
connected to some lighting, red power points and theatre areas, emergency call bells, paging and fire
systems.

Sunshine Coast University Private Hospital has three cooling towers located on level 2. The systems
are independent, used for dissipating heat from chillers and have fully automated water treatment
systems.

A Biomedical Engineer and Biomedical Technical Officer are employed to ensure the periodic
preventative maintenance and function testing of equipment within the asset register at Sunshine
Coast University Private Hospital according to the relevant Australian Standards. The Biomedical
Engineering Department also manages contractors to assist with this work where applicable. The
status of preventative maintenance and electrical safety and performance testlng is managed using an
asset management and maintenance system and reported by the Biomegi glneer to the
Commercial Manager, who includes the details in a monthly report to th

Qld Department of Health Licence
Equipment Asset Registers

Departmental Policy Manuals

External Contractor Agreement/Contracts
Australian Standards 1807.6 and 1807.7 Cleanrooms,
Pharmaceutical Isolators — Methods of Testing.

6.4 WORK ENVIRONMENT
Sunshine Coast University Private Hospital p
ISO 9001:2008 Standard 6.4.

e Ergonomic assessments for workstations

e Australian Standards 1807.6 and 1807.7 Cleanrooms, Workstations, Safety Cabinets and
Pharmaceutical Isolators — Methods of Testing.

e Safety Data Sheets (SDS)

e Product Trial and Evaluation form
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STANDARD 7: PRODUCT REALISATION
HEALTHCARE SERVICE PLANNING

7.1 PLANNING OF PRODUCT REALISATION

Sunshine Coast University Private Hospital’s management team plans and develops the service
processes consistent with the requirements of the Quality Management System. Clinical Care is
planned as a continuum from pre admission to separation.

The Quality Improvement policy and objectives show Sunshine Coast University Private Hospital’s
commitment to providing a high standard of clinical care. Policies, procedures, clinical care paths,
patient pathways, and clinical protocols provide direction in delivering care.

ented/quality systems shall be
""“ ef’ quality planning process.
g and procedures and local

(b) Sunshine Coast University Private Hospital has develpged/go
work instructions to ensure that the process features are d -@
providing these services in order to produce suitgk
policies, procedures, and local work instructions/i

and outcomes are fully defined as

Clause 4.2.
(c) Validation and verification procedures ar J policies, procedures, and local work
instructions specific to each department. Ac b|||ty is stipulated through skills, knowledge and

training. Verification has two main form.
(i)  The checks required as docume
(i) Checks made utilising skills, kno

Variance monitorifig and reporting
Infection Control policies & procedures
Laboratory & Radiology reports

Internal Audit results

Quality activity results

Performance appraisals, orientation manuals
Recovery discharge criteria

Hospital discharge summary

Clinical mandatory and specialty competencies
Admission Criteria
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7.2 CUSTOMER RELATED PROCESSES

Sunshine Coast University Private Hospital informs the community of services available via general
and specific information brochures detailing services provided, such as newsletters and GP education
evenings. In addition information relating to the hospital is available on the hospital website.

Accredited VMO'’s and General Practitioners inform patients of services through information packs
provided to them by SCUPH.

Planning is implemented from the patient’s initial point of contact through to discharge, and may also
include rehabilitation and/or facilitation of community services.

The continuum of care prior to admission includes:

- Lodgement of admission forms

- Provision of informed financial consent

- Pre-admission assessment of patients

- Pre-admission education provided by a multi-disciplinary team

- Commencement of discharge planning

- The clinical path is commenced prior to admission and includ adpnjssion assessments and
actions.

Patients booked for admission are provided with informatioAq e an online admission form.

Patients who are booked for surgical admission unde, ission clinical assessment using
one of the following processes. Where the referring refuests, a patient will be seen in the
multidisciplinary preadmission clinic for asse nt a e ission education. Alternatively, if a
patient is flagged at the preadmission administr meeting the standard criteria for a pre
assessment they will refer this to the pre assess istered nurse for review, the RN will then
contact the surgeon to recommend a pre asg ;
phone call from a nurse to complete their cl ssepsment. This process is the same for referred
public patients.

On admission a patient’s documefjt
(admitting nurse and doctor). T
met. Referrals to members of the mt
continually assessed throughout their sts
the patients’ medical reco

e forms to determine the needs of the patients are
isciplinary team are made as required. Patients’ needs are
Treatment interventions and outcomes are documented in

Feedback from custo
forms and customer,

s is ob via regular customer satisfaction surveys, customer feedback
laints andompliments.

ity Private Hospital identify customer requirements including availability
of service delivery and ice support through pre-admission, admission and Health Fund

Pre-admission dmission information and documentation.
Health fund contracts

Clinical Pathways

Treatment and financial consent forms

Clinical Risk Assessments

Discharge Plans

Medication charts

(b) Private patients who require rehabilitation or palliative care are reviewed by the relevant specialist
and referred to Nambour Selangor Private Hospital.

(c) Public patients who require any community services or ongoing clinical care are referred to
SCHHS.
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(d) Unstated but implied requirements include competence of personnel, infection control,
sterilisation processes, emergency equipment and preparedness, building and service equipment
maintenance and provision of hotel services.

Personnel records

Position descriptions

Comprehensive and confidential medical records
Maintenance schedule(s)

Employee Health /Immunisation records
Business Contingency & Continuity Plan
Competency compliance records

(e)

e Queensland Health Department Licence
e Patient Rights and Responsibilities Brochure
e Privacy Legislation

(f)  Additional requirements determined by Sunshine Coa
Ramsay Health Care directives and procedures,

e Patient Information Brochure
e Ramsay Facility Rules

qmer provides no documented statement of requirements, requirements are
confirmed before acceptance, e.g. verbal agreements to provide equipment or services to
credentialed surgeons.

(c) Sunshine Coast University Private Hospital resolves contract requirements that differ from the
original through review with the customer, and amended documentation.

Health Fund contract review: contracts located on Meditech & RHC Intranet
Third party contracts — held on register in Executive

Third Party Liaison meeting minutes

Clinical Variance Reports
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Admission/consent forms

Clinical incident Management: Riskman
Operating Theatre lists: Meditech
Clinical pathways

Discharge Planning

(d) Prior to accepting a customer defined requirement, Sunshine Coast University Private Hospital
management reviews the requirement to ensure it can be met by the Hospital.

Contract correspondence
VMO applications for visiting privileges
Independent contracts for the provision of services to public patients

Refusal of Admission policy
Sunshine Coast University Private Hospital arranges communicatio i

requirements of ISO Standard 7.2.3 by:

mers to meet the

(a) Product Information

Admission/consent forms

Patient Information Brochure i
Patient pathways
Treatment Plans & Clinical care paths

S

(b) Pre-admission and admission processe

%

Front office reception

Health Fund contracts and revig
Preadmission clinic booklet
Referral letters

Medical Records — progress note
Admission/consent for
Clinical care paths
Operation records

c) Customer feg ought on a continual basis through customer feedback forms located on
g g
patient lockers on ad iQn. Annual Press Ganey patient surveys are undertaken to benchmark

Minutes of Quality Improvement Committee & Medical Review Committee meetings
Verbal feedback through the Patient Liaison Manager

e Customer fee form records

e Patient Satisfaction Survey reports
e Complaints

e Riskman

[ ]

[ ]

{ng]Coast Unig@rsity Riiv pi . i jversityprivate.com.au QUALITY MANUAL
DOH-DL"14715-006 =
Document 310



-
"
X RAMSAY
People caring for people NGRSV

Everyone who is seeking or receiving care in the Australian health system has certain rights regarding
the nature of that care. These are described in the Australian Charter of Healthcare Rights. Sunshine
Coast University Private Hospital acknowledges the rights of patients, and ensures that patients are
informed of their rights on admission. We provide patients with the Australian Charter of Health Care
Rights through our website, brochures, and our patient information booklet.

The rights included in the Charter relate to access, safety, respect, communication, participation, privacy
and comment as outlined below.

e Access - aright to health care.

o Safety - a right to safe and high quality care.

¢ Respect - aright to be shown respect, dignity and consideration.

e Communication - a right to be informed about services, treatment, options and costs in a clear and
open way.

Participation - a right to be included in decisions and choices about ca
Privacy - a right to privacy and confidentiality of provided informatio {7
Comment - a right to comment on care and having concerns addressed.

mpconcerns they may have
nogt/satisfied with the local
dnd provided with advice on
hould they wish to progress

response they are advised on how to lodge their concerns wit
how to access the Health Quality and Complaints Commissi
their complaint.

Patient’s Admission booklet

Inpatient Information booklet
Sunshine Coast University Private Hospital ite
Australian Charter of Healthcare Rights

7.3 DESIGN AND DEVELOPMENT

1 :2008 Standard 1.2 Application.

This Standard has been excluded QMS of the organisation as no design or development
dding but not limited to:

rams

e Design and developm i behalf of the organisation by engaged contractors or other
bodies.
Refer “Exclusions” p 4 of this ity Manual.

7.4 PURCHASING

Sunshine Cegs ersity Private Hospital controls purchasing processes by means of a preferred
supplier list by shoasing vendors and sub-contractors. Ramsay corporate negotiate national
agreements with suppjiers, which are applicable across all Ramsay facilities. These agreements also
highlight which suppliers are preferred suppliers. Suppliers remain on the preferred suppliers list
dependent on them meeting requirements for quality, service, and price. Evaluation of suppliers
occurs through length of period of engagement, through satisfactory supply and service. We evaluate
through quality control, evaluations of services, non-conformance reporting, and if required, on-site
inspections of the contractor’s ability to supply goods and services in accordance with the hospitals’
requirements. The criteria for selection, evaluation, results of evaluations, and any necessary actions
are established. Use of products and equipment include training, competency evaluation, and
material safety data sheets.
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All suppliers are appointed by Sunshine Coast University Private Hospital with payment terms and
conditions agreed. Suppliers are then set up as a vendor on SAP and payment details uploaded by
Group Procurement.

Ramsay Health Care, through Group Procurement negotiates contracts on behalf of Sunshine Coast
University Private Hospital for the supply of the following:

. Medical and surgical supplies

. Pharmaceuticals

. Office supplies

. Removal of clinical and general waste
[ ]

Biomedical equipment maintenance

RHC Group Procurement assesses the suitability of the supplier to provide the goods and/or service
requested, monitors compliance, and evaluates performance. Feedback is sought from Sunshine
Coast University Private Hospital at the time of contract renewal. The regu f evaluations are
posted on the Ramsay Health Care intranet site. Should suppliers fail t0 th@\requirements for
goods and or services, contracts are negotiated with alternative suppliers

All new equipment is recorded in the Asset/Equipment Register a elgotrical equipment tested and
tagged prior to use.

Delivery dockets are signed on delivery for the receipt,0
the manager (or delegate) against the order form ang
payable for payment.

All goods received are checked by
etained, coded and sent to accounts

Commercial Services Contracts:

Contracts are provided for all contracted co ak8ervices and for preventative maintenance
services. Evaluation is included in the contr d occurs at the time of contract renewal. An
annual site visit is made to the premises\ofith al Linen Service and Clinical Waste Service
providers to ensure conformity of @

e Service contract

e CAPEX forms

e Equipment Asset Regjste

e Clinical waste dis

There is a purchasing proce and product evaluation completed through Procurement Department

of Head Officg’ /Examptions are available if required. Procurement facilities are accessible on the
intranet. Prgd ation, is provided at Product Review Committee Meetings. In addition Sunshine
Coast Uni by Pfj Ospital holds a local Product Review Committee meeting monthly and
conducts product tials prior to any new items been utilised within the hospital.

Sunshine Coast Univérsity Private Hospital purchases its requirements from suppliers by:
Records of purchase orders (stationery etc.)

Contracts (contractors etc.)

Prescriptions

Imprest

SAP ordering system

Fax
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Order books

Invoices

Contracts

Delivery dockets

Product Review Committee — Terms of Reference

Sunshine Coast University Private Hospital does not routinely visit supplier’s premises to perform
verification activities, however if necessary will specify verification arrangements in conjunction with
the supplier. It is required that the contractors providing licensed and or accredited services, e.qg.
clinical waste disposal, HICMR, radiology equipment and services, biomedical maintenance and
calibration, nursing agency staff, and pathology services are licensed and or accredited by the
appropriate authority. WH&S orientation for external service contractors i ided by the Facility
Management Services Manager

Incoming goods are signed for on delivery and checked against the purcha
by theatre, kitchen, maintenance, and administration staff.

Clinical waste disposal receipts
EPA licence for radiology equipment kept on site
Diagnostic imaging accreditation
Nursing Agency Contracts
Student placement contracts
7.5 PRODUCTION & SERVICE PROV

(a) Sunshine Coast University Private Ho as)a documented system of policies and guidelines,
publicity and information materie S characteristics of the service.

er when unpacking,

Dogtors' Preferences e.g. for pain management
protocols and written instructiQns/pursing care plans, clinical care paths and nursing progress
riteria of ISO Standard 7.5.1 (b).

(c) Sunshine Coast Uni ity Private Hospital has a preventative maintenance system and register
[ is checked before use. There is a process to identify and take
if a malfunction is identified. (Refer maintenance program).

(d) Measuring a
Hospital in,a

ired. Where new equipment is installed appropriate training takes
Where the equipment may only be used rarely or intermittently, work
afe-operating procedures are documented.

Manufacturer ins
Clinical policies
Safe Operating Procedures
Maintenance schedule and receipts

Actions & guarantees

(e) Monitoring activities are undertaken as per documented policies and procedures or following
professional assessments that indicate monitoring is required.
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Pre and Post-operative, and emergency observations protocol
Instrument sterilisation & biological monitoring records
SOPS

Doctors Instructions (written and verbal)

Clinical pathways

Clinical progress notes

Consent records

Clinical pre-admission & admission assessments
Patient risk assessments

Fridge and freezer temperature monitoring

Health Fund eligibility checks

Public hospital KPI audits

1 (f) with the patient

A
—h
s

Sunshine Coast University Private Hospital meets the standard of
discharge plan, and post-operative appointments. VMOs/indepen tors refer patients
back to General Practitioners for follow up or provide an onwar e rehabilitation and
palliative care services at Nambour Selangor Private Hospit SCHHS as required.
Community based services are organised as required inclu unity nurse care,
physiotherapy, Specialist clinics.

Discharge Plans

Referral letters
Community nurse referrals
Rehabilitation referrals

Sunshine Coast University Private Hospital
the use of clinical procedures, and the skill

safety of patients in the operatingd .
reporting and trending is monitored. efollowing audits and quality activities confirm valldatlon of
processes:

¢ Infection Control inclu ICMR audits

e Environmental and ,

e Food safety audit

e (Clinical indicato

e Use of clinical pathway: best practice guidelines

e Validation process isation equipment

e Clinical mg including staff meetings, Clinical Standards and Medical Review Committee

meetingg.

Sunshine Coas iersity Private Hospital currently conducts clinical care path variance analysis via
benchmarking across Ramsay Health Care facilities. It is a retrospective variance analysis which is
conducted approximately quarterly. The facility staff responsible for clinical care paths nominate a
specific care path and then a report of variance reasons is run and results summarised and compared.
The results are reported to Clinical Standards Committee and the Care path Subcommittee. This
process includes review of volume of activity, length of stay, complications, and variations from the
designated care path.
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From a financial perspective, Sunshine Coast University Private Hospital has monthly benchmarking
of financial key performance indicator data. In addition a monthly CEO report is submitted to Ramsay
Health Care Corporate outlining the performance of the hospital throughout the previous month. This
information is available across all RHC facilities and facilities are grouped with similar size facilities to
aid the benchmarking process. In addition, quarterly key performance indicator data, as per the
contract, is provided to SCHHS for public patients

Equipment is maintained and calibrated according to the manufacturer's instructions/directions.
Airflow in the operating theatres is measured and regulated to ensure positive pressures and correct
air change frequency refer clause 6.3.

Clinical indicator reports
Position descriptions
Registration certificates
Policy documents
Codes/regulations

Manufacturers instruction manuals

Patient medical records

Clinical pathways

Doctors instructions @

Theatre lists/theatre record book

Staff rosters

Infection Control policies and procedures

Sterilisation procedures/practices

Checklists (data collection)

Follow up letters and appointments \

ACORN Guidelines

Committee minutes
Care path variance reports

e 3 vdes identification and traceability of relevant
information, correspondence, data and/paterials related to patient care and service. The patient

management system is used to recd o related to all patients admitted to Sunshine Coast

Prior to or on admissio atfeqts are issued with a unique identification number, Unit/Medical
Record Number. Thi iSxeeqrded on all patient documentation and records. The patient
medical record provj ceability df services, and treatments provided. The label is attached to all

contributing cliries

A traceabili Q d to provide records of all implantable items and instruments used during
Operating Rosg™Mfocedures and a copy of sterilisation records are included in the patient medical
record. All prostheges, e.g. mesh, plates and screws have a biological indicator in each load, as well
as the test strip.

Autologous blood is identified through the transfusion service prior to receiving into Sunshine Coast
University Private Hospital and checked against the patient's identification prior to use. Patient
information is protected through Privacy Legislation and staff confidentiality statements.

Surgeon's instruments are left for sterilising by the CSD.

Drug registers provide traceability of S4 & S8 drugs in accordance with the Health (Drugs and
Poisons) Act.

Medication charts track use of prescribed and administered medications. Sterilisation records are
maintained to match batches with patient procedures.
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Patient records

Meditech Software (label generation)
Controlled Drug Books

Meditrax reports

Employee employment contracts
Administration Manual

Goods brought into the hospital have labels attached to identify the product. Information records the
date of manufacture, expiry date, and product name.

Prescriptions

Medical supplies
Blood products — receiving document
X-rays
Laboratory forms
Calibration stickers on surgical monitoring equipment
Service readiness is traced through labelling and tagging.

e Autoclave records including validation and calibrati
e Equipment asset register
e Calibration register

Customer property is identified, verified, pro n intained in the following ways.

Sunshine Coast University Private Hogpital isgs care with customer property while under its
i ‘ o physical property but to customer privacy and

aged while under the control of Sunshine Coast University Private
Hospital, a Riskman i will be completed and the incident investigated. Follow up action

which may include ¢

Customer privacy ard personal information is maintained in accordance with the Privacy Act. On
commencement of egployment, all employees complete an orientation which includes aspects of the
Privacy Act.

Preventive and Corrective Actions Register records
Minutes of MAC

Perioperative and Anaesthetic Committee Meeting
Patient Admission Form

Valuables Disclaimer

RHC Code of Conduct
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Referral letters are stored in patient medical records.
Refer clause 8.2.3 and 7.5.5

Sunshine Coast University Private Hospital ensures that all materials used in the provision of patient
care and service and for the management of the organisation are handled, stored, packaged, and
maintained in order to maintain their integrity e.g. sterile goods, blood and blood products, medical
gases, clinical and general waste, loan equipment and records. Sunshine Coast University Private
Hospital takes care to preserve the conformity of the service through:

(a) CSD and sterilisation procedures

(b) Adherence to "clean" procedures
(c) Safety practices to prevent unintended injury
(d) Food handling techniques, HACCP process, food handlers training and fridge temperature
monitoring.
) Correct storage of perishable items, e.g. blood for transfusion, medicatigns, food

Environmental temperature control
) Procedures for checking drug expiry, and disposal of expired stock
) Post discharge appointments,

Infection Control practices e.g. clinical waste disposal and sharp osal

—~ e~~~
Q>0

Infection Control policy manual
Clinical policies and guidelines
Food handlers certificates
Food Safety Program
Medication labels

Regulations, policies and procedures for b
Post discharge referrals and summaries

7.6 CONTROL OF MONITORING &
Sunshine Coast University Private Hospital
utilising a maintenance schedule t
calibrated periodically to confor
will generate a work order to be‘a
member. Both medical and non-mesd

packs of sterilised equip
completed.

Maintenance and te

Records of testing ahd maintenance are maintained.

In the event of measuring and monitoring devices being out of calibration, or outside customer
specifications, a red or orange tag system is implemented. Clinical areas use a red “For Repair” tag to
identify the device as being out of calibration, they log a request using their own access to the asset
and maintenance system used by Facilities Management Services and the device is removed from
service to be actioned by the relevant area of Facilities Management Services. Where it is not critical
that the device be removed immediately from service and it is in use, the Biomedical Engineering
Department and Central Equipment Store use a “For Service” tag when equipment is due for
calibration to alert clinical users to remove the device from service as soon as it is available. This is
monitored using the asset management and maintenance system and reported monthly by the Facility
Management Services Manager to the Commercial Manager.
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Records of calibration/testing

Patient medical records (TPR charts and nursing notes, traceability stickers)
Audit results

Sterilising/autoclaving procedures and biological monitoring results

Testing standards for measuring & monitoring devices

@
77
&
@
A
&
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STANDARD 8: MEASUREMENT ANALYSIS AND
IMPROVEMENT

8.1 GENERAL

The documented QMS includes measurement and monitoring activities needed to ensure conformity
and achieve improvement. Data generated during Sunshine Coast University Private Hospital
processes is collated and analysed using statistical techniques.

The management and staff of Sunshine Coast University Private Hospital have a genuine commitment
to the provision of an excellent standard of care to those for whom this unjgue serwce is |ntended

The Quality Management Program is the system through which Sunshi 1
Hospital maintains and improves care delivery and organisational perfo
Management System provides a framework, which ensures Quality Manag
clear goals, and is aligned to organisational objectives. The Quali anage
hospital are incorporated throughout the Hospital Strategic Plan.

ent objectives of the

The Quality Management System supports Ramsay Healthl Ga es and Sunshine Coast
University Private Hospital’s Strategic Plan including the hospi ission, vision, and values. Quality
objectives are incorporated throughout the Strategic P,

oe he delivery of optimal patient care within
available resources and in a manner consistent wit ievable clinical outcomes and internal and

external customer satisfaction. The Quality ¥
management at Sunshine Coast University [P
improvements achieved through qualj i

The Quality Management Syste gried to ensure that ISO and Australian Standards,
Department of Veterans Affairs,Q At of Health, and statutory, and professional standards
are addressed and complied with tier, the Quallty Management Program seeks to encourage

incorporating the National/Safety and Qua y Health Standards (NSQHS) into our Quality
Management System.

on an ongoing basis reviews process data and statistical data in
order to plan and igpglementcontinuous quality improvement.
e Patient fg

ed
e Patient R @

- ANZICS\Dafa
Press Ganey patiegt and staff surveys

Clinical and Non-Clinical Quality Activity results:
- Environmental Cleaning

- Clinical Documentation

- Emergency Trolley

- Infection Control including Hand Hygiene

- Medication Chart

Internal Audit Reports

Financial audits

Clinical indicators

Unit Specialty Reports
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The objectives of the Quality Management System are built into the Hospital’s Strategic Plan and

include the following goals:

e We aim to be the leader in private hospital services and to this end Sunshine Coast University
Private Hospital is committed to the highest quality health care.

e We will conduct our business with integrity, credibility, and respect for the rights and views of
others.

e Sunshine Coast University Private Hospital will provide a positive and supportive work environment
that recognises that staff are our greatest asset.

e We will recognise the value of SCUPH staff through encouraging personal and professional
development.

e We aim to grow our business while maintaining sustainable levels of profitability.

e We will build constructive relationships with all stakeholders to ensure positive outcomes for
Sunshine Coast University Private Hospital and Ramsay Health Care.

Feedback of results is discussed at the appropriate committee meetings ff are informed
through discussion at the time of the meetings and via electronic S minutes of meetings. To
ensure the privacy of patients is maintained, de-identified results identify trends and
identify processes that need to be revised.

e SCUPH Strategic Plan
e Committee Minutes

8.2 MONITORING AND MEASUREMENJ

Sunshine Coast University Private Hospital
patient feedback forms, annual Press Gane
Medical Specialty/Unit meetings ang'MAGC\are 2

conjunction with the open door po e Executive.

Satisfying the external customer isxcomipionly accepted as a means to stay competitive. It is also
accepted that satisfying the internal Customer is essential. Also, internal departments or work groups
are internal customers of each other.

Patient feedbac
Press Ganey sdrvey S
Complaint register (Risk and complaint folder

Customer comments, complaints and suggestions and the hospital wide patient satisfaction survey is
how Sunshine Coast University Private Hospital obtains, monitors and acts on customer feedback.
These directly reflect customer satisfaction, but there are also indirect indicators and impressions that
reflect customer satisfaction. These also include word-of-mouth compliments, manager/patient
rounding and other process and clinical non-conformances. These are tabled and acted on, including
process change where indicated, via the hospital committee structure.
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Questionnaires, surveys, and phone calls are methods of generating information which can be used in
quality improvement activities. They are designed to determine the opinions of customers and the
degree of satisfaction they have experienced with care and service delivery, the outcome of that care
and service and any perceived problems. They can be a valuable tool in assessing and evaluating
customer feedback, but to be effective they must be formally structured and be user friendly for
ongoing monitoring.

Patient satisfaction in health care may be directed at the outcome in health care service. Satisfaction
may also be considered in view of the processes of care delivered such as reception, booking,
parking, and safety considerations.

Dissatisfaction occurs when expectations are not met. In some instances, these expectations are

impossible or unreasonable, or simply beyond the scope of the health care provider. It is important for
age them at the point of
dmission education,

and ongoing education during the patient’s stay.

A patient’s experience is the patient’s experience, whether it is an’z ate description of a situation or
not. A complaint that staff were disinterested or unsympathetic
to general dissatisfaction with a service and may result in the p

At Sunshine Coast University Private Hospita
dissatisfaction received by the hospital. Compla
improvements including:

* ‘Process’ correction.

Identification of process weaknesses.
Encouraging patient satisfaction.
Encouraging patient loyalty.

encourage comments, co 19
provide a systematic app when dealing with complaints as outlined in the SCUPH Complaints
Policy which involves t of the quality of care and service of each individual patient or
complaint source. Thj urs throughout the continuum of care process and is primarily
aimed at ensuring delivered. SCUPH employs a Patient Liaison Manager to
oversee and coor nagement of patient feedback, compliments and complaints.

The rights ang
information 10 0
the Australig

of patients are considered and respected by all staff. SCUPH provides

eir rights and responsibilities prior to and on admission. Information on
calthcare Rights are also made available to patients and visitors.
Supporting patient{satisfaction is considered an important element of quality health care at Sunshine
Coast University Pxjvate Hospital. The two main objectives in achieving this strategy are to create a
difference, which is observable and measurable by the patients, and to have a real impact on the way
service is offered and perceived within the hospital.

e Surveys and open communication with patients.

e Identification of patient goals and expectations, as instigated in the discharge planning process and
use of Patient Paths and Clinical Care paths.

¢ Involvement of patients and their families in the decision making process.

e Welcoming of comments and complaints from patients.

e Patient education pre, post and during the continuum of care.
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e Communication of complaints to staff and external customers such as allied health workers,
external contractors, governing body and clinicians.

e Having trained staff available for the immediate and ongoing handling and resolution of complaints.

e Treating all complaints in a confidential manner as governed by the Hospital Executive.

e Follow up of comments on patient feedback forms by the Patient Liaison Manager.

e Service Recovery processes.

e Recording, monitoring and trending of complaints.

e Evidence of actioning complaints.

e Regular review of policy and procedure in relation to complaints.

e A pro-active approach, not just reactive to complaints.

e Clear complaint direction for patients as stipulated in the Patient Information Booklet — allowing
patients information on how to access external complaints bodies and mechanisms independently
if warranted.

e Providing patients with the Australian Charter of Healthcare Rights.

e Peer review of clinical adverse events.

e Tabling of complaints as part of committee meetings inclusive of Meg F w Committee.

e Reducing any delays in the complaints handling process, which can lead n escalation of the
complaint.

e External interpreter service information and service for non-Engli king patients.

e Complaints Policy
e Privacy Policy
e Riskman database

Sunshine Coast University Private Hospital con
schedule to ensure the organisational processe

ipternal audits in compliance with the audit

aspects of the Quality Management Syste
those which have the potential to impa
Audit results are tabled, reviewed,

3 at the relevant meetings. The committees ensure
any necessary corrective action j§ fakenAo-i

we the process and improvement logs are

am Policy and guidelines (attachment)
e Preventive and Corrective Action Policy (attachment)
ent &lmprovement policy (Attachment)

Internal audit regis
Internal audit schedule

Corrective & preventive actions register

o o 06 06 06 0 0 0 o
Z
o
=}
@)
o
>
O

Audit outcomes are reported at the appropriate committees and non-conformances are registered and
followed up as per the corrective action process.
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Committee meeting minutes

Corrective and Preventive Actions Register
SCUPH Intranet

SCUPH System reviews for Clinical Incidents
Riskman reports

Sunshine Coast University Private Hospital has a monitoring and measurement program to ensure
achievement of organisation objectives. These activities include, but are not limited to:

Evaluation of patient/customer outcomes

Monitoring of patient care programs

Monitoring of clinical indicators

Monitoring of administrative systems
Monitoring of equipment function
Monitoring of staff competence and performance

Review of customer feedback, complaints monitoring and resolyti
Control of non-conformities

Complaints resolution timeframes
Human Resource & financial KPIs

ACHS Clinical indicator reports
Mandatory training compliance reports
Performance Appraisal completion compliance @

operative blood tests and x-rays alsg'meet the
delivery of service is monitored th @o uired checking and calibration standards, and compliance

Resources Departivent an ults sent to hospital managers monthly and tabled at the HR
Committee Megti

X-rays,
Calibration and ing stickers on medical equipment
Clinical care plans and care paths

Clinical observation charts

Discharge plans

Treatment programs e.g. anticoagulant therapy
Performance appraisals
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8.3 CONTROL OF NON-CONFORMING PRODUCT

Sunshine Coast University Private Hospital identifies non-conformances in patient care through the
use of Riskman incident reporting, clinical indicator collection and clinical care path variance analysis.
Non-conformances relating to health, safety, or property are documented in Riskman as an incident,
near miss or hazard. All non-conformances are managed so as to prevent their recurrence.

In addition process/service non-conformances are identified through the internal audit process and
other quality activities, system reviews and risk assessments. These are documented on the
corrective actions register located on the SCUPH intranet.

Patient medical records

Quality Improvement Committee minutes

Medical Review Committee minutes

Complaints

Riskman reports

Internal Audit Program Policy

Non Conformance, Preventive and Corrective Action Policy (a e
Preventive and Corrective Actions Register

8.4 ANALYSIS OF DATA

(a) Sunshine Coast University Private Hospital collect datalo
information, and conducts system reviews that can lead to

onfer satisfaction, clinical incident

rovements. This is addressed at

the Quality Improvement Committee meetings, dyisety Committee meetings, Clinical
Standards Committee meetings, Hospital Mana etings, Medical Review Committee
meetings, Medical Specialty/Unit meetings, and iony Control Committee meetings.

Patient feedback cards
Press Ganey patient survey reports
Committee meeting minutes
Complaint records

Riskman reports

VLAD data (Qld Health)

(b) Sunshine Coast University Private
requirements by mo ing Infection
complaints.

pital collects data relating to conformance to customer
ontrol statistics, readmission rates, clinical indicators and

Patient surve
Health & Safety audit
Medical records audit

(c) Sunshine Coast University Private Hospital uses statistical data to identify characteristics of
processes and trends where that is appropriate.
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Internal audit reports
Clinical Quality activities
Patient surveys

Health & Safety audit
Medical Records audit

(d) Data is collected on suppliers through the Procurement Department at Head Office and the
hospital’s Supply Department.

e Preferred supplier list located in SAP
e Supplier invoices and contracts

Retrospective and prospective statistics or numerical data are routinely W

clinical reporting. They are then utilised for quality improvement and managgg€meni purposes. The
hospital uses this data to determine the accuracy of specific clinical care ant~eateé processes, to
compare measurement techniques, determine normal values, an nitor deviation from predicted

care.
Quality documentation represents the memory of the quality, 2S. out data and records,
information cannot be gathered for improvement and corre¢tjve actjon/y Historical data provides clues

as to what may occur in the future and help to guide future &0r, :@: action.

d for the purpose of

Computerised data are organised on the Quality & Sa

survey and clinical indicator information can bg gene oplems or patterns can then be
identified, analysed and benchmarked via qu e can all be tracked by the Executive
team and are presented and discussed at the Cli Standards Committee, Quality Improvement
Committee, Medical Review Committee, and it agement meetings

The Improvement Register on the SCUPH | t pygvides evidence of continual improvement. It
includes the type of Quality improvepaents b rmed, relationship to appropriate legislation,
regulation or standards and commg

e SCUPH Quality and Safety Intranef

e Quality reports

e Hospital Managememptm minutes

e SCUPH Risk Man work

e Provide quantitative mea of whether a standard is met and thus reflect the standard of
process (cg ancial or service) provision

e FEvaluatig gree of compliance to an expected standard. They measure whether
perfor able or unacceptable not the reason why they are achieved or not achleved

indicator is readqrission rates. Non-clinical examples may be flnanC|aI performance, such as the
value of outstanditig debtors at various time intervals, or adverse occurrences, such as staff injury
rates.

e Prioritise data collection in terms of the most important aspects that impact on patient care or
service provision.

e Prospective collection of data so as to avoid deficiencies in documentation, unless evaluation of
success is measured over time. This would require a questionnaire or interview to be carried out at
a specific time frame after the event.

e Provide a means by which to compare actual with desired performance. Indicators do not answer
questions but raise them; they ‘flag’ potential problem areas in need of review.

e Determine acceptable levels of attainment for a standard. Benchmarks which have been
established by professional bodies are available especially for clinical related issues.
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¢ Investigation of results which are below expected standards and documentation of the actions to be
taken to achieve the desired outcome.

e Completion of the Quality Improvement cycle is achieved by data collection, analysis and review,
the implementation of corrective actions and evaluation of the actions taken, through discussion
with, and feedback to, all relevant parties.

Indicators are positive or negative signs of change. Indicators represent trends and forecast a
deviation from the norm and may warn of impending problems. They are critical tools - focusing on a
desired outcome and the essential processes for achieving that outcome. SCUPH understands the
importance of appropriate statistical analysis of to ensure accurate information is provided for decision
making. The Quality and Risk Coordinator is responsible for the collation and submission of all
external clinical indicator reports and development of internal clinical indicator data reports as
required.

(Numerator) Number of patients for whom a spg
(Denominator) Number of patients with the condition (o
the indicator is measuring

Clinical indicators collected routinely include:
Gastroenterological endoscopy; Hospital Wide;
Adverse Outcome Data.

systematic. The responsibility for 3
system, with individual departme

offection involves a department based data collection
ship of specific indicators.

The body empowered wit
Coast University Private

each department m
are also tabled an

Clinical Standa Committee minutes
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8.5 IMPROVEMENT

Sunshine Coast University Private Hospital is committed to continual improvement of its processes as
stated in its Quality Improvement policy and the Ramsay Way. Continual improvement is achieved by
a variety of means including, but not limited to, the review and analysis of the following:

e The Quality Management System
Strategic plan

Business unit plans

Performance indicators

Clinical outcomes

Adverse events

Internal and external audit findings
Customer feedback

Sunshine Coast University Private Hospital meets the requirements for &
continual improvement through the activities of the monthly commit
Standards, and Quality Improvement Committees, the requireme
the Board meetings, the Quality Improvement policy, the Strategi
staff and management meetings.

ge 8 .1 for planning for
ncluding the Clinical

/Patlient feedback forms, and

Committee meeting minutes

Clinical policies and guidelines

Clinical care paths

Minutes of Board meetings

Quality Management & Improvement Policy ( 001
Internal Audit Program Policy (Ref 0009)
Preventive and Corrective Action Policy
Control of Non-conformances (Ref 0006
SCUPH Strategic Plan

Executive Committee Meeting
Management Meeting minut

Staff meeting minutes

Education calendars

Improvements Registe

Sunshine Coast Uni
eliminate the caus
this manual. It includes revi
the manageme ew.

Private Maspital has a process in place to take corrective action to
nformities. The procedure for corrective action is in the attachment of
part of the process, and major non-conformances become part of

Corrective an
Internal Audit Progsam Policy

Non Conformance Preventive and Corrective Action Policy
Patient feedback forms and reports

Management meeting minutes

Committee meeting minutes

Quality Improvement Committee meeting minutes
Customer complaints

Riskman reports
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Sunshine Coast University Private Hospital review all non-conformance records, including those on
Riskman, summaries of customer feedback records, and Press Ganey survey reports to plot data and
analyse trends to prevent recurrence of non-conformities. This takes place prior to the management
reviews. Preventive action is determined following review of the data.

Corrective and Preventive Actions register
Summaries of feedback forms

Internal audit reports

Management Meeting minutes

Riskman reports

Minutes of Quality Improvement Committee meetings

Policies e.g. consent for treatment
Internal audits
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