
 
Briefing to the Incoming Minister of Health 
Health Quality & Safety Commission 

 

 

 

 Health Quality & Safety Commission BIM – November 2017 Page 1 of 8 

The work of the Health Quality & Safety Commission has helped to improve the health 
system and save lives and costs since we began in 2010. This briefing outlines how we will 
continue to do this and how we can support you over the coming years. We look forward to 
establishing a close working relationship with your office so we can continue to maximise 
value for you. 
 
1. The Health Quality & Safety Commission (the Commission) leads and coordinates improvement 

within the health system, supporting positive change that benefits consumers and their 
families/whānau. We do this using annual Crown baseline funding of around $13.0 million, plus 
some additional revenue for specific improvement programme work from other agencies and 
health providers. Over time, our increasingly comprehensive understanding of the New Zealand 
health system has enabled us to build momentum, working in partnership with consumers, 
providers and other organisations within the system, to improve the care given to New 
Zealanders. 
 

2. We analyse and publish information on a carefully selected suite of measures, and we use this 
intelligence to monitor the quality and safety of the system and build capability and capacity to 
improve our health and disability services. This intelligence is key to our important additional role 
of providing you and your government with information and advice on the quality and safety of 
the health care system and to help you facilitate a supportive environment for improvement. 

 
3. Since the Commission was established, improvements linked to our programmes have saved 

New Zealanders pain, suffering and time in hospital. Some examples of positive change include: 
 695 fewer deaths of children aged between 28 days and 24 years since 2010 
 378 fewer blood clots (deep vein thrombosis/pulmonary embolism) associated with surgery 

since January 2013 
 86 fewer stillborn babies since 2010  
 fewer older people admitted to hospital as an emergency more than once since January 2013 
 85 fewer falls in hospital resulting in a broken hip since June 2013, with New Zealand the first 

country to achieve a national reduction in falls in hospital1 
 significantly reduced numbers of patients undergoing hip or knee replacements or cardiac 

surgery who suffered from surgical site infections.2 
 

4. In financial terms, we estimate that improvements we have facilitated have avoided around $90 
million of unnecessary health system expenditure, which can be funnelled back to patient care. 
Further, reduced harm and avoided deaths have provided an estimated $400 million of value to 
New Zealanders.3 
 

5. We are a trusted advisor to District Health Boards (DHBs) and are strengthening and 
broadening our influence into primary care, aged care, and mental health. Our independence, 
expertise and evidence-based approach is trusted and respected. The sector has asked the 

                                                
1 Healey F. Falls prevention as everyday heroism. N Z Med J. 2016 Dec 2;129(1446):14-16. 
2 Open 4 Results, June 2017: https://www.hqsc.govt.nz/assets/Health-Quality-Evaluation/PR/Open4Results_-
_June_2017.pdf  
3 A window on the quality of New Zealand’s health care, 2017: https://www.hqsc.govt.nz/assets/Health-
Quality-Evaluation/PR/A_Window_on_the_Quality_of_NZ_Health_Care_2017.pdf  
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Commission to lead a quality improvement programme for mental health, demonstrating their 
confidence in our ability to lead improvement in quality and safety. 

 
6. Although substantial improvements have been made over the last six years, more work is 

required. 
 Mental health services are clearly struggling and New Zealand has one of the highest rates of 

suicide amongst young people in the OECD. 
 While patient safety is improving, instances of patient harm persist, and further, ongoing effort 

will be necessary to strengthen culture and systems to prevent further harm.  
 Consumer engagement and participation is essential to quality, and further work is required to 

ensure real partnerships across the entire system. 
 Inequity remains a significant challenge within the New Zealand health and disability system. 

There continue to be disparities in health outcomes between Māori, Pacific and New Zealand 
European peoples, and between New Zealanders from the wealthiest and poorest areas. Māori 
and Pacific peoples are two to three times more likely to die from conditions that might have 
been prevented by effective and timely care. The health of substantial numbers of our young 
people reflect the impacts of increasing economic disparity in our country. Child poverty is a 
leading problem for New Zealand today. 

 
7. Our four strategic priorities provide direction to continue our positive progress and to prioritise 

our efforts to where they are most needed; improving consumer experience, improving 
health equity, reducing harm, and reducing unwarranted variation in patterns of care.  
How the Commission works is also important. We take a deliberate and considered approach to 
facilitating improvement that is working well for us and the sector.  

 
How we work 
 
8. Our work is based on the New Zealand Triple Aim 

for quality improvement (see alongside), which we 
developed in partnership with the sector. It is now 
broadly followed across the sector. Through this work: 
 we promote equity, alongside improved 

experience and value 
 we measure and consider factors which impact on 

health status and care outcomes, such as child 
poverty 

 we emphasise doing the right things (as in 
“Choosing Wisely”) as well as doing things right, 
first time (avoiding harm).  

 
9. We have a dual role as both an intelligence hub and 

an improvement hub. Our intelligence hub work allows us to ‘shine the light’ on quality and 
patient safety. Our improvement hub work allows us to ‘lend a helping hand’, by using the latest 
evidence and improvement knowledge to prevent or reduce patient harm and unwarranted 
variation, and improve equity. 
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Intelligence hub – ‘shining the light’ 
 

10. Through our intelligence work, we: 
 gather, analyse and publish reports on health quality and safety information, and share it 

widely with providers, consumers, government and government agencies, the media and others 
 monitor the quality of the health system using the suite of measures we currently 

publish (including patient experience surveys and quality and safety markers) 
 measure improvement, using measures such as disability adjusted life years (DALYs) to 

calculate the impact of our improvement programmes.  
 

How our intelligence work helps you: 
 

We publish an annual quality report, A window on the quality of New Zealand’s health care. This 
provides a snapshot of the state of the quality and safety of the whole health system, and 
compares progress against international evidence.  

 
 We monitor and drive improvement in the quality of health care, taking a proactive approach to 

preventing harm, identifying risks and trends.  
 We show new opportunities for improvement, and can understand and address inequity and 

unwarranted variation in health processes and outcomes. 
 We track progress in selected areas of quality and safety.  
 We promote and encourage increased transparency in health care data. 
 We have a broad understanding of the status of the health and social system due to our 

mortality review work. 
 We can measure the gap between the population’s current state of health and that of an ideal 

population where everyone experiences long lives free from illness or disability.4  
 We coordinate information between the various agencies who each hold critical intelligence 

about health care. 
 We could extend this intelligence work to give you more proactive and earlier identification of 

potential risks to quality and safety, through bringing together a wider range of “soft” 
intelligence, including patient and staff experiences and a greater focus on the indirect 
determinants of health (indicators of child poverty for example, and of the quality of mental 
health services). The Commission is well placed to coordinate information between the various 
agencies who each hold critical intelligence about health care. 
 

Improvement hub – ‘helping hand’ 
 
11. Through our improvement work, we: 

 support health providers to improve targeted services, using evidence informed actions, 
recognised quality improvement methods, and programmes and approaches developed 
collaboratively with the sector and consumers and families/whānau  

 build leadership and improvement capability in the sector by sharing quality improvement 
expertise  

 partner with consumers and families/whānau to co-design improvement, and improve health 
literacy 

                                                
4 Based on what New Zealanders say they are prepared to spend to save a life, we estimate the value of a 
year of life in good health at $180,000. 
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 highlight and promote equity, and improve quality and outcomes of care for Māori, through Te 
Whai Oranga, our Māori advancement framework, and our wider work, seeking advice from Te 
Roopu Māori, our Māori advisory board. 

 
How our improvement work helps you: 
 
 We increase sector capability; for example, our recently published From knowledge to action: A 

framework for building quality and safety capability means that trained clinicians now support 
and encourage the use of quality improvement methodology in their workplaces. 

 We spread new, nationally consistent, evidence-informed approaches to improvement. 
 Providers benefit from our clinical leadership, leadership development, engagement, co-design, 

shared learning and other tools and guidance. For example:  
o we give DHB clinical leaders and quality advocates opportunities to speak to subject 

matter experts both from New Zealand and overseas, to further develop their leadership 
skills and share ideas 

o we support emerging DHB quality and safety leaders through our Open for leadership 
awards.  

o several hundred health workers across New Zealand have benefited from our funded 
and supported education in quality improvement science. 

 We address health care quality priorities for Māori and other population groups.   
 
 

What we do: advancing our strategic priorities 
 
Improving consumer engagement 
 
12. The Commission has a strong consumer engagement programme, Partners in Care, which takes a 

lead role in encouraging the health sector to work with patients to co-design systems and services 
and their delivery. Co-design actively involves all stakeholders (employees, partners, customers, 
citizens, end users) in the design process so the service delivered meets their needs and is usable. 
We also promote health literacy to health professionals so they are aware of the critical role they 
play in providing health information to consumers. 
 

13. We provide resources and training to facilitate working with consumers and to ensure people are 
better equipped to understand the available information about health care services. One key way 
we’ve helped the sector is by assisting DHBs to improve results in the lowest-scoring areas of our 
patient experience surveys. 

 
Improving health equity 
 
14. A key priority for our work is addressing inequity in the New Zealand health system. Major 

disparities remain in health outcomes between different people and groups in New Zealand. We 
monitor a range of determinants to better understand how they affect outcomes.  
 

15. Most of our health status is determined by factors outside of the health system. Child poverty, for 
example, associated with poor housing conditions and nutrition, strongly influences health status. 
As such, a child from a background of greater deprivation will likely have greater needs of the 
health system, and in the end will be unlikely to achieve the same outcome. One obvious example 
is rheumatic fever, a childhood disease that has been virtually eliminated from most high income 
countries, and which still affects too many children in New Zealand. New Zealand’s rheumatic fever 
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prevalence remains too high, as does the risk of serious and lifelong rheumatic heart disease 
consequences. It places a heavy and expensive burden on our cardiac medical and surgical 
services, which do not often return patients to full health. The true solution lies in prevention, which 
depends on timely and effective sore throat management and tackling poverty, including 
overcrowded and damp housing conditions.  
 

16. While social determinants of health set the scene for health needs, the effect of any disparities can 
be compounded by inequitable access to care, and by poor quality care itself. There is a pressing 
need to reduce health inequities through making services more accessible and ensuring that they 
are effective and appropriate to meet the needs of all populations in New Zealand. Access and 
quality inequities are avoidable. Regrettably, our health system has a role in creating them, so it 
clearly also has a role in reducing them – and this is a priority for the Commission.  

 
17. The Commission is actively working to improve health equities.  

 In 2016 we established a quarterly ‘Equity Hub’ that brings together national health sector 
organisations to network and share around the central topic of equity. Membership grows each 
quarter.  

 We work to monitor equity outcomes by breaking down data to compare relevant sub-groups.  

 We are also aware that improvement efforts can result in inequitable improvement, and we 
monitor and adjust our approaches accordingly. We design improvement programmes with 
flexibility to adapt to priority population groups, using methods such as co-design to enhance 
equity where possible. Our prioritisation criteria and programme activities reflect increasing 
emphasis on reducing inequity. 
 

An equity ‘think piece’ is published on our website, setting out our intentions for this important area 
in more detail. 

 
Preventing and reducing harm 
 
18. Although New Zealand has very high quality care by international standards, too many patients are 

inadvertently harmed by the health care intended to help them. Continuing to reduce harm by 
increasing the safety, accessibility and appropriateness of our services is therefore key, not only to 
improving people’s experience of their care and confidence in our services, but also to managing 
costs and increasing effectiveness. Our targeted quality improvement programmes, adverse events 
reporting programme, and our mortality review committee work are all directed at preventing and 
reducing harm. 
 

19. Our quality improvement programme efforts have been focused on falls, medication safety, safe 
surgery, opioids, e-medicines, hand hygiene and surgical site infections. More recently we have 
started programmes on preventing patient deterioration, preventing pressure injuries, and in 
partnership with aged residential care, primary health and mental health and addictions. 
 

 

Our surgical site infection improvement programme focuses on reducing the rate of infections in hip 
and knee surgery, and more recently in cardiac surgery. Good practice in avoiding wound infection for 
hip and knee surgery is now routine, and wound infection rates have reduced by 30 percent on 
average in the past year. Also, 378 deep vein thrombosis / pulmonary embolisms (DVT/PE) or blood 
clots have been avoided since January 2013, which is a $7.9 million saving. DVT/PE can cause 
serious damage to the lungs and other organs. 
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Our falls prevention programme introduced simple interventions to reduce falls-related harm. Since late 
2015, the rate of falls in hospitals that led to a broken hip has been 30–40 percent lower on average 
than before the programme started in 2013. The number of falls in our public hospitals leading to a hip 
fracture has decreased for eight consecutive quarters.  

 
20. Our adverse events reporting programme is a cornerstone of our improvement work. It is 

fundamental to promoting a transparent culture focused on learning from adverse events, in order 
to reduce the risk of simply repeating them, over and over again. Each year, health care adverse 
events (events that have generally resulted in harm to patients) are reported to us by DHBs and 
other health care providers. We work with these providers to encourage an open culture of 
reporting, learning from what went wrong and putting in place systems to reduce the risk of 
incidents recurring. Our annual adverse events reporting summarises these incidents of serious 
harm and death, and provides an analysis of what can be learned from them. The next report will 
be released on 24 November and you will receive a briefing in advance.  

 
Since the Commission took over adverse events reporting in 2010, the number of events reported has 
increased substantially. We believe that this is a positive result which reflects increased engagement in 
the culture of reporting and learning.  We do not believe all adverse events are reported even today, 
and expect this increase in reporting to continue, leading to more case reviews and more sharing of 
ways to reduce patient harm. While there is still a long way to go to build an open and transparent 
reporting culture focused on learning and sharing, we have made very good progress towards this goal 
in recent years.  

 
21. The Commission’s mortality review committees are established under our power to 

investigate and make recommendations to reduce certain types of deaths.5 The committees 
examine particular categories of deaths, and provide recommendations to reduce child and 
youth mortality, deaths from family violence, and deaths related to surgery, childbirth and 
suicide. This work can help to address indirect influences on health care, like child poverty.  
Achievements of the mortality review committees include: 
 547 fewer deaths in children and young people aged between 28 days and 24 years since 

2010. Much of the reduction is due to work to reduce sudden unexplained deaths in infancy 
(SUDI, see below) and fewer road traffic crashes involving young people. 

 a significant decline in SUDI rates – 44 cases in 2015 (the most recent published year), down 
from 55 cases in 2008. This is attributed to greater uptake of recommended safe sleeping 
practices for babies. 

 the successful conclusion in 2015 of a Suicide Mortality Review Committee trial in partnership 
with the Ministry of Health, to examine how to apply the mortality review process to suicide 
deaths. Funding was confirmed in July 2017 to restart this work. 

 close involvement of the Family Violence Death Review Committee in the Minister of Justice’s 
review of domestic violence legislation, which led to the Family and Whānau Violence 
Legislation Bill. 

 
Reducing unwarranted variation in patterns of care 
 
22. Appropriate variation in health care should reflect differences between individual patients. 

Unfortunately, it often represents other factors such as differences in resource, and sometimes also 
just idiosyncratic differences in the philosophy or approach of different providers or institutions. 

                                                
5 Section 59E, New Zealand Public Health and Disability Act 2000. 
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Reduction of inappropriate variation was key to quality improvement in aviation and recognised 
internationally as a priority for health care improvement.  
 

23. To this end, the Commission’s Atlas of Healthcare Variation (modelled on the pioneering work of 
Dartmouth in the USA) uses interactive maps and charts to set out data related to specific health 
services and outcomes, including asthma, opioid prescribing, cardiovascular disease and 
diabetes.6 The Atlas prompts debate in the health sector about why variation in health service 
provision and use exists, and stimulates improvement by raising questions about effective and 
appropriate treatment. For example, in 2012 we published an Atlas domain on grommet insertions 
for middle ear infection. This showed the DHBs with the highest rates of grommet insertions had 
the lowest prevalence of the symptoms grommets are designed to treat. Since publication of the 
Atlas domain, there has been a sustained reduction in rates of grommet insertion, with 2100 fewer 
grommet operations since June 2012, saving nearly $4 million. 

 
 
Funding 
 
24. The Commission has received annual Crown baseline funding of around $13.0 million since 

2012/13. This is around 0.08 percent of Vote Health. Where possible, we have also received 
revenue for specific improvement programme work from ACC, the Ministry of Health (MOH) and 
DHBs. This is budgeted at $4.5 million for 2017/18. We work closely with MOH, DHBs, ACC, the 
Health and Disability Commissioner (HDC), and many other organisations and share with them the 
costs and credit for many of the achievements outlined in this briefing.  

 
25. Our improvement expertise is highly valued and in demand by a wide range of DHBs, agencies and 

other providers. However, it is increasingly challenging to meet demands and to take advantage of 
all the available opportunities for improving our health and disability services, within our available 
resources.  

 
Partnerships 
 
26. Our work depends on strong relationships of trust within the sector and across agencies. We work 

collaboratively with partners and stakeholders including the Ministry of Health, health and disability 
service providers, consumers, clinicians, the HDC and ACC.   

 
The growing importance of greater transparency in the quality and safety of health services was 
underlined by an Ombudsman’s ruling to implement reporting of the results of surgical teams, and to 
ensure adequate internal review of individual clinician’s performance, by 2021. We consulted closely 
with the Ombudsman and are leading work with the Ministry of Health and other key agencies to 
determine how best to implement the Ombudsman’s recommendations. The goal is to ensure that 
every patient receives care from highly performing clinicians within a safe and effective system, and 
for the public to be confident of this.  

 
27. Our separation from a funding and monitoring function is important for our position as a 

trusted ally to the sector and an independent advisor to you. DHBs and other providers are 
now far more open to sharing ideas and expertise collegially, and working together towards 
consistent national best practice, than they were prior to our establishment. They are comfortable 
bringing improvement problems to us, to discuss openly and to problem solve, and this provides an 

                                                
6 www.hqsc.govt.nz/atlas         
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opportunity for us to help them improve. We are thus well informed about the priorities, challenges 
and opportunities within the sector and our advice about the sector is not influenced by financial 
drivers related to the Commission itself.  

 
Upcoming events 
 
28. The next significant Commission-led events will occur in November. From 5 to 11 November we will 

run our annual Patient Safety Week, with this year’s event focusing on medication safety. On 24 
November we plan to release our adverse events annual report summarising lessons learned from 
adverse events in 2016/17. You will receive a briefing on the latter report around 10 November. 

 
Key people 
 
Chair: Prof Alan Merry ONZM FRSNZ FANZCA FFPMANZCA FRCA 
Chair since June 2010 
Head of the School of Medicine, University of Auckland 
Councillor of the Australian and New Zealand College of Anaesthetists. 
 

Chief Executive: Dr Janice Wilson MBChB FRANZCP DHA Cert Health Econ 
Chief Executive since February 2011 
Former Deputy Director-General (Population Health), Ministry of Health. 


