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Global Overview of

Patient Safety Research

Takeshi Morimoto, MD, PhD, MPH
&AW

Research Group, World Alliance for Patient Safety,
WHO

Center for Medical Education, Kyoto University
HMREREREEPAE ERHEHEL 44—

Presentation

»Research actions of World Alliance

% Research agenda group
¢ Accumulation of patient safety research
¢ Global priorities

< Products of other groups in research
<Concurrent research aclivities

World Alliance: Action Areas

for Research 2006-2008

% To produce an agenda of research priorities
for patient safety research worldwide
¢ Stratified by development level

% Produce inventory of methodologies used in
patient safety research

< Build infrastructure for research neiworks
across cultures

< Foster research in developing couniries

Accumulation of patient
safety research

“Create framework for approaching topics
¢ Structural factors — Processes - Ouicomes

< |dentify major topics in patient safety
¢ 23 major topics

< Describe the epidemiology, severity and
potential for intervention

< Identify gaps in knowledge to inform priority
setting

Structural Topics

Organizational determinants and latent failures

Process Topics

Accreditation and regulation to advance patient safety

Errors in care through misdiagnosis

Safety culture

Inadequate training and education; workforce issues

Errors in care through poor test follow-Up

Stress and fatigue

Errors in care: counterfeit / substandard drugs

Production pressures

Lack of appropriate knowledge and availability of knowledge, transfer of knowledge

Errors in care: unsafe injection practices

Adequate measures of patient safety

Bringing patients’ voices into patient safety

Devices, procedures without human factors engineering
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Outcomes Topics

Adverse events and injuries due to medical devices

Adverse events due to medications

Adverse Events due to surgical errors

Adverse events due to health-care associated Infections

Adverse events due to unsafe blood products

Adverse events due to falls in the hospital

Injury due to pressure sores and decubitus ulcers

Patient safety concerns among the elderly

Patients safety among pregnant women and newborns

Results

< Major findings

¢ Likely substantial burden from unsafe care
¢ Nearly all the data from developed nations
¢ Lack of data about underlying processes, structures

¢ Unclear how these translate io developing and
transitional countries

< Large gaps in knowledge about solutions

Global Priorities for
Patient Safety Research

“*Developed a set of global priorities for
patient safety research

% Siratified by level of development
¢ Developed

¢ Transitional
¢ Developing

Developing Countries

. Development & testing of locally effective

and affordable solutions

. Cost-effectiveness of risk-reducing

strategies

. Counterfeit and Substandard Drugs

(including traditional medicines)

. Inadequate competences, training and

skills

. Maternal and Newborn Care

Transitional Countries

. Development & testing of locally effective
and affordable solutions

. Cost-effectiveness of risk-reducing
strategies

. Lack of appropriate knowledge, transfer of
knowledge

. Inadequate competences, training and
skills

. Lack of communication and coordination
(including hand-offs)

Developed Countries

Lack of communication and coordination
(including hand-offs)

Latent organizational failures

Poor safety culture and blame-oriented
processes

Cost-effectiveness of risk-reducing

' strategies

Developing better safety indicators
(including a global safety indicator)
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Other Research
Group

< Advancing Methods & Tools Working
¢ To assess sirengths & weaknesses of methods
for research on patient safety
¢ To inform on best methods & tools for specific
research questions and data settings
% Strategies to Build Capacity for Patient
Safety Research
¢ To develop recommendations to strengthening

infrasiructure and capacity for the support of
research for patient safety globally

Other Research
Group

< Research in Developing and Transitional
Countries

¢ To estimate the size and nature of patient harm
from health care, in developing and transitional
countries

¢ To develop methodologies for measuring
patient harm in data-poor environmenis

¢ Through measurement, to build local
awareness of patient safety problems and build
will to act to reduce patient harm

8O Patient Safely Research
gy @ shaning the Fu P

& 9o naping the Buropean agedde
@ - PORTO 2007 24-20 Septemiar 20071 Porie, Parugal

< Foster patient safety research activities in European Union
¢ Workshops and Presentations
¢ Networking

% European Commission Sixth Framework Programme for
Research and the Portuguese Ministry of Health
supported

Research Priority
Working Group

<% Chalrman < Takeshi Morimoto, Kyoto

< David W. Bates, Boston <+ Peter Norion, Calgary

< Member < Ryan Sidorchuk, Winnipeg

% Peter Angood, Chicago < Anuwat Supachutikul, Bangkok

< Zufigar Bhuita, Karachii < Eric Thomas , Houston

< Peter Davis, Auckland <« WHO

< Daniel Grandt, Germany % Tikki Elka Pang

< Maimunah Hamid, Kuala Lumpur +» lziar Larizgoitia Jauregui

< Ashish Jha, Boston < Benedetta Allegranzi

% Jorge Insua, Buenos Aires < Selma Khamassi
Robinah Kaitiritimba, Kampala < Douglas Noble, London

RS

Thandinkosi Madiba, South Africa < Nittita Prasopa-Plaizier
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Conclusion

< Awareness of importance of patient
safety research

“Large efforts to foster patient safety
research worldwide, especially in
developed couniries

“<Japan should contribute research
products
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Initiatives on Patient Safety in
New Zealand

World Now- initiatives on patient
safety in overseas countries
The 27 Annual Congress of Japanese Society
for Quality and Safety in Healthcare

Dr Don Matheson, Director of International Relations,
Ministry of Health, New Zealand.

e “Improving Quality” Strategy
o 2003 -Aims

@ provide a shared purpose, vision and
language to enable enhanced quality
improvement

e enable a systems approach to quality
improvement

o enable improved co-ordination of quality
improvement activities in the New Zealand
health and disability system.

This presentation will:

= Describe the strategy for addressing
safety

= Describe the function of the Quality
Improvement Committee

a Describe the function of the Health and
Disability Commissioner

e

Safety is one of the five
ynponents of quality in the New
Zealand approach

e safety (&£)

o people-centred (B ily)

o access and equity (F 7R EATEE)
o effectiveness ($h52)

e efficiency (¥hE8)

Access : an integral part of quality

Yt is not sufficient just to provide high quality
services for those who ‘walk in the door; but
quality means providing an appropriate service
for the whole populatior?’.

(National Health Committee 2002)

177

Quality Dimensions
for the
New Zealand Health and Disability System
T
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Quality Improvement ! N
: rrent Safety Initiatives of QIC
Committee ty Q
= To provide independent advice to the Minister e SafeMedication Management
on quality improvement in the health sector = Management of Healthcare Incidents
w To advise on data which needs to be collected, o Infection Prevention and Control

and streamlining existing data collection systems

; : / tional Mortality Review Syst
where possible, to enable national conclusions to » National Mortality Review Systems

be drawn. o Education and Training for quality improvement

= Give advice on prior}ties for epidemiological = Consumer voice and participation Safe Medication
studies that will assist in improving clinical Management
outcomes.

Medication Errors: A universal
problem

q S

]

.

- ,
P e e

Blendon et al. May/June 2003 Health Affairs

edication errors — the human

A effect

i m Cost of adverse events = $10, 264 per AE
u 3fgvgﬁ::;fes;i:ircg;:;‘a:;gfsha"" or die from = Preventable adverse events = $590 million
o rl?lz road toll 2004 deaths 397 w Wasted money = 30 cents in every health
dollar goes towards treating adverse events*

s Medication errors — largest subset of adverse
events.

"Medication errors: the $ effect

*Paul Brown et al. Cost of Medical Injury in New Zealand: results from
the NZQHS. Journal of Health Services & Research Policy, 2002..
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Jther important elements at the
~*  National System Level:

e

a Mortality Reviews Committees (Youth,
Child, maternity)
m Reportable Events Monitoring System

= Health Professionals Competency
Assurance legislation

m Accident Compensation Corporation

s Health and Disability Services (Safety) Act
2001

= The Health and Disability Commissioner

| The Health and Disability
/ﬁ Commissioner NZ an
independent agency set up to:

u promote and protect the rights of consumers who use
health and disability services;

s help resolve problems between consumers and providers
of health and disability services; and

m improve the quality of health care and disability servid§

e Code of Health and Disability Services
ers' Rights applies to all health and disability
services in New Zealand

o Right1: the right to be treated with respect.

w Right2: the right to freedom from discrimination,
coercion, harassment, and exploitation.

Right 3: the right to dignity and independence.

Right 4: the right to services of an appropriate standard.
Right 5: the right to effective communication.

Right 6: the right to be fully informed.

Right 7: the right to make an informed choice and give
informed consent.

Right 8: the right to support.

@ Right9: rights in respect of teaching or research.

Right 10: the right to complain.

Acknowledgements
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= Mignonne Ferreira for producing the slides.

Relevant web addresses:

Quality Improvement Col ep:

Health and Disability C iSSIONET htp:y bk
Ministry of Health htgofvwss.mah govtrne/
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Professor of Public Health La Trobe University
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Australian Commission on Safety and Quality in Healthcare
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3 ol S Key Messages and Outline
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U T Quality and safety of healthcare a
= . . .= longstanding concern — many foundation
o The Australian Quality and O stones exist
= = « Consumers have both minor and serious
Sj Safety Agenda S: concerns — as seen in complaints statistics
O O ° Concerted action occurs when disasters
— - strike — recent examples of crises
8 o 8 ° National leadership needed but must
= Vivian Lin _¢&  Involve all stakeholders — Australian
= Professor of Public Health 3 ggg’l‘t‘;‘?ggg“ on Safety and Quality in
o La Trobe University . ° General principles
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= Foundation Stones — Quality = Health Services Commissioner
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© and Safety closely linked © Complaints (2006-2007)
w ° Accreditation — Hospitals, Community U Acgefs . 1426 (36.6%)
“=  Health Services := - Delays, privacy
-0 S . . -O - Communications 798 (20.5%)
2 Professional Registration Boards 2 - Poorinformation, poor attitude
o ‘(‘doctors, nurses, psychologists, eic) — & ° Treatment 753 (19.3%)
O  “protect public health and safety” O - Medication errors, negligent treatment
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Q  patient representatives _8 605‘;"”"’3* consent 236 (6.1%)
. . . ° 17
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. cards _+ TOTAL 3898
€ ¥ « 3
-=  Chinese Medicine Registration Board: = Recent Crises have focused Public
8 complainis statistics (87 between 2004-2007) 8 and Political Attention
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» Remote consultations 1% (N SW)
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wd ., Title/holding out offences 5% v _ Understaffing
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o ¥+ OHaSIssues 2% « ¥  — Poorteam work
‘. <. Financial exploitation of patients 2% 2 <
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T I
_ ° National Patient Safety Education Framewori " Multiple mechanisms, at multiple levels —
.=« Partnerships for Health in Action: Promoting Ci d .= i icati
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