
 

Volume 4, Issue 2 

Contents 
 

  

EDITORIAL 
 

  

Learning is the keystone for the College: developing members,  
informing health management policy and practice 
David Briggs 

4 

In this Issue 7 

Honorary Assistant Editors 8 

SPECIAL FEATURE 
 

  

Criteria for Assessing Policy Discussion Documents Containing Proposals for 
Health Reform 
Stephen Leeder, Angela Beaton and Steven Lewis 

10 

REVIEW ARTICLE 
 

  

Private Health Insurance and Hospital Services in Australia 
Jo M Martins  

15 

REVIEW ARTICLE 
 

  

Engaging Doctors: the NHS needs the very best leaders 
Kirsten Armit and Heather Roberts  

25 

REVIEW ARTICLE 
 

  

The Spread of HIV/AIDS: a priority risk factor in South Africa 
Rashid M Ansari 

31 

RESEARCH ARTICLE 
 

  

Monitoring Sentinel Events Using Routine Inpatient Data 
Terri Jackson, Christine Moje, Jennie Shepheard and Alison McMillan  

39 

RESEARCH ARTICLE 
 

  

Assessing and Improving Quality of Life Indicators and Assessments: 
a case study of an adult day care centre 
Jonathan Georgiou and Peter Hancock  

46 



RESEARCH ARTICLE 
 

  

Challenge and Excitement - Part Two: loving and hating rural medical practice 
Gil-Soo Han, Janice Chesters and Harry Ballis  

57 

Q&A's 
 

  

Having recently undertaken ACHSE Fellowship, what do you see as the key value of 
this program? The development and implementation of competency-based 
credentialing for health managers on competencies secured through education and 
training and those demonstrated 
in practice is gaining momentum. What are your views? 
In this issue, our selected participants address the question above. 

63 

IN PROFILE 
 

  

Nellie Tang 69 

BOOK REVIEW 
 

  

Enhancing Patient Care - A Practical Guide to Improving Quality and Safety in 
Hospitals 
Reviewed by Christopher Swan and Kirsten Price 

71 

LIBRARY BULLETIN 
 

74 

GUIDELINES FOR CONTRIBUTORS 
 

79 
 

 

 

 



 

 
  

 

Monitoring Sentinel Events Using Routine 
Inpatient Data  
T Jackson, C Moje, J Shepheard and A McMillan  

Abstract  
Objective: To explore the extent to which routine inpatient diagnosis data correspond to the Australian 
nationally‐mandated Sentinel Events (SE) data collection and Victoria’s additional serious reportable events. 
 
Background: Since 2005, state health authorities across Australia have required public hospitals to report on 
any instance of the eight nationally‐agreed ‘sentinel events’. The adoption of this list for national monitoring 
of ‘events in which death or serious harm to a patient has occurred’ was sponsored by the former Australian 
Council for Safety and Quality in Health Care. The State of Victoria has policies that support high quality 
coding of diagnoses in routine hospital data, but it is unclear whether this data source could be used by 
hospitals to validate voluntary reports and inform ongoing quality improvement efforts.   
 
Methods: Code lists were developed by two Health Information Managers to identify ICD‐10‐AM codes that 
could be used to define each of the eight national indicators, and an additional 14 subcategories of ‘other 
catastrophic events’ reported only in Victoria in 2005. These were translated into computerised algorithms to 
select cases from the Victorian Admitted Episodes Database (VAED) or 2005/06 which matched the code sets 
for each of the 22 indicators. We used the ‘C‐prefix’ (now incorporated into the national ‘condition onset’ 
flag) in Victorian data to identify hospital‐acquired diagnoses, combining these with information on 
separation mode (specifically, death in hospital), and on admission type (maternity cases) to define some 
indicators.   

Results: Seven indicators (one national and seven of the Victoria‐specific SEs) could not be replicated using 
data available in the VAED, and several others could be replicated only partially. ‘Serious harm’ could not be 
identified other than by limiting analysis to deaths associated with (but not necessarily caused by) a SE. 
Coded records apparently under‐reported cases of wrong patient/wrong surgery, suicide by an inpatient and 
maternal deaths, when compared with voluntary reports. Routine data, however, identified more incidents of 
retained instruments, gas embolism and medication errors.   

  
Discussion and Conclusions:  While Australian clinical coding standards are among the best in the world, 
routine patient abstract data may not be reliable for identifying all types of SEs. Voluntary reporting of 
adverse events is vulnerable to a different set of human and organisational factors that also impede full 
reporting. The code sets reported here identify some ‘events’ that may be less serious than those hospital 
staff are encouraged to report. This has the advantage of identifying ‘near miss’ events, but some may be 



false positives and would not warrant full root cause analysis. Hospital leadership may value the timeliness 
and low cost of using the routine data and this suggests its use as a second source of information on serious 
patient safety breaches.  

 
Abbreviations: QAHCS – Quality in Australian Health Care Study; RCA – Root Cause Analysis; SE – Sentinel 
Events; US – United States; VAED – Victorian Admitted Episodes Database; VSE – Victorian Sentinel Events.  

Key Words: sentinel events, patient safety, adverse events, administrative data.  
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