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The Case for Patient Safety

Patient safety a global public health problem
- Global threat of antimicrobial resistance
- Avoidable harm - 1/10 patient develops a healthcare acquired condition
- Avoidable deaths - UK - 3.6% of deaths in acute hospitals
- Increasingly complex cases/care
- Safety a prerequisite to quality patient care
- Irish Patient safety reports
- INAES - baseline adverse event rate in Ireland
- Economic - Cost of claims in Ireland
. OECD (2017)

Patient harm is estimated fo be the 14th leading cause of the global
disease burden.

« Patient harm imparts a high financial cost - the available evidence
suggests that 15% of hospital expenditure and activity in OECD countries
can be aftributed fo freating safety failures.
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Patient Safety Surveillance
& QA Loop

National surveillance
of patient safety
data

Actions to implement Generation of patient
patient safety changes e.g. Delivery of Safe safety information and

education, training, clinical - . patient safety profile of
practice guidance, audit, High Quality patient, service and
new technologies etc. Care clinical cohorts

Learning and service
improvement
identified




Intended Developments in Surveillance g

Interrogation of data and information through a health analytic
function to produce national patient safety profiles (NPSPs)

» A number of data sets have been identified as potential
sources of information

Why = To inform patient safety priorities and patient safety
planning and learning for the health system
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Examples of types of existing datasets

NIMS Adverse events, SRESs

HIPE Discharge data, LoS, audits, sepsis, NOCA,
diagnosis, procedures

HPSC HCAI datasets

Cancer Registry Cancer incidence, treatment and survival

HSE PARs Patient safety data, activity

Service regulators Complaints trends, patient safety information

Coroner’s Reports Cause of death, patient safety
recommendations

NPES Patient feedback

National Audits NOCA, SQI, clinical programmes



Triangulation of data across &
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NPSPs for Service Providers

Address the pre-cursors of harm
Assist service providers to recognise

and predict whether harm is likely
Support a ‘problem sensing’ culture
To underpin learning and improvement
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NPSPs for Policy & planning

» Patient safety policy
» Patient safety leadership decisions

* |dentification of clinical
effectiveness requirements e.g.
guidelines, audit
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THE ECONOMICS OF
PATIENT SAFETY

@) OECD

- R -

OECD 2017, Figure 16: A systems approach to improving safety at national
level.
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Table 13. Interventions with most favourable impact and cost ratings by average impact/cost ratio (n=23)

Intervention Avg, impact/cost ratio
3.11 VTE prevention protocols 1.88
3.6 Central line catheter insertion protocols 1.83
3.7 Ventilator-associated pneumonia minimisation protocols 1.80
3.5 Urinary catheter use and insertion protocols 177
3.10 Peri-operative medication protocols 1.73
3.8 Procedural / surgical checklists 1.72
3.18 Patient identification and procedure matching protocols 1.67
3.13 Pressure injury (ulcer) prevention protocols 1.67
3.17 Patient hydration and nutrition standards 1.61

source: QOECD patient safety snapshot survey, 2017

Tas Aite do

{ An Roinn Slainte Sha’bhéi!teacht1 Othar
2 DEPARTMENT OF HEALTH

Patient SafethLFurst




Helping people to stay

healthy and well

Supporting people with
long term conditions

Helping people when they
are being treated and cared
for in our health services

Supporting people to have
positive experiences of

health care

Treating and caring for
people in a safe
environment
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e Immunisation rates
e Cancer screening rates

e Ambulatory care sensitive conditions

e Cancer survival rates
e Cancer surgery
e Acute hospital care

e Development of National Patient
Experience Survey

e Health care associated infection rates
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Uses of the NHQRS Report

* Patients and the public - to access health
information about their own county, their local
health services, and the hospitals they attend.

* Healthcare providers - to examine how their
organisation or service is performing and allows
comparison to other similar services.

* Policy makers can use this report to compare
performance of Irish health services with health
services in other countries.



NPSO 2017/2018

Full establishment of NPSO (including surveillance function)

Programme of Legislation
Open Disclosure
Hospital Licensing (public & private)
Health Information and Patient Safety Bill

Policy for Patient Safety Complaints and Advocacy

National Patient Advocacy Service & Review of Complaints Management
Targeted and public consultation underway

Ireland’s Action Plan for AMR
3'Y Annual Report NHQRS
National Patient Experience Survey (HIQA, HSE, DoH)
National Patient Safety Advisory Council
NCEC
Extension of guideline and audit suite
PPI
HRB - CICER



Opportunities to embed a patient safety culture

ABF, Commissioning models

HSE National Service Plans, Operational Plans
HSE Accountability framework

Policy e.g. Maternity & Cancer Strategies, NPSO

Regulation - service & professional

Legislation

Education, CPD -
S
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Website:
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health.gov.ie/naticnal-patient-safety-offices

isited @ Getting Started & Department of Health @0 Dashboard : Departm...
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National Patient Safety Office
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== National Patient Contact Us
% Safety Office The Department of Health recognises patent
g Micieunta wm Sttt i safery == the cormer stone to guality hesithoars.
Nationai Patient Safety Office
Teimphone: 01 6254000
S mpsiRL@nesn govie

Dur mew National Patient Safen, Offics wil forus
2 leading key patient safen, poiny inatues We
will ensure safe hesith services are informed by
£o00 dats and supported by legEiaton:

information to inform and direct patient safegy

hospital and cares
develop 2 model for 2 new national patient

advocacy service: and extend the national cinical

based heafthcare.
Wiew National Patient Safety C:
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Current News

Patient Safety
Surveillance
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Maves Carers
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