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540 To what extent does a patient-given global rating of 
quality of care reflect process, structure or outcome 
aspects of care? 

De Boer, D., Koopman, L., Delnoij, D., Rademakers, J. 

Objective: 

Managers in health care often seek to improve quality of care in order to increase patient satisfaction (e.g. measured in terms of 
global ratings). Should they focus on structure, process or outcome aspects to achieve this?

Methods: 

The CQ-index is the Dutch national standard for measuring patient experiences in different patient groups using questionnaires. 
Data is collected on a large and sometimes nationwide scale. The CQ-index aims to assess health care provider performance from 
the patient’s perspective by comparing experiences between providers. The questionnaires focus on actual experiences of patients, 
but also include a global rating which represents patients’ overall satisfaction with care and caregivers. Secondary analyses were 
undertaken on survey data from patients that underwent hip or knee surgery, cataract surgery, patients suffering from varicose 
veins, spinal disc herniation or rheumatoid arthritis. In these analyses, the patient-given global rating served as the dependent 
variable and experiences regarding structure (waiting times, continuity of care), process (communication and information) or 
outcome aspects (improvement of symptoms) served as independent variables. We controlled for demographic characteristics. 

Results:

For all patient groups, experiences regarding process aspects explained most of the variance in the global rating, followed by 
structure aspects (see Table 1). Further, experiences regarding outcome did not explain much variance in the global rating in any 
of the patient groups.

Conclusions:

It would appear that improving structure and process aspects of care are most likely to increase a patient-given global rating. 
Caution is warranted however, as it remains to be elucidated whether relationships between experiences regarding structure or 
process aspects and the global rating are causal. Further, judging from the present data, improvement efforts focussed on outcome 
should not be evaluated by changes in the patient-given global rating, as associations between patient experiences regarding 
outcome and the global rating are modest. 

Table 1: Variance in global rating accounted for by process, structure or outcome aspects
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554 Resilience in healthcare and clinical handover 

Jeffcott, S., Ibrahim, J.E., Cameron, P. 

Understanding and applying human factors in healthcare provides significant opportunities for improving patient safety. A key 
human factors concept is ‘resilience’, which investigates how individuals, teams and organizations monitor, adapt to and act on 
failures in high-risk situations. Although it is a new concept to healthcare, it is well accepted in other high-risk industries.

Objective: 

To describe the concept of resilience and using clinical handover as an exemplar demonstrate how it applies in healthcare.

Methods: 

The authors consider how the characteristics of a resilient organization, one whose workers are supported in three recognised 
key elements, (1) Foresight or the ability to predict something bad happening; (2) Coping or the ability to prevent something bad 
becoming worse; and, (3) Recovery or the ability to recover from something bad once it has happened may be applied to clinical 
handover. The clinical handover scenario is: -‘Let’s imagine a meeting is occurring mid-morning on a normal working day and staff 
are considering what options are available should a situation arise when a night house officer does not arrive for handover (i.e. is 
more than 30 minutes late for duty). The potential consequences are that a fatigued clinician will have to work longer than their 
allocated hours and if/when a replacement is found it will be unlikely that a full and comprehensive handover will take place’

Results:

Resilience Element 9am Monday 
FORESIGHT

10pm Monday 
COPING

9am Tuesday 
RECOVERY

Individual e.g. Clinician would contact 
your replacement before or 
at shift change

e.g. Clinician would agree 
to stay on working until a 
replacement is found

e.g. Clinician makes sure 
supervisory staff are aware of 
the situation and any patient 
concerns that stem from that 
shift

Micro-system e.g. Supervisory clinician 
identifies deficits in current 
workforce staffing levels and 
escalate issue to management 
for shift changes

e.g. Having a second on-call 
in cases of emergency as 
a standard protocol to be 
followed

e.g. Cover to reduce the 
workload of that individual, 
review patients that were 
reviewed overnight by 
a fatigued clinician and 
organize rota for following 
night

Macro-system e.g.  Workforce training 
and standard operating 
procedures about handover 
and provisions for dedicated 
handover time and place

e.g. Extensive documentation 
of clinical care by the day 
people identifying high-risk 
situations overnight

e.g. Get clinician home 
safely, review the micro 
team’s management of the 
service, and review clinical 
practice (may be via executive 
“walkaround”)

Conclusions:

Resilience moves the focus away from “What went wrong?” to “Why does it go right?”, that is, it moves from simplistic reactions 
to error making toward valuing a proactive focus on error recovery. Translating this concept into practice requires substantial new 
research towards identifying and testing mechanisms for measuring and building resilience within complex healthcare processes.
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556 Improving transitions across care settings 

Doody, P., Ashford, Y. 

Objective: 

To improve the timeliness and effectiveness of transitions of care from admission to an acute medical unit within two hospitals in 
the province of Ontario, Canada to subsequent care destinations utilizing quality improvement techniques.

Methods: 

As a result of growing capacity pressures in hospitals and long-term care (LTC) homes, many patients are unable to transition to 
subsequent care destinations in a timely manner once the acute component of their care is complete. The Centre for Healthcare 
Quality Improvement (CHQI) launched a province-wide quality improvement initiative, entitled the Flo Collaborative, designed 
to address processes of care delivery regarding transition from hospital to subsequent care settings. Duplication of effort among 
multiple care providers, lack of role clarity, and the need for system integration and collaborative problem-solving led to a 
coordinated approach to quality improvement in this area. The Central Community Care Access Centre (CCAC) provides in-home 
and LTC placement services and participated with two partner organizations in Flo – Southlake Regional Health Centre and North 
York General Hospital. Over a 15 month period, two Improvement Teams from each partnership utilized quality improvement 
techniques, including lean methodology to streamline care processes. Using rapid-cycle improvement combined with a Plan-Do-
Study-Act framework, each Team developed sub-aim statements and tested change ideas including establishment of estimated 
discharge dates; the use of visual triggers; documentation of role accountabilities; implementation of a Patient Navigator, and 
the sharing of resources between the hospitals and the CCAC. Process, outcome and balancing measures were monitored for each 
sub-aim. 

Results:

Value stream analysis and process mapping sessions for each partnership revealed multiple steps and hand-offs; numerous 
databases and approvals; duplication of effort and a significant number of non-value added steps not designed to support the 
people involved. This analysis led to the development of the above noted change ideas, which were tested on each hospital unit. 
Highlights of the improvement efforts included reorganization of the unit to improve staff efficiency and placing a CCAC Case 
Manager on the unit to integrate with the interdisciplinary care team. In order to reduce discharge delays, standardized bullet 
rounds using a stop light system, and patient white boards were developed to further improve communication with patients and 
families. In both hospitals, interdisciplinary bullet rounds were implemented to ensure receipt of timely information to reduce 
barriers to timely discharge. Within one of the partnerships, the percentage of patients assessed by the Patient Navigator within 72 
hours of admission has improved (55% of patients assessed at baseline versus 85% at project completion). There is now a consistent 
Case Manager on the hospital unit facilitating timelier discharge. In addition, the number of referrals to the CCAC for in-home 
services versus LTC placement has increased (35 patients referred per month at baseline versus 50 per month at project completion). 
Within the second partnership, improvements have been made to the LTC application and placement process, resulting in reduced 
lengths of stay on the hospital unit for this subset of patients (an average of 11.5 days were eliminated from the total length of 
stay for patients awaiting LTC placement). 

Conclusions:

Process improvements were made within each partnership despite obstacles such as available community capacity, placement 
policies, and full sector integration. Other challenges included maintaining momentum, engaging front-line staff and dealing with 
organizational changes (e.g., information systems). Improvements were demonstrated primarily through process metrics, with 
outcomes being more difficult to impact. Improved working relationships have been fostered and more efficient processes have 
been developed to streamline transitions across care settings. Starting small, celebrating successes and promoting culture change 
were critical enablers.
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577 Designing an effective legal environment for clinical 
incident disclosure  

Geraghty, C., Sweeney, J. 

Objective: 

To conduct a comparative analysis in order to establish if a legal environment can be created which supports and advances clinical 
incident disclosure and patient safety. 

Results:

•	 Supportive Legal Environment - This comparative study considers whether legal frameworks are enablers of safe healthcare, 
or, if in fact they inhibit it. It appraises the most effective legal responses to patient safety, and in particular it draws on the 
strategic approach adopted by the United States. The experiences of other jurisdictions can provide a useful template for the 
design of future legislative developments in Ireland, which can form the centre piece of a coherent patient safety strategy.

•	 Partial Pictures - The old adage that ‘you can not manage what you can not measure’, holds true in respect of medical error. 
Yet despite comprehensive efforts in countries such as Ireland, clinical incident systems which aim to measure, and learn 
from medical error, still yield only partial pictures of the nature and extent of adverse events. The reasons for low levels of 
reporting have been well researched and documented. Legal and medical scholars have consistently argued that the reasons 
for inadequate disclosure are essentially two fold; primarily due to fear of individual blame and the consequences of the tort 
system, and secondly, healthcare staff do not believe that the information which they provide to incident reporting systems 
will be used effectively. 

•	 The United States and Strategic Reform - The United States of America has taken bold steps to address these issues and to 
radically change their legal environment with the passage of The Patient Safety and Quality Improvement Act, 2005. With the 
passage of this Act, the US administration has created a ‘safe place’ in which adverse events can be reported and analysed. The 
Act ensures that reports generated for, and examined by, Patient Safety Organisations, cannot be subsequently discovered in 
civil court proceedings.

•	 Patient Safety Framework and The United Kingdom - In comparison to the USA, the patient safety developments in the United 
Kingdom have not provided the same unity of focus. While patient safety is high on the health policy agenda, the overall 
approach has been inconsistent. The UK is armed with many institutions, and a number of authorative reports which prioritise 
patient safety, yet interrelationships among the various initiatives and bodies are not always clear, and overlap and duplication 
of effort result.

•	 Patient Safety in Ireland - In Ireland the patient safety journey has just begun and there is an opportunity to improve patient 
safety on a number of fronts. From a legal perspective, the main learning points from the USA and the UK, is that clarity is the 
key. If patient safety audits are left to rest on legal fudge then the culture of concealing mistakes is likely to prevail.

Conclusions:

Patient safety can be advanced in Ireland from both a public and private law perspective. Tort law, although much maligned, is 
still an important tool. Clinical negligence data is potentially a rich source of patient safety information, and it is one which is 
currently under-utilised in an Irish context. However, the most radical reform is the one which offers the greatest potential in terms 
of analysing and learning from clinical error. The enactment of patient safety legislation to provide privilege and confidentiality 
to patient safety data would foster an uninhibited reporting system and progress patient safety goals. In order to ensure that an 
external evaluation system is supplied with comprehensive and robust data, a supportive legal environment must be designed to 
ensure the continuing viability of clinical incident reporting systems.
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587 Which clinical improvement model do I use? 
Decision tools and lessons learnt from applying 
different methodologies to review practice against 
existing guidelines for community acquired 
pneumonia (SNAP-CAP) & adult epilepsy (Epi-SNAP)  

Patton, A., Davey, P., Bullivant, J.  

Objective: 

A Scottish bi-collegiate (RCPE & RCPSG) programme funded by the Health Foundation since 2006 to deliver continuous change and 
improvement in acute and chronic care through the engagement of medical colleges, allied professions and user groups, using 
evidence and change management to influence clinical leaders and organisations in bringing added benefits to patients. 

Method: 

This project involves the deployment of two distinct quality improvement techniques: (a) a double cycle audit of adult epilepsy and 
(b) the application of a bundle of care intervention for community acquired pneumonia. Both approaches build upon the clinical 
application of existing evidence based guidelines (British Thoracic Society/Scottish Intercollegiate Guidelines Network (BTS&SIGN)) 
using discrete web-based approaches for data capture and feedback, with the aim of highlighting ways in which the quality of care 
might be improved. The programme had the further aims of  (1) devising and implementing a generic clinical improvement model 
which is capable of sustainability and spread and (2) harmonising existing/developing systems (such as IT, medico-legal, training, 
etc) through Quality Improvement to achieve improvements in care. Early findings were submitted and accepted for Isqua 2007 
(Vancouver) and 2008 (Copenhagen). The Epilepsy programme had the additional objective of developing a common approach to 
GP annual reviews of patient epilepsy based on exploiting existing/developing IT systems and confirming medical/legal governance 
issues (re: safety of driving etc). The CAP programme has benefited from exploiting the general availability in Scotland of the IHI 
generic clinical audit extranet which provides a simple methodology for extending audit sites & analysis across the UK.

Results:

•	 The original programmes are to be completed this year (2009) but both now have opportunities for further development. 
CAP will migrate to the Scottish Antimicrobial Prescribing Group (SAPG) and EPI should be incorporated in a revised SIGN 
guideline. 

•	 Results derived from the interventions show the value of the two QI applications, one using traditional double cycle audit; 
whilst in the case of CAP, the development of an interventionist bundle of care focusing on the few essential clinical actions 
known to improve patient outcomes. 

•	 The programme has been carefully and continuously reviewed internally using a maturity matrix and externally through 
formal evaluation by RAND on behalf of the Health Foundation 

Conclusions:

•	 There is no one generic model of quality improvement but this programme has identified the mechanism for determining 
which of the tested models best fits which medical condition and has developed a simple rules protocol to avoid some of the 
pitfalls experienced.

•	 The programme has also identified areas where minimal investment can have material impact. 

•	 This includes the potential for transfer to other conditions e.g. Rheumatology and other jurisdictions (outside Scotland) by 
early involvement of colleagues in specialist societies who best understand the key levers in their specialty/localities

References: 

•	 Diagnosis and Management of Epilepsy in Adults, a national clinical guideline, SIGN #70, ISBN 189989358X, April 2003.

•	 Community Management of Lower Respiratory Tract Infection in Adults, SIGN #59, ISBN 1899893083 June 2002.

•	 Management of Adults with Community Acquired Pneumonia (2001) & 2004 update, British Thoracic Society, 2001 Guidelines 
(pdf) Thorax 2001; 56: (suppl IV).
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596 Emergency medicine closed claims analysis of settled 
medical negligence claims  

Oglesby, A. 

Objective: 

Within the public health service in the Republic of Ireland, the specialty of emergency medicine accounts for 4.7% of all adverse 
patient events reported onto the national clinical incident reporting system. However, emergency medicine is responsible for 15% 
of all medical negligence claims. 

The focus of this study was to review those claims that were settled by clinical claims managers in the Clinical Indemnity Scheme. 
Settled claims are those claims that were settled out of court and as such may offer opportunities for learning.  

Results:

Of all the closed claims (n=203), 53.6% did not proceed to claim. 25% were settled out of court. Of these, 59% were as a result of 
a diagnosis event; 94% as a result of failure to diagnose. The in-depth analysis of these claims indicates that 71.4% were fracture 
and musculo-skeletal related. Closed claims analysis revealed that the SHO grade was most likely to be involved in a claim at 74% 
versus registrar at 14% and consultant at 8%. 

Failure to diagnose fractures occurred most commonly in the SHO grade at 32%. 57% of these errors in the SHO grade had a 
primary root cause specifically related to staff skill/knowledge/competence.

Conclusions:

In the specialty of emergency medicine missed diagnosis is the most common type of claim. SHO’s were most likely to be involved 
in a claim. The predominant type of claim was due to missed fractures, therefore an increased emphasis on-going education and 
feedback regarding accurate radiological interpretation is essential for all emergency medicine rotations. Follow up with more 
senior colleagues, timely radiologist reviews and comprehensive reporting and follow up mechanisms need to be developed 
between radiology and emergency medicine. 

A standardised reporting system is crucial so that missed fractures identified by other personnel (i.e. radiology consultant) are 
immediately alerted to the relevant emergency department physician for immediate action and follow up.
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601 Development and face-validity of explicit indicators 
for access to community pharmacy services: a Delphi 
consultation study  

Halsall, D., Noyce, P., Ashcroft, D.M.

Objective: 

The aim of this study was to develop quality indicators to assess accessibility to the care and services offered by community 
pharmacies.  

Method: 

Between October 2008 and February 2009, a two-round modified Delphi questionnaire was used to gather agreement on the 
face-validity of 125 potential indicators. Indicators were generated from a systematic review of the literature plus 10 focus 
group discussions (n=47) with patients or their carers, community pharmacists, pharmacy staff and community pharmacy service 
commissioners.1 The Delphi questionnaire participants were invited from Primary Care Trusts (PCTs) across England, who had 
either: visited pharmacies to monitor compliance with their contractual framework; facilitated quality improvement initiatives; or 
commissioned pharmacy services. A snowballing technique was used to identify community pharmacist participants who did not 
work in PCTs. Thus, both pharmacists and non-pharmacists were invited. Twenty-one individuals formed the panel who judged 
the face-validity of the indicators. Of these, 17 (seven community pharmacists, five who worked in PCTs and five who worked in 
both sectors) responded to the second round. The panel was asked to rate the face-validity of each indicator for assessing access to 
community pharmacy healthcare and services.  Disagreement was defined a priori as 30% or more scores in both the bottom (1-3) 
and top (7-9) tertiles, on an ordinal scale from 1-9 (where 1 was “definitely not useful” and 9 was “definitely useful”).2

Results:

Following the second round of the Delphi questionnaire, 112 indicators were agreed to have face-validity for assessing access 
to community pharmacy healthcare and services. One was agreed as not being valid. Nine were either equivocal or there was 
disagreement as to their validity. Of those agreed to be useful, 27 represented indicators of physical or geographic accessibility 
and one was an indicator for assessing patients’ perceptions of accessibility. Meanwhile, 49 represented indicators of access to 
services; 28 represented indicators of access to medicines; and seven represented indicators of access to medicines information and 
advice. Panellists commented on the value of using such indicators in order to improve quality in the community pharmacy setting. 
However, they acknowledged the need for feasibility and reliability testing in practice. The panellists also recommended several 
additional indicators relating to other dimensions characterising quality in the community pharmacy setting, which will be tested 
as part of our ongoing work.

Conclusions:

Access to care and services is fundamental to providing quality healthcare. The indicators which were developed and then rated 
as having face-validity provide an important starting point for assessing accessibility in community pharmacies. Once tested in 
practice, these indicators should enable those who design, develop and provide pharmacy services to better target their efforts in 
ensuring access to such care.

References:

1 	 Halsall D, Ashcroft DM, Noyce, PR. What is quality in the community pharmacy setting? Development of a conceptual framework. 
Int J Pharm Pract 2008; 16: S3: C17-18.

2 	 Campbell SM, Cantrill JA, Roberts D. Prescribing indicators for UK general practice: Delphi consultation study. BMJ 2000 Aug 
12;321(7258):425-8.
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602 Improving quality in clinical sessions   

Lopez, De, Lis, C., Periañez-Vega, M., Reyes-Alcázar, V., Buiza-Camacho, B.,  
Fernández-López, S., Torres-Olivera, A. 

Objective: 

To present the results regarding the quality of clinical sessions following the implementation of the accreditation process as part 
of Continuous Training (CT) at the Agency for Healthcare Quality in Andalusia (Spain). 

Method: 

The methodology framework takes into account that there are three accreditation processes at the Agency for Healthcare Quality 
in Andalusia:

•	 Accreditation of CT Activities (November 2003)

•	 Accreditation of CT Units and Centres (February 2006)

•	 Accreditation of CT Activity Programs (March 2008)

This analysis took into consideration the accreditation of CT Activities (1) and Activity Programs (3). Quality standards and items 
covered by both processes were defined by a panel of experts on the basis of criteria laid down by the National Commission for the 
Continuous Training of Medical Professionals and taking into account, among other publications, the “WFME Global Standards for 
Quality Improvement in Medical Education” with regard to Continuing Professional Development (CPD). The methodology used 
in the study is a descriptive analysis of the total number of accredited clinical sessions (147) held between March 2008 and March 
2009. The variables under study are: 

•	 The number of accredited clinical sessions.

•	 The mean quality score for those sessions, ranging from a minimum of 1 to a top score of 2.8. 

•	 Fulfilment in percentage terms of quality standards as laid down in the criteria: purpose, objectives, methodology, assessment, 
selection and structure. 

The data for the analysis was extracted from the accreditation process software program.

Results:

•	 The number of clinical sessions accredited as individual activities was 68, while the number accredited as a series of sessions (or 
Program) was 79.

•	 The mean quality score for sessions accredited as independent activities was 1.90 compared to sessions accredited as programs, 
which was 1.98.

•	 The results of the criteria analysis were:

Criteria Activities Programmes

1. Purpose 57,5% 76,39%

2. Objectives 70% 86,09%

3. Methodology 62% 65,41%

4. Assessment 52% 61,97%

5. Selection 50% 77,94%

6. Structure 80% 86% 

Conclusions:

•	 The accreditation of clinical sessions as activities that form an integral part of a training program scored more highly in quality 
terms than those sessions accredited as independent activities.

•	 The results of evaluating the criteria reveal a general improvement in the quality of all criteria, especially purpose, assessment 
of the session and trainer selection.

•	 Such an accreditation process as part of a Continuous Training Program enhances the planning, development and continuous 
assessment of clinical sessions as a tool for improving ongoing professional development.
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612 Perceived quality of the accreditation of competence 
by healthcare professionals   

Almuedo-Paz, Brea-Rivero, P, Carrascosa-Salmoral, M, Rojas de Mora-Figueroa, A., 
Reyes-Alcázar, V, Torres-Olivera, A. 

Objective: 

To assess the improvement cycle within the competence accreditation process on the basis of the results of perceived quality by 
professionals having completed the self-assessment stage. 

Method: 

The Andalusian Agency for Healthcare Quality (Spain) has developed, among others, a Professional Competence Accreditation 
Programme in order to acknowledge the achievements made by professionals in their daily practice and to guide them towards 
further development and continuous improvement. Subject of the study: healthcare professionals that have completed the self-
assessment stage in the accreditation process. Object of analysis: The perceived quality by professionals with regard to Versions 1 
and 2 of the Accreditation Manuals as part of the Professional Competence Accreditation Programme. Field of study: Public Health 
Service in Andalusia (Spain). Timeframe: First phase, April 2007- May 2008. Second phase, May 2008 - November 2008. Size of sample: 
Phase 1 (n: 711), Phase 2 (n: 321). Type of design: Observational study. Instrument: Design and validation of a questionnaire in which 
the items are valued by means of a Likert ordinal scale.Variables: 13 items distributed in 5 dimensions. Statistics software: SPSS.

The results of Phase 1 enabled the identification and implementation of improvement areas in the accreditation programme: Wording 
of different items of evidence was changed and clarification added. Variability between the different manuals was reduced. New 
support utilities were added to the software backing the process.

Results:

Response rate: 49.22% (Phase 1), 40.49% (Phase 2).

DIMENSIONS VARIABLE MEAN SCORE

Application phase Speed with which credentials were obtained 8.17

Satisfaction with employee service office 8.96

Simplicity-of-use of software for application 8.22

Self-assessment Intuitive management of software 7.58

Program facilitates interaction with the Agency 8.10

Simplicity of means of providing evidence 7.65

Satisfaction with tutor-guide 8.94

Accreditation Manual Wording of evidence criteria 7.29

Guidelines toward improving quality 7.84

Accreditation Programme Self-learning and reflection thanks to exercise 7.97

Maintenance and improvement of competence 7.86

Maintenance and improvement of results 8.05

Overall satisfaction Overall assessment of accreditation programme 7.88

With regard to the first period of analysis corresponding to the first version of the Accreditation Manuals, improvement was observed 
in those items that previously had produced the lowest scores, namely, evidence criteria wording improved by 0.5 points, intuitive 
handling of software program by 0.7 points, and simplicity of means of providing proofs by 0.7 points.

Conclusions:

(1) The quality perceived by healthcare professionals of the competence accreditation process scored higher than 7, in which the work 
of Agency personnel and, given its special relevance, the ability of the program to boost self-learning and reflection in daily practice 
featured prominently, as did the maintenance and improvement of professional competence and the results. (2) A consequence of 
the improvements that were included was a higher score for the quality perceived by professionals with regard to the ‘weaker’ areas 
in the accreditation process. (3) This satisfaction questionnaire represents a significant support tool for the continuous improvement 
cycle of the professional competence accreditation scheme.
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618 The impact of transformational and transactional 
leadership styles on patient safety culture  

Liu, D., Huang, T.C., Lee, J.S.  

Objective: 

To understand the impact of transformational and transactional leadership styles of the nurse manager on patient safety culture 
in district hospitals. 

Method: 

This study employed the Taiwan version of transformational and transactional leadership styles questionnaire which was constructed 
by the Jing-jyi Wu to measure leadership styles of the nurse manager of district hospitals. Patient safety culture was measured by 
the PSCHO (Patient Safety Climate in Healthcare Organizations) 5-point Likert Scale. The questionnaires were administered in 312 
district hospitals across Taiwan in July 2008. 101 district hospitals completed and returned the questionnaires. The response rate 
is 33%.

Results:

Amongst the 3 dimensions of patient safety culture, the perception of organization and management is the highest (M=3.69) 
and the perception of blame and shame is the lowest (M=2.49). Transformational leadership styles (M=3.89) are used more than 
transactional leadership styles (M=3.40) by the nurse managers. It was also found that the factors of transformational leadership 
styles are positively correlated with the perception of organization and management of patient safety culture (r=.256~.454, 
p<.01). The negative correlations were found between Commitment Justice and Respected Trust and the perception of 
individual performance. Apart from the Vision Attraction, the perception of blame and shame is correlated with all of factors 
of transformational leadership styles. Additionally, Respected Trust is negatively correlated with the perception of blame and 
shame (r=-.228, p <.01). The results of multiple regressions indicate that Vision Attraction of transformational leadership styles 
and Respected Trust account for 17.7% of variance in the perception of organization and management of patient safety culture 
(adj R2=.177，F(7.262)=9.237 p<.001)。Moreover, it was found that the perception of organization and management is significantly 
positively correlated with all the factors of transactional leadership styles (r=.283~.381, p<.001) except the factor of Passive 
Management-by-exception. A significant positive correlation was also found between the perception of individual performance 
and Passive Management-by-exception (r=.219, p<.001). Both Active and Passive Management-by-exception are significantly 
related to the perception of blame and shame of patient safety culture (r=.225, r=-.153,p<.05)。The results also indicate that Passive 
Management-by-exception is positively correlated with the perception of blame and shame (r=.272, p <.001) amongst those nurse 
managers who work for hospitals with more than 100 beds. There is a negative correlation between Active management-by-
exception and the perception of blame and shame (r=-.197, p<.05) reported by the nurse managers who work for hospitals with 
less than 99 beds. Promises Contingent Reward and Active Management-by-exception of transactional leadership styles account 
for 16.6% of variance (adj R2=.166，F(5.264)=11.742, p<.001) in the perception of organization and management. Passive and 
Active Management-by-exception account for 7.1% of variance (adj R2=.071, p=.001) in the perception of individual performance. 
Passive Management-by-exception, Promises Contingent Reward and Active Management-by-exception account for 7.2％variance 
(adj R2=.072, p<.05) in the perception of blame and shame.  

Conclusions:

Both transformational and transactional leadership styles are positively related to patient safety culture. In order to improve the 
patient safety culture, it is essential to identify the key factors of leadership styles which are related to patient safety culture and 
could be further employed in the training and development of leadership skills of the nurse managers. Speaking overall, the 
perception of organization and the management of patient safety culture has been well established, however, the perception 
of blame and shame is the lowest among 3 dimensions of patient safety culture. It is necessary to build up a No Blame Culture in 
hospital working environments.
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624 Research skills in surveyors: design of a self-
assessment questionnaire   

Reyes-Alcázar, V., Sotillos-González, B., Torres-Olivera, A. 

Objective: 

To assess the research potential of surveyors from an organisation geared to boosting healthcare quality Andalusian Agency for 
Healthcare Quality; Spain by means of a self-assessment tool on research skills which contains specific questions dealing with 
research capability and activity.  

Method: 

•	 Designing a self-assessment questionnaire on research skills. 

•	 Running a pre-test of the questionnaire among in-house staff from the organisation. 

•	 Applying the questionnaire to personnel from the organisation (n: 30). 

•	 Data collection and analysis of results. 

The questionnaire has two basic dimensions: firstly, it analyses research capability on two levels: (a) Research-related functions (study 
design, literature review, critical reading, collecting data, writing reports, presenting results, etc.). (b) Proficiency in documental 
resources and bibliography management tools (EMBASE / Elsevier, Pubmed, ScIELO, Reference Manager, Endnote, etc.). The 
second dimension explores research activity through questions about: post-graduate and post-doctorate training, attendance of 
congresses and participation in international projects, responsibilities such as principal investigator, publication of articles or other 
materials. Timeframe: this study has been carried out between November 2008 and February 2009.

Results:

•	 The Research Potential among interviewees was seen to be highly variable with a mean score of 8.5 and an interquartile range 
of 13.32. 

•	 Specifically, the Research Capability dimension (from 0 to 10) disclosed a mean score of 6.19 (± 3.37). The three aspects of 
this Dimension in which the largest number of professionals responded affirmatively are: information searching through the 
Internet (100%); writing up contents for a congress to be held in their mother tongue (90.3%); data collection and analysis 
(80.6%). Meanwhile, those aspects that need strengthening refer to article writing (48.4%) and oral expression in foreign 
languages (38.7%). 

•	 On another note, 7 out of 10 documental resources and bibliography management tools in the questionnaire had been used 
by 30% of the interviewees. A highlight here was Pubmed, used by 64.5% of the subjects of the study. 

•	 Finally, with regard to Research Activity, contributions to congresses held in the home country (90.3%) far outnumbered those 
to foreign congresses (41.9%). 

Conclusions:

•	 The use of a self-assessment questionnaire on research skills in surveyors from an organisation aimed at enhancing healthcare 
quality helps professionals to identify improvement areas, which, in this case, were those referring to acquiring knowledge and 
skills for the various stages of the research process. 

•	 Applying the self-assessment questionnaire helped the interviewee surveyors to reflect on the significance of research in 
organisations devoted to healthcare quality and accreditation programmes. 

•	 The application of the self-assessment questionnaire enabled people with a high research potential to be identified in different 
areas throughout the organisation, which in turn opens the door to collaborative projects in the future. 

•	 The study was a useful way of shaping the design of the organisation’s research strategy for the coming years. 

•	 Likewise, the analysis carried out on research skills proved to be a line of work with an enormous potential for member 
organisations of ISQua, given its applicability to the field of healthcare quality and accreditation.
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643 Applying quality improvement to improve follow up 
for abnormal newborn hearing screening results   

Homer, C., Russ, S.A., Hanna, D., DesGeorges, J., Forsman, I., Kornberg, A. 

Objective: 

To improve the rate of follow up for infants who were found to have abnormal newborn hearing screening results.  

Method: 

In the context of a Breakthrough Series Learning Collaborative, teams from eight US states (AZ, CA, FL, KS, MI, NE, PA and WI) were 
trained in the Model for Improvement, a quality improvement approach that entails setting clear aims, tracking results, identifying 
proven or promising change strategies, and the use of small scale, rapid cycle Plan-Do-Study-Act (PDSA) tests of these changes. 
The principal aim of the collaborative was to identify and test strategies that could be used to improve follow-up. Through 
appointment of a parent collaborative co-chair and active parent participation on all state teams, parents acted as equal partners 
in guiding system improvement, and improving communication strategies for both parents and professionals. 

Results:

Teams identified ten change strategies that appeared to result in process improvements such as verification of the primary care 
provider’s identity, and obtaining a second contact number for families prior to discharge from the birthing hospital, scripting of 
the message when an infant does not pass screening, and use of fax-back forms to facilitate communication between primary care 
providers and specialists.  

Conclusions:

A learning collaborative approach to quality improvement can be applied at a state system level. Ongoing QI efforts will require 
refinement of measures used to assess improvement; development of valid indicators of system performance, enhanced teamwork 
involving all providers; full engagement of parent partners to assist in the creation of solutions to system failures; and a focus on 
enhancing system efficiency and reliability. 
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644 Implementation of computer-based appointment 
system to improve breast sonography appointments   

Chao, T.C., Lee, C.H., Yang, C.M., Huang, H.Y., Tai, H.Y., Soong, Y.K.  

Objective: 

Using computer-based appointment system to reduce the waiting period for breast sonography.  

Method: 

Sonography is employed by many physicians to examine breast lesions in Chinese women since most of them have smaller and 
denser breasts than Western women. Breast sonography is performed on 19,000 – 21,000 patients every year at our hospital. A long 
waiting list for sonography examination or long waiting times at the examination unit induces unnecessary anxiety in patients. 
Appointments for breast sonography were formerly arranged by the physicians based on their personal appointment books. 
This would result in two or more patients with the same appointment time or too many patients being arranged in the same 
examination day. In order to improve the appointment problems, an appointment section for breast sonography examination was 
established in the hospital information system (HIS). It shows the number of appointments each day and the most appropriate 
time for the appointment. In order to avoid over-booked appointments, the system is set to control the maximum number of 
appointments. For those patients who require an earlier examination, the appointments are arranged separately. An appointment 
card indicating examination date and time was given to the patient. In addition, a map showing how to get to the examination 
unit was also provided. 

Results:

Before the launch of breast sonography appointment system, 38% of patients waited less than one week to have the examination, 
33% for 2 weeks, and 18.6% for 3 weeks. The computer-based appointment system reduced the waiting period of breast 
sonography. Most patients (51.1%) can have sonographic examination in one week, 20.3% in two weeks, and 15.8% in 3 weeks. 
The interval between patient arrival at the examination unit and the start of the examination was also improved. Prior to the 
implementation of this system, the patient had to wait at the examination unit for 62.9±2.8 minutes to undergo examination. The 
new appointment system resulted in 41.5±2.6 minutes for the patients to undergo sonography examination (p<0.0001, unpaired 
t test). The patient satisfaction increased from 84.2% to 87.5%. In addition, no duplicate appointments were made on the same 
day.

Conclusions:

Computer-based appointment system books appointment for breast sonography more efficiently and reduces waiting time for 
the examination. The improvement not only eases the patient’s anxiety, but also provides an efficient examination process. This 
appointment is currently applied to other examinations.
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650 Patients’ associations and the fight against 
nosocomial infections: comparing France and 
Quebec

Pomey, M.P., Naiditch, M.

Objective: 

This study analyses how patients’ associations have influenced nosocomial infection policies in France and in Quebec after tragic 
cases.

Methods: 

We reviewed the literature, including press articles, published between 1997 and September 2008 on nosocomial infections and 
the role of patients’ associations. In addition, between January 2005 and September 2009, we interviewed policy makers, decisions 
makers, managers and members of associations of victims of nosocomial infections (ten interviews in France and five in Quebec).  
We validated our interpretation with two experts in France and two in Quebec.

Results:

Prior to the nosocomial infection scandal in Quebec, Quebec’s approach was uncoordinated.  Without public health specialists on 
staff at Quebec’s hospitals, the management of nosocomial infections fell to infection specialists and hygienic nurses overwhelmed 
by other tasks. Quebec’s ministry of health did not monitor hospital infection control and regional health authorities lacked 
competence in this area. Only one group of infectologists attempted to understand the rapid propagation of the infections. In 
France, in contrast, a national technical committee had published best practice protocols and implemented infection monitoring 
systems, and hospitals were required by law to operate infection control committees.  Unfortunately, however, the public health 
specialists active on these committees lacked the legitimacy to persuade their colleagues to comply with recommended hygienic 
measures. On September 1997, the French media reported a tragic case of a victim of a nosocomial infection.  The story spread rapidly, 
transforming what had been seen as a technical problem into a matter of general concern. Seven years later, the Canadian Medical 
Journal Association ran an article in June 2004 about several hundred deaths from an epidemic of Clostridium difficile in Quebec’s 
hospitals. Around the same time, Quebec television profiled the case of a French doctor retired in Quebec who had contracted a 
nosocomial infection in a local establishment. Following the scandal in France, the husband of the French victim founded LIEN, 
a patients’ rights association, with a view to publicizing the plight of victims of nosocomial infections, bringing governments to 
recognize and indemnify those victims and pressuring for a more efficient and transparent system for the prevention and handling 
of the infections. Backed by other patient associations, LIEN’s lobbying led to the creation of a new system for indemnifying victims 
and to an overhaul of France’s system for monitoring and declaring nosocomial infections that included the publication of hospital 
infection rates. In Quebec, the retired doctor created the Association for the Defense of Victims of Nosocomial Infections (ADVIN). 
While this association did not benefit from the same political, financial and societal support as LIEN, it nonetheless resulted in the 
government’s adoption of recommendations to reduce the risk of infection and the publication of rates of Clostridium difficile 
infections (but not other infections) on the website of the ministry of health. No measures to indemnify victims were adopted.

Conclusions:

Patients’ associations have demonstrated the potential to play a central role in the fight against nosocomial infections and the 
struggle to ensure that the issue does not remain a specialized and bureaucratic concern. Nonetheless, victims’ associations were 
less active in Quebec than in France, where they benefited from a social, professional and political environment more favourable 
to their cause. Our analysis shows that the associations’ relative success can be partly attributed to their capacity to develop a 
global strategy and to gain the support of other stakeholders, whether at the local level (within hospitals) or at the national level. 
But associations’ political power is strongly linked to the cultural context in which the associations operate.  
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653 Reducing prescription related medication errors 

Budak, M., Ozturk, K., Akçin, B., Akinci, O.F.

Objective: 

The purpose of this study is to identify and prevent errors related to medication orders at Sema Hospital, a JCI accredited hospital 
in Istanbul, Turkey.

Methods: 

Analysis of medication errors reported in 2007 revealed that 88% of reported errors were related to physician medication orders, 6% 
were related to the administration of a medication and the remaining 6% were related to medication distribution. Sema Hospital’s 
subsequent improvement efforts in 2008 focused on physician prescribing practices, as they were the root of the bulk of reported 
errors. The Medication Order and Administration Form was revised so that all prescribing providers were ordering medications on 
a single form. This eliminated errors related to transferring orders from one document to another and allowed physicians to see all 
of the medications ordered for that patient. The new form also featured an area to highlight allergies to medications as reported 
by the patient. A hospitalist was assigned to each inpatient unit. The introduction of a full time physician on each inpatient 
unit improved communication between inpatient medical staff and the admitting physician. This resulted in fewer verbal orders 
from the primary physician. The procedures related to verbal orders were revised to be more restrictive, physicians and nurses 
were given training, and physician-based statistics on verbal order appropriateness and follow up began to be issued monthly. 
Hospitalist responsibilities include reviewing medication orders. Medications that had previously been ordered “as needed” were 
required to be written with specific indications. A process was introduced to ensure that all chemotherapy medication orders were 
reviewed by a second physician. The pharmacist was empowered to refuse orders if the order was missing certain information. A 
list of look alike-sound-alike medications, a list of approved abbreviations and symbols, and a list of never-to-be-used abbreviations 
and symbols were published. Never-to-be-used abbreviations and symbols were printed on the medication order form in red as a 
reminder to ordering physicians. The hospital’s Medication Management Committee revised protocols for medications that were 
not being monitored appropriately on intensive care units. The revised protocols were standardized across intensive care units. 
Algorithms were developed for medications and dosages required during paediatric emergencies. A comprehensive Medication 
Prescribing Procedure, inclusive of all these changes, was published through the hospital’s online document management system 
which includes a tracking system to ensure that employees confirm they have read documents assigned to them. Physician training 
was made a major priority. Clinical leaders presented good and bad examples of physician orders collected from medical records 
at weekly physician meetings. The training focused on the most commonly seen problems such as illegible handwriting, use of 
forbidden abbreviations, and incomplete or incorrect medication name, dose and/or method of administration. A clinical quality 
specialist began to audit physician orders on a daily basis and issue a daily email report identifying error categories by physician. 
Closed medical record review criteria were revised to include criteria related to medication orders. The medication order forms in 
each medical record were reviewed for a) compliance with corporate prescribing procedures, b) documentation of date and time 
of order, c) physician name and signature, d) complete medication name, dose and method, e) approval of verbal order within 24 
hours, f) use of forbidden abbreviations.  

Results:

Reported medication errors in 2007 were compared to those from 2008. The percentage of reported medication errors that were 
related to orders dropped from 88% to 40%. This represents a 75% decrease in the number of order related errors reported. The 
number of reported errors related to distribution and administration did not change significantly. The percentage of medication 
orders that were determined to be in compliance with corporate prescribing procedures rose from 53% to 73%. The percentage of 
medication orders with complete physician names and signatures rose from 52% to 98%. The percentage of orders with complete 
medication name, dose and administration method rose from 67% to 87%. The percentage of verbal orders that were signed off 
on within 24 hours rose from 29% to 85%. The percentage of medication orders that contained forbidden abbreviations dropped 
from 17% to 6%. 

Conclusions:

The introduction of a multi-disciplinary committee simplified and improved the hospital’s management of medications. The 
improvement projects completed in 2008 increased physician awareness of the importance of the prescribing system and its role 
in medication errors. Regular feedback using actual orders resulted in notable improvements as bad examples could be found 
for almost all of our 70 physicians. Although the results of our study indicate significant improvement in preventing medication 
errors, 40% of all reported errors continue to be related to the physician’s order. Drill down reveals that illegible handwriting and 
forbidden abbreviations continue to be a problem. A computerized ordering system would solve a great deal of the remaining 
problems and make quality control and reporting easier and more accurate.
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657 Effectiveness of self-management interventions 
for chronic care patients

Havers, H.J., Ditewig, J.B., Van, Veenendaal, H.

Objective: 

The purpose of this study is to construct a theoretical framework of effective self-management interventions, based on systematic 
literature searches and two expert meetings, to stimulate the implementation of the interventions by chronic care patients in the 
Dutch healthcare system.

Methods: 

In the upcoming years the incidence of chronic care patients is drastically rising worldwide. Therefore the management of chronic 
illness must be provided adequately by integrating the paradigm of self-management in the Dutch health care system. Through self-
management, the patient can better determine the direction of his own life and also patients retain the primary role in managing 
their condition. This contributes to an improved patient experience and quality of life. The Dutch Ministry of Health, Welfare and 
Sport and NPCF wants to stimulate the implementation of self-management. Therefore CBO wrote a research proposal. Element 
of the proposal is to develop an evidence based theoretical framework for the effectiveness of self-management interventions 
for 6 different chronic diseases. A systematic review is initiated to assess the effectiveness of self-management interventions by 
patients with chronic heart failure. This set up will be used for the other chronic diseases as well. Also two expert meetings will be 
organised, one with patient organisations and one with the health care providers to collect best practices for self-management 
and to determine how effective self-management interventions can be implemented in practice. The timeframe in which the 
theoretical framework and the systematic review will be developed is January 2009 till May 2009.

Results:

First, the project approval has been given to the research proposal of the CBO by the Dutch Ministry of Health, Welfare and 
Sport. This means that a program for self-management, including the implementation of interventions, started at the end of 
2008 continuing till 2011. Secondly, the results of 2 expert meetings contribute to the developing of the theoretical framework. 
The essential principles for effective self-management will be shown as a result of these expert meetings.Thirdly, CBO carried out 
a systematic review. The review focuses on outcomes as mortality, (all cause) hospital-readmission rate and quality of life. The 
systematic review will be submitted for publication in June 2009.

Conclusions:

Stimulating a more equal relationship between professional carers and patients and families is essential for the effectiveness of self-
management interventions. A key element is patient education, so that the patient is taught to monitor his own condition and also 
recognize symptoms in an early state to seek for medical treatment. Effective interventions empower patients to make decisions and 
to anticipate on necessary actions to cope with the chronic disease. This leads to an improvement of patient experience outcomes. 
The cause of heart failure/hospital-readmissions will be decreased by implementing effective self-management interventions. In 
the design of a national health care system, implementing effective self-management interventions will only have a significant 
impact if they are based upon basic new paradigms, such as: A patient centered focus: self-management starts with the decision 
in what way and to what extent the individual wants to apply self-management. Self-management is not a part of the health 
care system, it is the way how care should be provided. Focus on the people’s abilities to live a good life in stead of looking at the 
disabilities due to the disease. Creating the right conditions (in policy and law) to put self-management into practice.
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662 Advancing medical regulatory improvement in 
Ireland through stakeholder research

McCarthy, S., McGee, H., O’Boyle, C.A.

Objective: 

To identify stakeholder views of the role and function of the Medical Council of Ireland.

Methods: 

This research was commissioned by the Medical Council of Ireland at a time when a new Medical Practitioners Act 2007 was being 
prepared by the Irish government. Medical Council staff were consulted in the study design. Four separate surveys, either through 
postal or telephone methods, identified (1) the prevalence of complaints made about doctors employed in hospitals (N=35), (2) 
public perceptions (N=250) of complaints processes for complaining about doctors, and (3) perceptions of the Medical Council’s 
complaints process from the perspectives of both complainants (N=74) and doctors about whom the Council received complaints 
(N=117). The study was completed over a fourteen month time frame.

Results:

Results showed high satisfaction (84%) with doctors among the general public. Complaints about doctors to hospital authorities 
constituted a minority (15%) of complaints received about hospital services. The public had strongly endorsed (95%) increased 
public representation on the Council. Most wanted somewhat increased (40%) or approximately equal representation (42%). 
Evaluation of the Council’s complaints’ procedure showed that while 81% of complainants were dissatisfied with the outcome 
of the complaints process, 83% of doctors complained against were satisfied. Despite this, complainants and doctors agreed 
about the need for increased transparency, improved communication and graded responses to complaints. A key finding was that 
the New Medical Practitioners Act needed to enable the Medical Council to better incorporate principles of transparency and 
accountability into its complaints procedure.

Conclusions:

The Medical Practitioners Act 2007 has now been passed and it received its commencement orders in 2008. The 2007 Act has 
enabled the Medical Council to plan to introduce a range of regulatory improvements. Among these are the introduction of a 
graded response to complaints (both a Preliminary Proceedings Committee and a Fitness to Practice Committee) and the option 
of resolving complaints through mediation. The membership of the Medical Council has also been reformed such that the balance 
between medical and non-medical representation may potentially include a majority of persons who are not nominated by the 
medical profession. The effects of the changes have yet to be evaluated through empirical research. The new complaints procedure 
needs time to be developed and tested. However, the action taken to improve and modernise medical regulation in Ireland 
may engender increased confidence in the medical regulatory system. Medical regulation is best perceived as stakeholder led. 
Identifying consensus on how to improve medical regulation can be facilitated through multi-stakeholder research. As evidenced 
by good response rates, multi-stakeholder groups valued the opportunity to participate in this sensitive research. The results of this 
research formed a valuable method of receiving feedback on the effectiveness of complaints procedures. Results of such research 
can be used as part of regulatory bodies’ quality improvement plans. 
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669 Different strategies to face similar challenges: 
lessons learned through three different quality 
journeys

Schiesari, L.

Objective: 

To compare different quality approaches based on the author’s own experience in quality management.

Methods: 

Comparison of the main characteristics of three quality initiatives through the analysis of abstracts and reports describing them.

Results:

Hospital 1 is a University public hospital with 690 beds located in a developing country. In 1995 the Infection Control team enlarged 
its activities adopting the Hospital Epidemiology model. This experience lasted 3 years and was led by the Medical Director. This 
was the very first quality initiative that took place in this hospital. The quality approach consisted of several quality projects, such as 
the improvement of the blood process at the Blood Bank, the standardization of medical and hospital products, the reorganization 
of the operating room, the evaluation of patients’ satisfaction, etc. The different quality projects had local impact, such as the 
growing awareness of the need to improve the care process and the improvement itself of a few aspects of the blood process, the 
standardization of the medical and hospital products, the improvement of the management of the operating room, the response to 
patients’ suggestions, etc. The initial quality team remained at the hospital for 3 years. A few years afterwards, a new quality team 
used the National Accreditation model as the driver of the quality initiative and several other initiatives took place, either at this 
hospital or at other hospitals belonging to the same group. Hospital 2 is a general non-profit hospital with around 700 beds also 
located in a developing country. In 1998 the Board decided to use the Joint Commission International Accreditation model so as to 
develop its existing quality system which was mainly based on the ISO certification model adopted by a few strategic departments 
(Intensive Care Unit, the Blood Band, the Laboratory, etc). Those departments had developed a detailed non-conformity electronic 
system so as to support their quality system. The accreditation process fostered the reorganisation of the care delivered according 
to the JCI’s standards. There has been an important improvement of patient safety, especially in terms of medication. The utility 
system was completed revised and improved. Despite the great difficulties faced at the early stage of the accreditation process, 
there has been an outstanding improvement of the quality system, as well as of the management model throughout the last 
10 years. Hospital 3 is a University public hospital with 2,200 beds located in a developed country. Since 1997 several quality 
initiatives were under development, such as the ISO certification at a few departments, including all laboratories, quality projects 
were sponsored by the Medical Director every year and an adverse events’ notification system was under development within a 
few departments. In 2003 the board chose the European Foundation Quality Management Model as a means of reinforcing its 
quality system. The organization’s adaptation of the model was pre tested at 5 services. Afterwards, services belonging to the 
Logistic Department pursued the initiative. Only a few services participating at the EFQM initiative are now implementing their 
improvement projects successfully. Except from the Logistic department, only one other service volunteered to use the model in 
2009. Those local initiatives had very timid institutional impact, the most important being the arising awareness of the Directors 
considering the need of having an institutional wide quality approach.

Conclusion:

Those three experiences taking place in different realities reinforce a few aspects that are often mentioned as key factors influencing 
the success of quality initiatives, which are: leadership involvement; motivation for change; willingness to join a quality program; 
stage of maturity of the management; partnership with physicians and healthcare team functioning. 
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676 Patient safety culture survey on Asan Medical 
Centre (AMC)

Kim, E.H., Kim, H.J., Bae, E.J., Yang, K.A., Youn, J.H., Lee, S.K., Jung, Y.Y., You, 
B., Lee, S.I. 

Objective: 

In detecting medical errors, the culture criticizing a person for committing an error can cause harm to an organization in reducing or 
preventing similar accidents by making employees reluctant to report their mistakes. The objectives of this study are (1) to describe 
the perceptions and attitudes of the AMC staff towards patient safety culture and (2) to examine whether these perceptions and 
attitudes differ by characteristics, such as position and department. The purpose of this survey is to present basic survey data, to 
improve the current reporting system, and to settle patient safety culture through the survey results in our hospital.

Methods: 

A survey was conducted with 662 participants of nurses, pharmacists, technicians, physical therapists and others including patient 
care assist working for our hospital from May 13 to June 20, 2008. The scale of this survey was decided based on the AHRQ 
(Agency for Healthcare Research and Quality) which can measure recognition and attitude of patient safety with 13 dimensions. 
After descriptive analyses, the ANOVA (Analysis of variance) of subgroup differences of overall perception of patient safety was 
performed.

Results:

The results of the survey were presented with a positive answer. The answers in low-end orders are as follows: 1) Non-punitive 
response to error 36.4% 2) Handoffs & transitions 48.0%, 3) Teamwork across hospital units 50.5%, 4) Communication openness 
51.2%, 5) Overall perceptions of safety 51.3%, 6) Hospital management support for patient safety 56.2%. The recognition of 
non-punitive response to error with the lowest positive answer is presented by 32.7% of technicians and 34.0% of nurses. On the 
other hand, the recognition rates in high order are answered as follows: 1) Teamwork within units 75.4%, 2) Supervisor/manager 
expectations & actions promoting safety 66.9%.

Conclusions:

By checking the patient safety cultural level with this survey, we could make an action for the error reporting system, and an 
ultimate plan named “2009 patient safety cultural improvement.” In future, through the examination of doctor’s recognition and 
attitudes including the board of directors about patient safe culture, it present an opportunity to revitalize patient safety activity 
overall in the hospital. 
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681 Developing disease specific indicators with and 
for physician specialists in acute care hospitals

De Paepe, L., Van de Water, G., Breugelmans, S., Vleugels, A.

Objective: 

This study describes the development of disease specific indicators with and for physician specialists in acute care hospitals.

Methods: 

In January 2004, the quality indicator system ‘navigator’ was launched and implemented in Flemish acute care hospitals. Initially, 
the set was developed from the comprehensive approach focusing the indicators on a broad scope of aspects of care, mostly to 
gain information on a hospital wide level. Physician specialists were not directly involved in the development process. In order to 
encourage specialists to use indicators for quality monitoring and quality improvement, there was a demand for adding a domain 
for disease specific indicators directly related to their daily practice. In 2006 we started to develop disease specific indicators, 
together with and for specialists. We conducted a comprehensive literature search and searched in existing guidelines and disease 
specific indicator sets. Specific pathology groups were restrained, based on the availability of existing indicators and the interest 
of participating hospitals and their physicians. A selected expert group evaluated the usefulness of the indicators for the Belgian 
hospital setting and adapted them to fit the conceptual framework of the navigator indicator system. The Delphi method was 
applied to evaluate the proposed indicators. Expert panels consisting of physicians for each pathology group and navigator 
coordinators from participating hospitals were consulted through a written assessment to get feedback on the content of the set, 
the feasibility of the data collection and the clinical relevance of the indicators as such. In each pathology specific group, indicators 
were adapted, rejected or added according to the feedback from the expert panels.

Results:

We received feedback from six to thirteen physician specialists for each pathology group. For most pathology specific indicator sets 
a high level of consensus was achieved after two written assessment rounds. For two sets an additional meeting was organised in 
order to gain consensus. 85 indicators were restrained for eleven pathology groups: general surgery, cardiology, gastro-enterology, 
neurology, obstetrics, oncology, orthopaedics, pneumology, paediatrics, intensive care and ear, nose and throat. We received no 
additional comments when the revised indicator sets were sent to the physicians.

Conclusions:

Physician specialists are interested in quality indicators that provide information about their own specialty or pathology group and 
they are willing to participate in the development of these indicators. Their contribution is indispensable in order to design valid 
and useful indicators. With this approach physicians and specialists in acute care hospitals are more involved in and motivated to 
work with clinical indicators to monitor the quality of care.
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682 Could a routine review of unplanned readmissions 
to the hospital improve quality in hospital care?  

Merle, V., Savoye, G., Scotté, M., Marret, E., Maingé, A., Wurtz, B., Blot, J., 
Lerebours, E., Michot, F., Czernichow, P.

Objective: 

To assess the feasibility and the efficacy of a review of unplanned readmissions (UR) on quality of hospital care. 

Methods: 

Patients readmitted to the digestive surgery, or the gastroenterology department of a university hospital within 30 days after an 
index stay in these departments were identified. The review of computerized patient reports allowed to distinguish planned and 
unplanned readmissions according to Halfon definition (Halfon J Clin Epidemiol 2002). From December, 2006, until November, 
2007, 16 UR (8 index stays for each department) were randomly selected each month to be reviewed by a group including a 
physician and a head nurse of each department. For each UR, the group identified the reasons for readmission according to 
Halfon criteria, classified the readmission as avoidable or not, and performed a informal root cause analysis to identify the possible 
mechanisms for each UR. Final judgment criteria was the frequency of UR in the 2 wards before and after the implementation of 
the review, compared to the evolution of UR frequency in another section of the same hospital. Intermediate judgment criteria 
were the number of review meetings that actually took place, the number of UR actually reviewed, the number of problems in 
hospital care that were possibly implicated in the occurrence of an UR, and the corrective actions implemented. Only preliminary 
results for intermediate judgment criteria are reported here. The study was supported by a grant from the French Haute Autorité 
de Santé (HAS) 2006.

Results:

13194 admissions occurred during the study period, among which 530 (4.0% of all admissions, 95%CI [3.7 –4.4]) were UR within 
30 days after a discharge from digestive surgery or gastroenterology departments. One hundred and seventy UR were reviewed, 
compared to 192 selected for review  (22 missing medical records). The reasons for UR were: relapse or aggravation of a previously 
known affection (43%), complication of surgical care (15%), missing or erroneous diagnosis or inappropriate therapy (7%), 
inadequate patient behavior  (6%), drug-related adverse events (6%), failure of post discharge follow-up care (6%), complication 
of nonsurgical care (3%), premature discharge (3%), other inadequate discharge (3%), social readmission (1%), other reason 
(7%). 66% of UR were judged unavoidable. Informal root cause analysis identified 55 problems in hospital care that could have a 
responsibility in the UR. The 2 most frequent problems were: the relapse or aggravation of an affection diagnosed during the index 
stay (n=8), because diagnosis or treatment procedures have been too long to scheduled (waiting list), and a patient that could 
have been treated as an outpatient clinic (n=10). Corrective actions implemented were: to improve patient’s information about 
symptoms that do not require a readmission, to allow a patient with unexpected symptoms to have a prompt visit with a senior 
physician who can decide to admit, or not admit, him, to facilitate the planning of readmission by family physicians as a mean to 
avoid admission through the emergency room, to educate cirrhosis patients to self-assessment of their need for paracentesis. The 
main duration of monthly review meetings was 1 hour 15 min. The main preparation time was 10 hours for UR selection, and 1 
hour for pre-analysis of patient’s reports by doctors and head nurses.

Conclusions:

Monthly review of a sample of UR was judged feasible by health care professionals participating in the project. Although most 
UR were judged unavoidable, some problems were recurring, such as too long waiting lists for diagnosis of the therapeutic 
procedures, and inappropriate admission for a patient that could have been treated as an outpatient. The efficacy of corrective 
actions implemented by health care professionals will be assessed in the second step of the project.
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684 Designing for quality: effective communication 

Potter, M.C.

Objective: 

Increase awareness of effective communication strategies for nurses to gain confidence and inspiration needed to control negative 
situations and advocate for their patients.

Methods: 

This project focused on improving nurses understanding of why some physicians behave negatively and how to know their role 
in the negative cycle that keeps nurses and physicians at odds. Communication techniques were utilized to prevent or stop bad 
behavior from occurring, such as the SBAR (Situation, Background, Assessment, Recommendation) tool to empower nurses to state 
their needs and opinions. There is increasing attention on patient safety, and poor communication remains one of the most-cited 
reasons for medication errors as well as delays in care. This project identified best practices on how to create, implement, and 
ensure the successful implementation of the SBAR system and tools healthcare professionals need to communicate better and 
improve patient care. The focus included describing what is SBAR, its components, the reason for structured communication, and 
uses for SBAR scenarios. The case for SBAR to improve quality and patient safety was an integral component in education as well 
as strategies to obtain buy-in and overcome objections and set the culture for better communication. Strategies were implemented 
to turn common communication problems like disagreements over discharge orders into opportunities; diffuse highly emotional 
situations; take the right steps to achieve mutual respect; and confront physician counterparts effectively and professionally. The 
nurse manager’s role in fostering healthy nurse-physician communication and relationships was explored. The project identified 
how to create collaborative working relationships and a safer environment for patient care. 

Results:

The project results are demonstrated through excepts from a powerful and direct video that presents engaging case scenarios, 
critical thinking activities and practical tips to guide and empower nurses and other healthcare professionals to develop effective 
relationships that foster patient safety and mutual respect. Communication problems that exist in many healthcare organizations 
and documented strategies to avoid disconnects and animosity while fostering effective communication are depicted.

Conclusions:

There are effective how-to strategies, tips, and advice for nurses and other healthcare professionals to gain the confidence and 
inspiration they need to take control of negative situations and advocate for their patients’ safety. SBAR education increased 
understanding of the components of the SBAR system and the importance of structured communication and its impact on patient 
safety. Education about best practices and tools facilitated the implementation of SBAR. 

References:

Strengthening Nurse-Physician Relations: A Guide to Effective Communication, Kathleen Bartholomew, RN, MN.
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685 Designing for quality, effectiveness and patient 
safety in colonoscopy

Newton, C., Patel, T., Stebbing, J.

Objective: 

To regularly audit multiple aspects of the colonoscopy service within the Endoscopy Unit as recommended by the Joint Advisory 
Group’s external peer review, in order to determine quality and effectiveness, identify potential improvements, and to aim to 
achieve a consistently high standard.

Methods: 

Review of colonoscopy service: (data taken retrospectively from Electronic Record System database)

1.	 Colonoscopy completion rate (intention to treat): measured over 12 months for 3 years.  

2.	 Overall polyp detection and recovery rate: measured over 12 months for 3 years. 

3.	 Adenoma detection rate: measured in 50 patients having had at least one polypectomy.  Data was collected over 3 months in 
both 2007 and 2008.

4.	 Sedation practice for colonoscopy: measured in 2,360 patients (over 3 months in 2008) having received Pethidine or 
Midazolam.

Results:

1.	 Caecal intubation rates: The following data was aggregated for ten endoscopists delivering colonoscopy procedures (using 90% 
standard): 1,895 of 2,079 colonoscopies (91%) in 2006; 1,994 of 2,166 colonoscopies (92%) in 2007; 2,215 of 2,360 colonoscopies 
(94%) in 2008. High quality of completion has been maintained. Standard achieved. Action: continue monitoring.  

2.	 Overall polyp detection and recovery rate:

	 a.	 Polyp detection rate: 348 polyps detected in 2,079 colonoscopies (17%) in 2006; 389 in 2,166 colonoscopies (18%) in 
	 2007; 457 in 2,360 colonoscopies (19%) in 2008. Wide variation of polyp detection rates was identified between 
	 colonoscopists. Action: review individual colonoscopists’ effectiveness at carrying out this task and consider whether a 
	 need for further experience/training is required.

	 b.	 Polyp recovery rate: Over 95% of polyps removed were retrieved for histology. Standard: over 90% recovery of removed 
	 polyps: achieved.

3.	 Adenoma detection rate: (using 10% standard) Total number of polyps detected: 156 in 2007 (46% adenoma and 3% malignant, 
remaining 51% not applicable to this study); 103 in 2008 (39% adenoma and 0% malignant, remaining 61% not applicable 
to this study). These included polyps which underwent snare, hot biopsy or conventional biopsy. Standard achieved. Action: 
continue monitoring.

4.	 Sedation practice for colonoscopy: (no standard applicable). Annual audit consisting of three months worth of data.  Pethidine 
dosage range 5-100mg (most common: 50mg); Midazolam dosage range 1-10mg (most common: 2mg). Variations noted in 
doses. Action: continue monitoring and pay particular attention to dose variations.

Conclusions:

The objective of the study has been met in that monitoring has taken place on multiple aspects of the colonoscopy service and 
standards have been found to be complied with, ensuring that practice is of a consistently high quality. However, the Joint Advisory 
Group visit highlighted low volumes of colonoscopy performed by upper GI surgeons and raised issues about appropriateness 
of continuing this practice. Subsequent meetings with CEO/MD’s have determined an approach based on sufficient volumes to 
maintain a verifiable quality of procedure and to be consistent with the Trust strategy to encourage sub-specialist practice. Also, 
sedation practices will be monitored in more detail to ensure correct practice. The benefit of measuring clinical outcomes has been 
recognised.  Regular monitoring of practice will continue. This Trust successfully operates as a learning organisation (Argyris, 1991) 
with its commitment to change and quality improvement. Endoscopy Unit staff work closely with the Clinical Audit Department 
and regular meetings provide opportunities to openly reflect on practice. 

References:

Argyris, C (1991), Teaching smart people how to learn.  Harvard Business Review 1991; 69: 99-109.
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689 Planning for the delivery of the future  
– a midwifery workforce planning project 

Carolan, S.

Objectives: 

The primary objective of this project was to undertake a midwifery workforce planning project in an effort to ascertain the current 
and projected skill-mix requirements for the postnatal midwifery service of the National Maternity Hospital, Ireland. A further 
and equally important objective was the accurate identification of midwifery and non-midwifery activity, thus facilitating the 
implementation of multiple process improvements in the delivery of postnatal care to mothers and infants. The Midwifery service 
of the National Maternity Hospital embarked on a land-mark project incorporating two approaches for the very first time not only 
here in Ireland but across the British Isles.

Methods: 

Birthrate plus is an internationally recognized tool for determining midwifery staffing whole time equivalents (Ball and Washbrook, 
1996).  All births in the National Maternity Hospital for one month preceding and the month during the period of the study were 
recorded and assigned a Birthrate Plus category score. Midwifery Activity Analysis recorded daily midwifery interventions under 
four main sections. These sections include direct care, indirect care, associated work and non productive midwifery activities. 
Quality Survey:  The purpose of undertaking this audit was to establish the quality of care being delivered to mothers and babies 
in the postnatal unit.  A total of 24 audits were carried out incorporating a proportionate number within each Birthrate plus 
category. The appropriate and accurate identification of skill-mix was a central focus of this project. Hence the project presented 
the opportunity for the midwifery service of the National Maternity Hospital to re-examine its job roles, namely the role of 
the Clinical Midwife Manager, Registered Midwife and Midwifery Care Assistant. Essential to the recommendations on staffing 
establishments is the necessity to examine the current and preceding staffing establishment within the clinical area. For the 
purposes of this project, over the six months preceding the project and the month of the project, the exact numbers and grades of 
staff on duty each day for that period was calculated. 

Results:

Evidence of planning in the midwifery documentation was identified as an area for improvement within the project findings. As 
a direct result of the midwifery activity analysis in addition to the role clarification exercise it is clearly evident that expansion in 
the role of the Health Care Assistant (HCA) is not only appropriate but necessary. In similarity to their Nursing counterparts in the 
Acute Hospital setting length of stay is adversely affected as a consequence of poorly developed community services on which 
to discharge patients. Within the midwifery sphere, this position can be eased with the growth and development of community 
Midwifery services to support the mother and baby in their own home and thus facilitate earlier discharge from the hospital 
setting.

Conclusions:

The study generated interesting information using two validated workforce planning tools. A final recommendation is to re-audit 
within one year of completion of the study and implementation of the recommendations. In addition, the generation of a robust 
data set is required, which would involve the recruitment of other units to audit and add to the data set. 
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694 Facilities design for safety

Pedersen, I., Harrit, T.

Objective: 

Combining human factor analysis, industrial design and knowledge of medication error for optimized medication room design 
means value for money by engaging a multidisciplinary team, right from start of your problem analyses. In order to improve 
medication room safety we have studied nurses’ workflow in Fredericia Hospital.  

Methods: 

•	 Use of Human Factor Analysis by direct and indirect observations of the nurses’ workflow in the medication room

•	 Use of design as a support of changes to enhance patient safety in relation medication errors

•	 Use of 25 hour video observations

•	 Use of interviews

•	 Random check before and after changing

•	 Project team consisted of; human factor expert, industrial designer, risk manager, nurse, pharmacist and a project manager

Results:

•	 A new room for medication – designed for safety

•	 The nurses’ cognisance of their behaviour and how to change

•	 New and improved workflow in the medication room

•	 Know-how and experience with ergonometric industrial design

•	 Methods thinking: the Septigon model has given focus to individual environmental, physical and organizational factors

Conclusions:

When studying practice and looking for patient safety solutions, it is valuable to bring a human factor analyst, an industrial 
designer and the health care staff together.  
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695 What time is it? Time-out time

Baldantoni, E., Allegretti, M.G., Bianchi, R., Franceschini, C., Ianeselli, F., 
Mammarella, R., Torri, E.

Objective: 

Despite the compelling evidence that medical errors pose daily risks throughout the health care systems, and the recognition 
that patient safety is a critical area for improvement, the overall approach to patient safety remains debated. Joint Commission 
International (JCI) is a standard setting, hospital accrediting organization dedicated to improving the quality and safety of health 
care services. JCI new (2008) accreditation manual for hospital addresses, among other standards, six international patient safety 
goals (IPSG) to promote specific improvements in patient safety. IPSG 4 addresses specifically the safety of surgical procedures. This 
paper describes the effort to improve the safety of surgical procedures achieving compliance to IPSG 4.

Methods: 

Santa Chiara Hospital (Trento – Italy) is a 700 beds capacity facility with 2,000 units work force accredited by JCI since 2005. 
In September 2008 a team of three surveyors screened the hospital for 5 days with patient tracer methodology looking for 
compliance to JCI clinical and organizational standards. IPSG 4 “The organization develops an approach to ensure correct-site, 
correct-procedure and correct-patient surgery” has been scored not met regarding measurable element (ME) #2 “The organization 
uses a clearly understood mark for surgical site identification and involves the patient in the marking process” and ME#4 “The 
organization uses a checklist and time-out procedure just before starting a surgical procedure”. JCI required therefore a follow-up 
report showing evidence of improvement within two months after the survey. Since compliance to the standards and consequential 
corrective actions require full involvement of staff, APT decided to implement the following activities: 

•	 three meetings right after the survey to give feed-back to staff and to share and discuss the findings, and plan consequential 
corrective actions

•	 focused field visits in the units to explain and discuss the internal report on survey findings

•	 plenary session with staff (physicians, nurses and administrators from all units and departments) to explain and discuss the new 
time-out procedure

•	 monitoring on site the completeness of a sample of open patient records

Results:

The new time-out procedure has modified hospital’s “surgical plan” according to patient’s identification, site marking and time-
out requirements, and led us to make a customized poster to be hung in the operating theatre as a last minute reminder. The 
items for a surgical safety checklist, according to W.H.O. guidelines, are already in the surgical plan and in the anesthesia patient 
record, but we have decided to redesign the anesthesia patient record in order to have one simple tool to identify at first glance 
the right things to do before induction of anesthesia, skin incision, and before patient leaves the operating room. Since January 
2009 we are monitoring quarterly on site in the units the completeness of patient records with a checklist of 26 items. Out of 29 
units monitored, 11 are surgical, and the checklist includes the time-out items. As a starter, 52 records were examined (5 per unit). 
The compliance to time-out check list was 100% in 3 units, 0% in 6 units, and 33% in 2 units. Furthermore, we are experimenting 
and implementing the use of identity bracelets with double identifier (name, date of birth and fiscal code).

Conclusions:

Although the new requirement are challenging, and there is still a long way to go, the agenda for change is set and the survey 
findings are a powerful sink or swim motivator to implement corrective actions, and these are a priority. This awareness about 
patient safety must become a shared value and an everyday GPS of professional behavior, because not correcting the findings in a 
timely manner could be, as an end result, dangerous and harmful to patients, staff and the community we serve.
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696 Transforming quality and risk management in 
Hong Kong East cluster of hospital authority

Tang, C.N., Chan, F., Li, J., Aboo, G.H., Lao, W.C., Lau, C.C., Tai, C.M., Wan, M., 
Yam, L.

Objective: 

Being fully committed to a comprehensive approach to clinical governance and cognisant of the need for commitment, ownership 
and support of clinicians to drive process changes, the strategic direction of the Hong Kong East Cluster (HKEC) is to achieve 
“Building Clinical Leadership and Knowledge to Sustain Quality and Risk Management”.

Methods: 

Conceptual framework: Integrated Management Structure: The HKEC Quality and Risk Management (Q&RM) Office was 
established in 2006 as a strategic driver for change, to integrate previously disparate approaches, engage expertise at all levels, 
and to systemically coordinate quality and safety initiatives towards a high standard of care quality and increased efficiency. 
Through appointing a Cluster Service Director (CSD), Senior Nursing Officer and Senior Hospital Administrator as the core team, 
strategies are initiated and formulated to build clinical and organizational effectiveness. At departmental levels, department 
Q&RM Coordinators are appointed to coordinate local incident/complaint management and Q&RM issues, with close links with 
the office through well-established communication networks. Overseeing major risk areas, the respective functional and divisional 
committees and incident filter persons complete the comprehensive quality, risk management and safety structure. Well-defined 
System of Reporting: Clear reporting lines, well-defined reporting format and multi-channel communication flows are established 
between senior management, Cluster Q&RM Office and its committees, and Functional and Divisional Committees. Quality and 
safety issues are regularly and systematically reported and discussed. Robust Executive Support: The administration team serves as 
an executive arm to senior management and engages expertise to develop and implement Q&RM Annual Plan initiatives as well 
as incident and complaint management.

Results:

Strategic Actions include: Fostering Quality and Safety Culture: Positive safety culture is fostered through learning and sharing. 
Quality and Safety (Q&S) Forums, seminars and campaigns bring risk awareness to all staff. Video-conferencing enhanced 
effectiveness by engaging all six cluster hospitals, with new synergy created from combined cluster efforts. Strengthening Ownership 
and Accountability: Since 2006, clinical involvement in incident and complaint management has been enhanced through engaging 
Q&RM Coordinators and Panel of Specialists in incident review. The Coordinators are also responsible for regular self-assessment 
against quality improvement standards. By assuming ownership of quality and safety issues, clinicians become key driving forces 
for quality improvement in their own departments. Enhancing Organizational Learning: The Q&RM Team fosters a culture of 
incident reporting, learning and sharing through promoting the utilization of the Hospital Authority Advanced Incidents Review 
System (AIRS), conducting incident reviews through Cluster Incident Review Panel (CIRP) meetings. The new structure enables 
senior management to realign its focus on the overall system and process issues to prevent high risks incidents. A communication 
system cascades lessons learned through multi-channels to the Clinical Chiefs, Departmental coordinators and Panel Specialists in 
the Clinical Q&RM Meeting and frontline staff in the Forums. Empowering Line Management: In the past 30 months, the Cluster 
Quality & Risk Management Office had successfully engaged 450 doctors, nurses, allied health and administrative professionals as 
quality leaders and champions at all levels of the organization, thus enhancing the capacity of the Office to lead and drive cluster-
wide transformation of quality and risk management. Mainstream improvement programmes were developed and implemented, 
including Hand Hygiene Campaign (2006), Correct Patient Identification Campaign, Time-Out Policy and Clinical Handover System 
(2007), and Suicide Prevention,  and Credentialing (2008), and Safe Surgery (2009).

Conclusions:

The restructuring has successfully fostered positive culture and value, encouraged active participation and involvement from line 
management to create quality and safety champions towards “Building Clinical Leadership and Knowledge to Sustain Quality and 
Risk Management”. The Office won the Hospital Authority Outstanding Team Award 2009 in recognition of its efforts in creating 
quality and safety champions to transform vision into reality. 
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702 A new approach for enhancing patient safety 
along the clinical pathway in hospital: the 
ReMINE project

Arici, S., Bertele, P., Fantini, P.

Objective: 

Risks Against Patient Safety (RAPS) are vulnerabilities in hospital processes that may cause harm to a patient. Current approaches 
for RAPS early identification and effective prevention suffer from two major drawbacks: lack of adequate information during 
clinical process execution and low standardization of Risk Management (RM) procedures. The ReMINE project aims to address these 
issues through an innovative technological platform for RAPS prediction, real-time detection and management, and analysis.

Methods: 

ReMINE is a research project co-funded by European Commission’s Seventh Framework Program under grant agreement n° 216134 
and carried out by an international consortium composed by universities, ICT companies, and hospitals. In particular, involved 
hospitals are prestigious healthcare institutions from three European countries; two organizations are in Italy, one in the UK and 
one in Finland. Their role as user representatives is to provide knowledge about the patient pathway and related RAPS in several 
clinical areas, test the platform and assess the impact of the project. ReMINE is based on a twofold approach: technological and 
organizational. The former deals with the development of the software platform that performs the following functionalities: 
multimedia data acquisition from Hospital Information System (HIS), semantic tagging and data mining, monitoring of clinical 
guideline and RM procedure execution, and alerting mechanisms. The latter regards an iterative change management process, 
supported by the platform that involves tasks, roles and information in clinical pathways for continuous improvement of patient 
safety. 

The methodology on which organizational research activities are based is depicted through a case study in which the selected 
clinical area is Obstetrics and Gynaecology. First the pathway of a woman who is giving birth is mapped, then the main RAPS are 
identified and analysed: results indicate that labour assistance is the most critical phase, in which the risk of inadequacy of care is 
particularly high during periodic clinical assessment and foetal heart rate monitoring due to staff and device shortage. The two 
activities are then redesigned in order to be completely supported by HIS in place of paper-only documents: this enhancement 
in ICT coverage enables real-time processes monitor through data collection. A gap analysis between As-Is and To-Be processes 
is later performed, followed by the elicitation of platform user requirements and modelling of use scenario. In particular user 
requirements concern two functionalities: control of the correct execution of RM procedures when they already exist in the 
hospital or literature, and risk assessment for those activities where no RM procedure is available. The assessment is dynamic and 
based on both context factors and individual patient situation: the formers influence the probability of adverse event, while the 
latter is connected with the impact.

Results:

Testing activities are expected to start in July 2009, thus quantitative data are not available yet. However results of the first phase 
of project are a complete approach for re-engineering clinical processes from a perspective of patient safety, a methodology for 
real-time risk assessment for every single patient, and a list of countermeasures that are taken whenever risk indicators exceed 
a certain threshold. Expected outcomes of the project are the following: higher patient safety, customer satisfaction and service 
level, cost reduction for litigations and compensations, more efficient resource management.

Conclusions:

So far the project has shown that the understanding of patient pathway and the extension of ICT coverage can tackle effectively 
the lack of information that cause RAPS. Implementation and testing of ReMINE platform at pilots will assess whether an integrated 
use of data from processes can reduce the number of adverse events.
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718 Appropriateness review of medications:  
yes we can 

Baldantoni, E., Allegretti, M.G., Barelli, P., Bianchi, R., Franceschini, C., Ianeselli, 
F., Mammarella, R., Torri, E.

Objective: 

One of the major threats to patient safety in hospitals is the occurrence, clinical consequences and cost of adverse drug events 
(ADEs), most of which are medication errors (ME). The distinctive characteristic of ME is that they are preventable, but despite the 
compelling evidence, effective interventions are still a critical area for improvement. This paper describes the effort to improve the 
safety of inpatients through the effort of coming to compliance with the requirements of MMU standards set by Joint Commission 
International (JCI).

Methods: 

Santa Chiara Hospital (Trento – Italy) is a 700 beds capacity facility with 2,000 units workforce accredited by JCI since 2005. In 
September 2008 a team of three surveyors screened the hospital for 5 days with patient tracer methodology. The most challenging 
standard MMU.5.1 “Medication prescription or orders are reviewed for appropriateness” has been scored not met regarding 
measurable element (ME) #1 “The organization defines the patient-specific information required for an effective review process”, 
ME #2 “Each prescription or order is reviewed for appropriateness and includes all the element in the intent”, and ME #4 Each 
prescription or order is reviewed for appropriateness before dispensing”. JCI required, within two month, a follow-up report 
showing evidence of improvement. Since compliance to the standards and consequential corrective actions require full involvement 
of staff, APT decided to implement the following activities: 

•	 three meetings right after the survey to give feed-back to staff and to share and discuss the findings, and plan consequential 
corrective actions

•	 focused field visits in the units to explain and discuss the internal report on survey findings

•	 plenary session with staff (physicians, nurses and administrators from all units and departments) to explain and discuss the new 
time-out procedure

•	 monitoring on site the completeness of a sample of open patient records

Results:

The new policy MMU_PO_01 related to standard MMU.5.1, approved and released by hospital’s direction on 11 December 2008, 
was adopted by hospital after a collaborative process with staff in order to fully understand the scope & intent of the standard and 
find out a feasible solution for the hospital, according to local laws and regulations, and responsibilities of different professionals 
(physicians, pharmacists, nurses) and their decision making power regarding medication prescriptions, orders and administration. 
Hospital management planned an active monitoring of adherence to the standard (i.e. evaluation of completeness patient therapy 
sheets as part of medical records evaluation for completeness) with indicators of completeness, and unannounced field visits in the 
units to review open or closed records for completeness and check professional practices during clinical visits (both by physicians 
and nurses). Since January 2009 we are monitoring quarterly on site in the units the completeness of patient records. Out of 22 
units, 110 records were examined as a starter (5 per unit). The compliance to MMU procedure was 100% in 8 units, 0% in 3 units, 
and between 20 and 85% in 11 units, with a mean value of 66% compliance.

Conclusions:

The likelihood of success in achieving compliance with this standard is fair since staff are aware of the importance of patient 
safety and the medication review for appropriateness rather than an undue control of a physician’s privileges (prescription of 
medication) is now seen as a step forward in the direction of patient safety. In other words, hospital management explained that 
no one is challenging the decision making power/freedom of physicians, but a double check by another colleague (physician for 
appropriateness and nurse for completeness of prescriptions) can help identifying inappropriateness regarding the medication 
itself, undesired duplications, interactions, allergies or other contraindications that can be potentially harmful to the patient. The 
main obstacle is adopting the change in daily behaviors of physicians, nurses and pharmacists (overall quite a hard resistant to 
change group of professionals), but both monitoring patient therapy sheets for completeness and an incremental approach (i.e. 
reminders, field visits, education and training, incentives etc) proved to be effective.
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723 Impact of a process deviation working group in 
an aseptic compounding unit

Lucey, A., Collins, A., Emmanuel, T.

Objective: 

Assess the impact of the PD working group in the ACU in SJH.

Background: 

The Aseptic Compounding Unit (ACU) in St. James’s Hospital (SJH) manufactures sterile chemotherapeutic agents for cancer 
patients. The manufacturing process involves 5 steps i.e. generation of documentation; tray assembly; compounding; check 
on the compounded product and product release. To ensure appropriate quality and safety standards a checking procedure is 
incorporated into each step. If a checking procedure fails it is recorded as a process deviation (PD). The immediate impact of the 
PD on the quality of the product is assessed and appropriate action taken. However, prior to June 2008 each PD was reviewed in 
isolation by the Aseptic Services Manager (ASM). There was no forum for reviewing and investigating trends in process failures or 
personnel training issues highlighted by the recorded PDs. In June 2008 a PD working group was set up. The group comprised of a 
basic grade technician, a senior technician, 2 senior pharmacists and the ASM. The role of the working group is to assess, review, 
control and communicate manufacturing errors and to identify and implement corrective or preventative actions.

Methods: 

1.	 The PD working group met each month to review the documented PDs. Corrective or preventative actions identified were 
feedback to the ACU staff.

2.	 Quarterly reports were generated that detailed the trends identified, the actions taken and the impact of the actions on 
reducing the error rate.

Results:

•	 A downward trend in the frequency of errors in areas targeted by the PD working group was recorded. For example, in the first 
quarter (Q1) of 2008 there were 7 tray assembly errors. The cost incurred was €5,779.86. This was reduced to 3 tray assembly 
errors in Q4, with an associated cost of €34.80.

•	 The incidence of visual inspection failures reduced due to a) changes in the manufacturing process of certain drugs and b) 
assessment of individual technician compounding technique. There was an associated reduction in cost of waste.

•	 Product manufacturing worksheets were amended to incorporate changes in the checking produces that reduced the risk of 
checking procedure failures.

Conclusions:

The PD working group has been effective in identifying and implementing changes to the manufacturing process that improved 
quality by reducing the error rate. Currently, the PD reporting system is being expanded to incorporate all errors, not only those 
relating to failed checks.  It is hoped that the data collected from the new system will further enhance the quality and safety of 
the manufacturing process.
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725 Ensuring sustainable improvement: a model 
for designing, implementing, and maintaining 
quality improvement initiatives

Van Ostenberg, P.

Objective: 

The objective for this model is to help health care organizations design, implement, and maintain quality improvement initiatives 
so as to improve performance and sustain those improvements over time.

Methods: 

Sustainable improvement emphasizes thorough planning, analyzing processes, identifying barriers to maintenance, building 
capacity to maintain results, and implementing solutions. Such an approach can help health care organizations do the following:

•	 Prepare for effective, sustainable action

•	 Guide the planning and execution of improvement projects, including positioning the project for durability

•	 Promote the acquisition and use of data 

•	 Promote continuous improvement and learning

•	 Initiate the development of the improvement capacities needed to increase the ability to improve

Some of the unique components of this model are that it will: 

•	 Provide a deep understanding of the problem before design of the intervention.

•	 Include sustainability as an aspect of the initial analysis (the first step in the process), so that sustainability is planned in advance 
and is evidence-based.

•	 Use standard tools and be based on standard methodologies (for example, FOCUS-PDSA) so new learning is limited. 

•	 Emphasize measurement for validation of the impact of the model. 

•	 Provide opportunities (if desired) for the use of advanced technical capabilities, such as Six Sigma, Lean, or other 
methodologies. 

To measure the success of this model, process and outcome measures related to the improvement process and improvement project 
outcomes, as well as clinically-specific measures related to the specific solutions, are being used. In addition, general metrics 
related to Human Development, Quality and Patient Safety, Delivery/On-time Performance, Cost/Productivity, and Growth are also 
being measured.

Results:

In a project focused on reducing waste in narcotic usage while maintaining pain control and patient satisfaction, a health care 
organization is using this model to achieve the following organizational benefits: 

•	 Less narcotic wastage

•	 Higher patient satisfaction levels (with the possibility of returning clients)

•	 Reduced cost 	

•	 Standardized process for all health care providers 

In addition, the organization will ideally achieve the following patient benefits: 

•	 Appropriate pain management that leads to a more effective treatment process 

•	 Less patient pain, resulting in higher patient satisfaction

•	 Shorter lengths-of-stay

•	 More appropriate management (comfort) at the end stages of life 

Conclusions:

The Sustainable Improvement model can help health care organizations solve some of their biggest challenges by: 

A.	 Developing and executing initiatives in response to the model’s initial findings.  

B.	 Assessing current resources and taking action in a timely manner 

C.	 Sustaining improvements
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734 Leadership rounding for outcomes 

Cornue, C., Searls, A.

Objective: 

Increase quality of care, satisfaction for patients, and decrease the number of patient complaints as a direct result of initiating 
Integrated Rounding for Outcomes for Hospital Leaders.

Methods: 

McKee Medical Center (MMC) rolled out Integrated Rounding for Outcomes for Hospital Leaders in September 2008 setting the 
infrastructure and guidelines for leaders to improve every patient experience through the implementation of the rounding process. 
The class demonstrated how awareness of the total care environment, the factors that enhance or detract from the delivery of 
excellent patient care and quality align with our goal for the overall best patient experience. We know that organizations that 
have been recognized throughout the healthcare industry as “best in class performers” for the patient experience, employee 
engagement and safety/quality have implemented rounding. We recognize this practice as crucial in achieving best in class 
reputation. The PDCA method was used for creating a model for Leadership Rounding.  Educational classes and leader tool kits 
were developed and offered to MMC leaders. 

•	 Leaders attended a 2 hour educational session which provided tools and clearly defined expectations

•	 Leaders were asked to round and log information into a Rounding data base biweekly in their respective areas on 75% of their 
employees

•	 Clinical Leaders rounded on five patients/week

•	 The data base was monitored by Service Excellence Director for compliance and pertinent information related to improving 
quality, care and overall patient experience

•	 Potential barriers:

	 A.  Difficulty utilizing the database to the fullest extent possible

	 B.  Staff education

	 C.  Gaining “buy in”

	 D.  Consistency of leader rounding

Results:

As noted above, substantial evidence supports the Leader Rounding program. Benefits of Integrated Rounding for Leaders 
include:

•	 64% decrease in patient complaints (from Q3 CY 2008 to Q1 CY 2009)

•	 9% improvement in perceived patient safety (from Q3 CY 2008 to Q1 CY 2009)

•	 Increased patient satisfaction (top decile performer nationally)

•	 Improved staff satisfaction

•	 Improved focus on:

	 A.  Building trusting relationships with patients and staff

	 B.  Identification/resolution of problems

	 C.  Teamwork

	 D.  Communication

Conclusions:

After analysis of results, Integrated Rounding for Outcomes for Hospital Leaders decreases the number of patient complaints and 
increases patient safety and satisfaction. Although further study is needed to monitor results and morph program to accommodate 
potential barriers, leader’s response is overwhelming positive. The key to successful leadership rounding is a clearly defined structure 
that is monitored. Rounding provides MMC Leadership an opportunity to purposefully interact with patients, families and staff to 
identify and resolve issues to create an exceptional experience and ensure we are providing the best patient experience.
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735 Implementing a quality improvement plan in a 
tertiary referral intensive care unit: effect on central 
line related bloodstream infection (CLBSI)

McCormick, J., Campbell, C., Cruikshanks, H., Smyth, E., Stevens, A., McCloskey, B., 
Lavery, G.G.

Objective: 

To study the implementation of the Safer Patient Initiative (SPI) in a large tertiary referral intensive care unit (ICU) and its subsequent 
effect on the incidence of CLBSI during the 18 months of the SPI programme (April 2007-October 2008) - in particular, the effect 
on the incidence of methicillin-resistant staphylococcus aureus MRSA bacteraemia.

Methods: 

SPI, developed by the Institute for Healthcare Improvement (IHI) and supported in the UK by the Health Foundation is a multi-
stranded quality improvement initiative which includes critical care and leadership workstreams. The initiative relies on the 
development of clinical champions supported by senior managers. Clinical staff use frequent tests-of-change (ToC), plan-do-study-
act (PDSA) cycles and compliance monitoring to improve the quality and reliability of processes influencing clinical outcomes. In 
April 2007, we established a multidisciplinary team to implement SPI in a 25-bedded critical care unit. The processes we identified 
as influencing CLBSI were (i) the use of a central line (CL) care bundle for line insertion; (ii) the use of a CL care bundle for line 
maintenance; (iii) ensuring reliable and appropriate hand hygiene and other appropriate cross-infection precautions by staff. The 
CL care bundles were first introduced in November 2007. ToCs and PDSA cycles were used with the purpose of improving care 
bundle compliance. Information on bundle compliance and the incidence of CLBSI were fed back to bedside staff each month. 
Brief observational hand hygiene audits (surreptitious not secret) of ALL staff were conducted weekly and results released to staff. 
A “naked from the elbow down” approach was made mandatory at the bedside and all staff, regardless of seniority or discipline, 
staff were empowered to challenge breaches of this and other cross-infection precautions. Senior managers and clinical champions 
attended a monthly review and conducted “leadership walkrounds” where staff were asked about SPI and encouraged to voice 
any concerns relevant to quality of care.

Results:

Initial compliance with CL care bundles was 60-65%. By Jan ‘08, it had risen to 100%, a level sustained through 2008. Hand 
hygiene compliance had previously improved from 40% to 96% between April and Oct. 07. The incidence of CLBSI measured by 
the (external) infection surveillance team using accepted criteria decreased from 21.9 to a minimum of 9.7 per 1000 central line 
days (Figure 1 - running quarterly incidence). The incidence for MRSA bacteraemia is shown (Fig 2). Over 18 months prior to the 
introduction of the CL care bundle – shown as black arrow - (and as hand hygiene compliance was increasing to 95%), monthly 
MRSA bacteraemias exceeded 2 per 1000 CL days on 5 occasions (28%). 7 months (39%) had a zero rate. In the 14 months following 
the introduction of the bundle, monthly MRSA bacteraemias never exceeded 2 per 1000 CL days (0%) and 8 months (57%) had a 
zero rate.

         Figure 1: CLBSI by month (per 1000 CL days)    	             	              Figure 2: MRSA bacteraemia by month 

Conclusions:

The implementation of CL care bundles as part of SPI in a large critical care unit was associated with a clinically significant 
reduction in CLBSI and MRSA bacteraemias.  
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737 Training junior doctors in using audit 

Bartels, U.

Objective: 

This study describes the process in 10 clinical psychiatric departments in using audit as a tool to develop clinical competences in 
psychiatric trainees in critical evaluation of their own and others’ clinical practice. We used the implementation of new guidelines 
from the Danish National Board of Health in using benzodiazepines and hypnotics as an aim for audit.

Method: 

We invited the clinical teams from 10 psychiatric departments in 4 counties to participate in the programme. We chose an explicit 
audit of medical records with focus on medication, as a method to train psychiatric trainees in quality and management as part 
of their postgraduate training. The teams were composed of psychiatric trainees, nurses and one senior consultant from every 
department. Every team was led by a psychiatric trainee, who was responsible for the preparation and selecting records etc in their 
own department. In the project 10 senior consultants, 35 trainees and 15 nurses has participated in the audits. 

The programme was under the guidance of the postgraduate senior lecturer responsible for the clinical training of psychiatric 
trainees in the area. The trainees were asked to find and read literature of the aim, and go through the local hospital instructions. 
At a one day training seminar the trainees where taught in the method and worked out and tested the audit form and how to 
prepare an explicit audit. After the audits were carried out, the trainees worked out the reports. They presented the results to 
the doctors and nurses in their own department, and were responsible for the revision of local instructions and implementing the 
changes in medication as leader of the multi-professional team.

Results:

The use of benzodiazepines was reduced from the year 2006 63% to 2008 38% of the patients in an inpatient setting. The 
prescribing of hypnotics is reduced from 52% to 20 % in the same period. The process has increased the awareness of medication, 
and the importance of team work in reducing the use of hypnotics and pro necessity sedative medication. This method is usable in 
training trainees in management competencies, keeping instructions updated and implementation of changes. 

Over a period of 4 years 4 audits were carried out in nearly all of the 10 departments. There was reduction in the prescribing of 
hypnotics and benzodiazepines.
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745 The trailblazer program - capacity building in 
healthcare quality and patient safety in Ontario, 
Canada

Molloy, S., Majewski, C., Ballantine, C., Doidge, D., Flanagan, T.

Objective: 

The Trailblazer program was designed by the Quality Healthcare Network to support a province-wide patient safety initiative, 
Safer Healthcare Now! through a learning program to build capacity for improvement in healthcare.

Methods: 

Safer Healthcare Now! is a campaign to enlist Canadian healthcare organizations in implementing ten targeted interventions. 
Each of the interventions has a substantial evidence base indicating that appropriate implementation and use can lead to reduced 
mortality and morbidity. A growing body of research evidence and international experience has identified these interventions as 
effective, if successfully implemented, in reducing the incidence and impact of adverse events. The Quality Healthcare Network 
(QHN) is a non-profit, member-based organization dedicated to fostering the development and adoption of best practices by 
its members through education and shared improvement projects. It is also the Ontario lead of Safer Healthcare Now! QHN 
and its members created a 20 person resource team called the Trailblazers to support the Safer Healthcare Now! campaign in 
Ontario. Team members were drawn from healthcare organizations already enrolled in the Campaign. Throughout the 12 month 
project, QHN and the Ontario Node of Safer Healthcare Now! developed and implemented an effective educational program 
that included skills in data measurement, collection and management; quality improvement strategies and tools relevant to all 
interventions; an understanding of the clinical context of the ten Safer Healthcare Now! interventions; team building strategies; 
coaching models, styles and methods used to improve team performance; stakeholder collaboration and development of inter-
organizational partnerships through networking; organizational change and change processes; and knowledge sharing approaches 
for the healthcare community. Trailblazers developed an advanced level of skills to help build quality improvement and safety 
knowledge within their organizations and across the province. They also supported healthcare organizations in implementing 
the campaign interventions, addressing measurement problems, improving performance and sharing best practice with other 
healthcare providers.

Results:

Qualitative evaluation provided insights into “what worked and what didn’t work” and needs assessments integrated into the 
program provided information to adjust and tailor the content and process of the program itself as the learning and insights of the 
participants progressed over time. Lessons learned and continuing questions relate to: the wide variation in improvement capabilities 
in organizations; the complexity and ambiguity of the improvement role; essential knowledge and skills for improvement; and 
insights around fostering, sustaining and growing a community of practice in healthcare safety improvement.

Conclusions:

This innovative approach to supporting a province wide patient safety project illustrates a manner in which you can develop, grow 
and sustain a network of skilled improvers from many clinical backgrounds who are focused on improving patient safety in their 
own organizations and across the system. Results have demonstrated that the program was effective in spreading knowledge for 
improvement while generating new ideas for future efforts in knowledge exchange and translation.
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755 The value of inter RAI data for planning

Doody, P., Ashford, Y., Jaime, R.

Objective: 

To demonstrate the value of the RAI-HC data in case management and program planning. Case managers in Ontario are increasingly 
accountable for meeting clients’ needs in a fiscally responsible manner. RAI-HC in conjunction with other tools (i.e. GIS) and 
additional outcomes based on Balance of Care principles is helping us to achieve this goal.

Methods: 

The development of other RAI outcomes such as the RAI Score (Reference: North West CCAC) and the Balance of Care score, helped 
us to build on the RAI and being able to make population analysis in a more comprehensive way; we are using these results in order 
to implement a Balance of Care model (Reference: The NHS and Social Care Long term care condition model – UK Department of 
Health 2005; as well as, Dr. Paul Williams - University of Toronto). The Balance of Care model offers the opportunity to eliminate 
funding barriers through the provision of flexible care packages tailored to individual needs. This initiative offers a more cost 
effective alternative, which enables seniors to remain in their homes and age in place, with the support of case management 
and additional community services. The RAI-HC reports, along with other Community Care Access Centre (CCAC) reports provide 
Case Managers and Managers with an evidenced-based overview of caseloads and teams for program planning, and quality 
improvement. Central CCAC has used a process of caseload distribution, called “digi-mapping”, primarily based on postal codes; 
one of the goal of this presentation is to demonstrate the value of the RAI-HC data in case management and program planning in 
particular with a more comprehensive analysis including Geographic Information Systems (GIS) and demographic data. RAI reports 
were used to review a team in addition to resource utilization reports and key performance indicators in our Balanced Scorecard 
to complete the analysis. This information was analyzed and compared to the teams’ resource utilization reports. The comparisons 
have generated recommendations on how the RAI-HC data can be utilized in future caseload distribution, and to assist in case 
management and resource management. Variances by caseload can be addressed in an objective manner. It is time for RAI data 
use at all levels, in supporting client and caseload decision-making. Evidence-based caseload distribution is one of the next steps 
to support case management in Ontario.

Results:

The current health care system has few alternatives to Long Term Care Homes for frail seniors. As a result, institutionalization is 
for many the only option. For a considerable number of seniors, appropriate levels of care are provided to allow many frail seniors 
to age in place.  For these seniors, their care needs can be meet in the community with the use of individualized cost-effective 
care packages, especially addressing IADL and caregiver needs. The RAI-HC and the tools based on the RAI-HC data have been 
a fundamental part of the analysis and support for the business case presented for balance of Care. In addition, the RAI-HC in 
conjunction with the RAI Score, Balance of Care score and GIS assist the Central CCAC to do a better planning of their caseloads, 
caseloads redistribution and allocation of targets based on population characteristics.

Conclusions:

The implementation of Balance of Care model supported on RAI-HC data is helping the Central CCAC to delay placement of 
clients in Long Term Care Homes; in addition, a more comprehensive population analysis including RAI-HC data, GIS and statistical 
information is helping the Central CCAC to redistribute workload and define utilization targets which accounts for population 
characteristics and geographical distribution. 
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761 Effect of rapid response team implementation 
on “Failure to Rescue”

Schiebel, N.E., Naessens, J.M., Barnitt, E.A., Moriarty, J.P., Bellolio Avaria, M.F., 
Johnson, M.G.

Objective: 

To assess the impact of a Rapid Response Team (RRT) on “Failure to Rescue” (FTR) candidates: patients developing selected severe 
complications in the hospital as measured through administrative billing data.

Background: 

The FTR concept was originally developed by Silber in a study looking at hospital mortality rates following specified surgical 
complications. The US Agency for Healthcare Research and Quality (AHRQ) has developed a computer algorithm based on ICD-9 
diagnosis codes to identify patients with severe hospital complications amenable to treatment. This definition focused on patients 
who developed at least one of six complications: acute renal failure, deep vein thrombosis and/or pulmonary embolism (DVT/
PE), pneumonia, sepsis, shock and/or cardiac arrest, and gastrointestinal bleeding and/or ulcer. We assess changes in a similar 
measure in a health care system after implementation of an RRT which can be called to the patient’s bedside. The RRT is a small 
multidisciplinary team trained in how to react to sudden deterioration in a patient’s health.

Methods:

A Rapid Response Team, to supplement the existing Code Team, was implemented by the nursing unit across the hospital between 
February 2006 and November 2007 using a staggered implementation schedule. Each call to the RRT or Code Team was collected 
and classified into before or after the RRT rollout by date and location of the call. Administrative data was extracted from billing 
sources. The AHRQ FTR algorithm version 2.1 was modified to identify all patients with the six conditions of interest where those 
conditions were not present on admission, irrespective of surgical status or other exclusions. Administrative data and call data 
were merged for each hospital discharge. Statistical tests compared the proportion of patients identified with FTR conditions, 
the percent of FTR candidates who died, and the percent of FTR patients who had an RRT or Code Team call in 2005, before 
implementation to 2008, after RRT implementation. Comparisons were performed overall, and for each of the six conditions.

Results:

The mortality rate among FTR cases after the rollout did not change. 370 (17.1%) of 2,158 patients died in hospital in 2005, 
compared to 474 (17.2%) of 2,748 patients in 2008. The only significant change among types of patients was in gastrointestinal 
hemorrhage, where mortality increased from 11.6% to 19.2%. Hospital mortality from shock/arrest and sepsis, both conditions 
with special RRT focus, did improve slightly, with the improvement in mortality rate following shock/arrest among surgical patients 
approaching significance (p=0.06). The striking finding was that the number of patients identified as failure to rescue candidates 
in each group increased substantially. While the total number of hospital discharges in 2008 compared to 2005 increased by 72 
(0.1%), the number of FTR cases increased by 690(27.3%). The proportion of FTR candidates who had either a Code Team call or 
an RRT call increased from 4% prior to implementation to 13% after RRT implementation. This increase was significant among all 
types of FTR candidates, except shock arrest where the increase was suggestive (p=0.07). 

Conclusions:

Although RRT rates (hospital death among patients developing any of the six conditions) have not significantly changed, 
substantially more patients are being identified with these conditions and higher levels of care are being provided.  Although we 
can not rule out that sicker patients are being admitted to hospital, we suspect this increase in identification is due to the increased 
training and awareness of the medical staff on the need to respond quickly to these medical emergencies. We anticipate with 
continued efforts, further improvements will be realized.



275

Section 2 - Poster Presentations abstracts

768 Most common adverse events: a study in two 
public general hospitals at Mexico

Garrido, F., Sarabia, O., Poblano, O.

Objective: 

To identify the prevalence of adverse events in two public general hospitals. To ascertain the most common adverse events in order 
to prioritize actions with a view to improving patient safety.

Methods: 

A cross-sectional study was carried out in two public general hospitals with 1,550 and 200 beds respectively. Previously the hospital 
staff were sensitised to patient safety. A random sample of 700 patient charts was selected for every place (n=1400). Paediatrics, 
Internal Medicine and Surgery Departments were included in the study. The selected patient charts were reviewed, in the first 
stage, by a group of medical students according to international screening criteria.  In the second stage, specialists reviewed charts 
that were positive for at least one screening criteria using a standardized scale on causation and preventability of adverse events. 
We estimated the prevalence rate of adverse events and confidence intervals (95%).

Results:

The prevalence of adverse events was 11.8% (CI 95% 9.7-14.0). The principal adverse events were; in hospital acquire pneumonia 
(33.3%), infected surgical wound (25%), infection by medical procedures (20%) and others like falls and inadequate use of drugs 
(21.7%). 

Conclusions:

A.	 The main problem (must common adverse events) in the study of this two Mexican hospitals was as expected: Nosocomial 
Infections

B.	 The project has achieved its objectives. As noted, the first cause of adverse events in these hospitals were related to nosocomial 
infections. After this study there was a focus on actions to  improve the control of nosocomial infections, such as the sign of 
the commitment with WHO to start the first global challenge “Clean Care is Safer Care” and a hand hygiene campaign in our 
country.

C.	 After this study it was concluded that there must be further study to learn more about the adverse events in different kind of 
hospitals; this will be achieved by participation in the Iberoamerican Study of Adverse Events (IBEAS).
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769 Longitudinal study of methods for quality 
assessment of primary health care in post-
conflict Afghanistan 

Onishi, J., Gupta, S., Natiq, K., Peters, D.H.

Objective: 

This study compared the accuracy of exit interview method for assessing the quality of pediatric outpatient health provider 
performance in post-conflict Afghanistan.

Methods: 

Exit interviews with the caretakers following the consultations were compared to a ‘gold standard’, defined as the application of 
the observation checklist by observers with a clinical background and extensive training in quality assessment. 

Over a three year period from 2005 to 2007, data from a total of 8,589 patient provider interactions was collected from 948 primary 
health care facilities spread all over Afghanistan. The comparison was based on twenty three indicators pertaining to diagnosis of 
illness among children less than five years in age and counseling towards their care. Sensitivity, specificity and receiver operating 
curve (ROC) area were used to test the accuracy of exit interviews in comparison with checklist based direct observation.  

Results:

Across the twenty three indicators, the exit interview method showed reasonably high level of specificity (estimated average above 
75%) for the detection of successes in the performance of most health worker tasks. The problem experienced by exit interview 
method related to low sensitivity (estimated average below 55%), i.e. low capacity to detect failure to perform a task when 
observed as not been performed. 

When assessed by ROC area, the accuracy of information obtained through exit interviews was poor (estimated average below 
0.70). The estimated sensitivity, specificity, and ROC area did not differ significantly over the three years.

Conclusions:

The unusual findings in this study might be reflection of low level of awareness about clinical processes coupled with the potential 
for recall bias among the caretakers participating in exit interviews. Although clinical observations are resource-intensive, the 
study demonstrates that in a rapidly changing setting like post-conflict Afghanistan, exit interviews have only a limited role in 
quality assessment of primary health care. 
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776 Developing patient safety indicators from 
administrative data

McMillan, A.J., McConchie, S., Brook, C.W.

Objective: 

To drive a set of indictors capable of tracking improvement and monitoring patient safety event rates at hospital level from 
routinely collected administrative data.

Methods: 

Administrative data is relatively inexpensive, readily available, universally applied in the state of Victoria (Australia) and available in 
a single database, ‘the Victorian Admitted Episodes Dataset’ (VAED). A set of patient safety indictors or AusPSIs are a set of patient 
safety indicators providing information on potential in-hospital complications and adverse events following surgery, procedures, 
and childbirth. The AusPSIs have been produced, through refinement and modification of a set of indicators (AHRQPSIs) developed 
in the United States of America (US) by the Agency for Healthcare Research and Quality. In order to use these indicators in Victoria 
translation was undertaken, producing a usable set of indicators for application to the VAED: 

•	 Death in low mortality DRGs 	 	

•	 Stroke in-hospital mortality 

•	 Complications of anaesthesia 	 	

•	 Heart failure in-hospital mortality 

•	 In-hospital fracture 	 	 	 	

•	 Postoperative haemorrhage or haematoma 

•	 Postoperative DVT/PE	 	  	

•	 AMI in-hospital mortality

•	 Pneumonia in-hospital mortality 	 	

•	 Fractured neck of femur in-hospital mortality 

•	 Obstetric trauma – vaginal or caesarean delivery 

Results:

When used with mortality as the outcome indicator, it displays ‘estimated statistical lives gained’ by plotting the cumulative 
difference between expected and actual outcomes. The expected number is a statistically generated figure based on the risk 
profile of the patient and organisation. This technique enables rapid identification of trends at health service level not captured 
when reporting periodic averages. That is, every separation influences the data output. A flagging mechanism can then be applied 
which indicates areas of significant change as an ‘apparent outlier’. These parameters are calculated to detect if a particular 
hospital’s outcomes are higher or lower than expected. An apparent outlier may be either an area of concern or of exceptional 
practice. 

Conclusions:

Reports are now being generated 
providing a graphical overview of 
clinical outcomes over the course of a 
selected period using ‘Expected minus 
Observed’. Where a flag is identified 
hospitals are required to investigate 
the flag and provide a report as to 
the outcome of the findings. This 
methodology whilst in its early stages 
has the potential to be of enormous 
benefit in deriving indictors of patient 
safety simply and in a timely manner.
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779 Estimation of costs for preventative measures in 
hospital patient and healthcare workers safety

Hashiguchi, T., Ohmichi, H., Umesato, Y., Terasaki, H., Yasuda, N., Tohya, M.

Objectives: 

The objective of this study is to clarify the economic resources allocated for preventative measures in patient and healthcare 
workers safety in hospitals (prevention costs) and also to establish a standard method for analyzing such costs. Recently, the 
demand for improvement in patient and healthcare worker safety has increased and hospitals are spending more economic 
resources on preventative measures in Japan. 

However, information on the resources spent by hospitals is limited. By clarifying the actual amount of resources spent on 
preventative measures by multiple hospitals, a standard for cost analysis could be established for bench marking and the legitimacy 
of reimbursement to hospitals can be measured. Some preliminary findings are presented.

Methods: 

To accurately investigate the actual situation in prevention costs in hospitals, we gave a detailed questionnaire to 11 hospitals 
(acute care hospitals mainly) that volunteered to disclose financial details and participate in the study. All valid answers were 
analyzed.

Results:

The amount of prevention costs (opportunity costs included) per 1 hospital bed per day was approximately 3,000 JPY (Japanese 
Yen; 1JPY=0.01US Dollar) in hospitals with or with more than 600 beds (larger hospitals) while it was 1,000 JPY in hospitals with 
less than 600 beds (smaller hospitals). The proportion of prevention costs relative to total costs was approximately 4% and 1-2%, 
relatively.

Among prevention costs, human resources cost was approximately 400 JPY per bed per day in larger hospitals, while 500 JPY per 
bed per day in smaller hospitals. The proportion of human resources cost relative to total prevention costs was approximately 10% 
and 50%, relatively.

Conclusions:

The results indicate that there is a wide range in the utilization of economic resources for preventative measures in safety 
depending on the size or scale of the hospital. They also indicate that the perception of preventative safety costs is diverse and 
standardization is necessary.



279

Section 2 - Poster Presentations abstracts

790 ACS consensual clinical indicators from first 
symptoms to a one year follow up

Desplanques-Leperre, A., Banaei-Bouchareb, L., Erbault, M., Riolacci, N., 
Degos, L., and The Task Force

Objective: 

The French National Authority for Health (HAS) has addressed a high-profile public health issue: the development of a set of tools 
shared by all professionals for the improvement of acute coronary syndrome (ACS) quality of care along with the care pathway.

Method: 

HAS, with the assistance of a Task force of health professionals involved in ACS management, developed a method for clinical 
practice improvement. This method relies on the prospective analysis of the real life patient care pathways, from the onset 
of the first symptoms to a one year follow up. Based on both evidence based medicine and on a problem-solving approach, 
different categories of tools for clinical practice improvement and/or assessment (guidelines, triggers, reminders, clinical pathways 
etc) are produced, including clinical indicators. Published ACS-related quality criteria/indicators and French experiences of the 
implementation of indicators’ were reviewed, and key points of care and non optimal steps were identified and strongly considered. 
Finally clinical practice indicators were built according to their high clinical value defined by both literature review and their use 
in clinical practices. These are carried out in order to be collected prospectively in the different clinical settings and to spot optimal 
pathways. Although the selected clinical indicators are developed to improve clinical practice, some of them could be used for 
performance comparison and/or benchmarking between health care teams, hospitals or care pathways.

Results:

A set of 30 consensual clinical practice indicators were defined. They are classified in 3 consecutive phases of the care pathway: 
(i) 7 shared indicators were chosen for the first phase namely “from the onset of the symptoms until reperfusion”; (ii) 6 shared 
indicators for the second phase “from reperfusion until hospital discharge” and (iii) 16 shared indicators for the third phase “from 
hospital discharge until one year follow up”, including the 1 month mortality. 

A consensus conference adapted to the French care organisation prior to the hospital admission, a guide for general practitioners 
and 6 specific assessment programs support the dissemination of these indicators. Professional organisations of medical continuous 
education are developing programs and/or registers, using the shared indicators in ambulatory and in hospital settings.

The use of the first and second phase indicators by professionals has already started in different settings confirming their feasibility 
and efficacy, with practice improvement such as higher reperfusion rates (5 regional and 1 national French registers). Second phase 
treatment-related indicators have been included into the updated national hospital accreditation guidelines. The improvement 
of the third phase indicators related to educational programs leads to a decrease in coronary events and to a better quality of life 
confirming their clinical relevance (2 local experiences).  

In order to promote the SCA management keys points, indicators’ results and practice improvement, the following actions were 
carried out: all shared clinical experiences, tools and results posted to a specific location on the HAS website; consensual clinical 
indicators published in French general and medical press; local and national professional meetings held for benchmarking and tool 
updating; and one public press conference per year is organized.

Conclusions:

HAS with health professionals assistance has developed an evidence-based, pragmatic and efficient method to share high-profile 
public health issues such as ACS with professionals and patients. Shared clinical indicators constitute consensual quality land-marks 
along with the care pathway. This participative and dynamic program is aimed to give enlightened information to all and to 
continuously improve and promote quality of care. 
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800 Slips, trips and staying still: standardising the 
reporting of falls and pressure ulcers to enable 
monitoring and reduction

Al Dahma, A., Amess, M., Crisp, H.

Objective: 

The objective was to standardise the reporting of falls and pressure ulcers across a health economy, to enable accurate monitoring 
of these incidents and measuring the efficacy of interventions to reduce them.

Methods: 

The NHS South Central Strategic Health Authority (SHA) oversees healthcare provision to four million people in southern England. 
In January 2008 the SHA launched its Patient Safety Federation (PSF), with the goal of “improving patient safety in all healthcare 
organisations in the south central area and to lead the way in reducing harm to patients.”  Two top priorities for the PSF are to 
achieve no needless falls and no needless skin breakdown. 

Better metrics were needed to measure quality of care around patient falls and pressure ulcers. To develop these the group needed 
to know what information was being gathered and how care was being delivered with regard to falls and pressure ulcers in each 
of 23 healthcare organisations. There was no standardised way to report the information so the SHA had no way of knowing the 
size of the problem, or what each organisation was doing in response.

The relevant information from 23 healthcare organisations, in its multitude of different formats, was collated to quantify the 
problem and guide the developments for improved patient safety. The data being collected on falls and pressure ulcers was 
analysed, also the systems for passing on the information, details of where it was transmitted, and how changes were made as a 
result.

Front line care staff and risk managers were interviewed to verify the information provided and to map the processes for 
managing patient falls and pressure ulcers. For each organisation the main problems were noted, alongside examples of good 
practice and samples of documentation for reporting falls and pressures sores. The analysis demonstrated that a range of tools 
and resources were used to manage falls and pressure ulcers and that the reporting mechanisms varied greatly, even within the 
same organisation. For example, a trauma and orthopaedic unit in one hospital uses different assessment tools and guidelines to 
the geriatric unit, where the patient needs are different. 

Results:

The data was collated in standard format to enable benchmarking of the incident rate between organisations. The process 
maps enabled comparison of each model of practice. Together these indicated where processes could be streamlined and which 
approaches were more successful in reducing the incidence of falls and pressure sores. Working groups of clinical and non clinical 
staff used the process maps and information gathered to establish best practice, common pathways and agreed metrics for 
future data collection. The falls group have distributed 20 key principles for Falls Management and Prevention, using information 
gathered from the study as good practice examples. The pressure ulcer group developed a training programme on assessment and 
recording of tissue viability.

Conclusions:

Pooling all the information from different sites into a single database highlighted unexpected variations in practice, resources 
and capacity. There is tremendous value in undertaking a local comparative study on how the same issues are being tackled by 
different organisations in the same region. The pooling of information enables good practice to be easily shared and the proximity 
facilitates the opportunity to observe good practice with minimum resource impact.
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805 Successes and challenges of a national 
multilayered patient safety programme in 
obstetrics

Ruiter, P.J.A., Milne, J.K.

Objective: 

To share the successes and challenges of a national multilayered Patient Safety Programme in obstetrics.

Methods: 

Initially created in 2002 under the auspices of the Society of Obstetricians and Gynaecologists of Canada (SOGC), the Managing 
Obstetric Risk Efficiently (MOREOB) programme has enjoyed tremendous popularity and currently covers over 80% of births in 
Canada. Built on a foundation of professional education, reflective learning, practice modification and evaluation, MOREOB 
integrates High Reliability Organization principles to guide and support the obstetrics unit as they build a sustainable culture of 
safety. The 3 year, facility based, programme centres the patient and her family in the team and seeks to put safety into the Unit’s 
DNA. Using a multidisciplinary Core Team of local facility based professionals, supported by a programme representative, Module 
1 seeks to develop quick wins with the health care team by simply putting all disciplines on the same page as far as knowledge 
using an online application. By the end of this module, the whole team has already witnessed improvements in respect and trust. 
This leads to good ‘buy in’ to build onto this improved trust and respect. Module 2 adds Emergency Drills and Communication 
and Teamwork tools and audit. Module 3 introduces No Harm Event (NHE) review using a Root Cause Analysis approach. This 
leads participants to look at events as Systems failures and creates out of everyone an effective patient safety advocate. The 
recommendations that start being developed from the NHE reviews process and the activities of Module 2 become more robust 
by the addition of Failure Mode and Effects Analysis (FMEA). By the end of Module 3 the teams will have tried every tool of the 
programme. Some will work better for some teams then others. Some teams will be more robust then others. To deeply embed 
safety practices into their culture a fourth module (of individualised length) was created: Advancing with MOREOB (AwM). Aside 
from supporting continued knowledge enhancement, this module also offers problem-solving skills to deal with the unique issues 
that affect each team.

Results:

Multilevel evaluation (using a framework adapted from the Kirkpatrick-Phillips model) indicates; 

•	 Participant reaction to the Programme was very positive. 

•	 All caregivers learned and benefited. Average learning gains for nurses from the baseline pre-test to Module three post-test 
was 20% while 78% of participants reported improved confidence in the management of high risk situations. 

•	 The extent to which improved learning impacted unit performance: 74% of questionnaire respondents reported improved 
management of emergencies, 72% reported enhanced use of evidence-based protocols and 60% reported enhanced 
communication with the patient and co-workers. The Culture Assessment Survey (CAS), measures impact to the unit culture of 
safety. Findings indicate impacts across a range of culture elements including enhanced trust and respect among caregivers and 
enhanced communication and teamwork. 

•	 As a consequence of improvements to unit performance, impacts to the organization including improved caregiver job 
satisfaction, and impacts to a number of clinical outcomes (for example, reduced incidence and severity of postpartum 
haemorrhage) were identified. Critically, claims statistics provided by a national insurance provider on a number of participating 
pilot hospitals indicate a significant lowering trend relative to incurred costs. 

Conclusion:

Safety performance improvement requires continuous commitment at every level of an organisation. Variation in performance 
indicated that AwM was necessary for some. The programme is clearly reaching its goals. Ongoing success relies heavily on the 
hospital, Unit leadership and the hard work of Core Teams.
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809 Multidisciplinary quality improvement teams: 
the bedrock of quality improvement

Henderson, A., Dixon N. 

Objective: 

To develop and implement a quality improvement programme using multidisciplinary quality improvement teams as the 
underpinning structure.

Methods: 

In 2004 the trusts merged under Lothian Health Board which is a large complex organisation of 27,000 staff with primary, 
secondary and tertiary services working across several sites, each with its own culture, and a profusion of Government and local 
Quality Improvement Initiatives. This provided the opportunity to develop a strategy based on the evidence of continuously 
successful quality improvement programmes in healthcare in the US1. The dimensions associated with successful implementation 
are strategy, structure and systems, culture and technical support.  Education was provided for the Board and the Non-executives 
about their QI role. The technical support was provided by a Clinical Effectiveness Team (CET) who received expert training on 
quality improvement tools and techniques such as facilitation skills, measurement, SPC, change management, reporting, ethics. 
In October 2005  27 services had two facilitated half day workshops, the first for consultation on the strategy with a structure 
of multidisciplinary Quality Improvement Teams (QIT’s). The second they were taught QI tools and techniques to help them to 
develop and implement Quality Improvement Programmes (QIP’s). Guidance was given on the membership of the QIT and a 
template was provided for the QIP which each QIT would customise to meet their service needs and priorities within the given 
topics of Clinical effectiveness, Risk Management, and Patient Focus and Public Involvement (PFPI). A number of system issues 
were raised by the teams which they felt needed an organisational response. At 6 months the QIP’s are submitted to the CET for 
evaluation of progress and feedback to the QIT’s and the Clinical Governance Committee, and at the year-end, teams are asked 
to evaluate their progress and a report is submitted to the Board. Based on the evaluation and further facilitated consultation, 
the template is adjusted to address the issues raised by teams and to meet the new requirements as a result of local and national 
changes and targets. The most recent change was as a result of the implementation of the Scottish Patient Safety Programme 
(SPSP) being led by Institute for Healthcare Improvement (IHI). The SPSP tools such as the adverse event and mortality casenote 
reviews and the leadership walkrounds are being used as drivers and strategic tools to unblock existing cultural and structural 
issues in an evolutionary manner.

Results:

After the first year the template was altered to encourage teams to set clear objectives and outcomes and use of measures such as 
Statistical Process Charts to demonstrate improvement. As a result of feedback from patient representatives the PFPI section was 
moved from the end of the template to the beginning. Although QIT’s and QIP’s became embedded they tended to work in silos 
with little learning and sharing. The Board wide quality issues such as the quality of record keeping and the availability of patient 
records were difficult to resolve. As a result of SPSP the profile of the organisational issues has been raised and definitive action 
taken i.e. the issues around the quality and availability of records, environmental issues such as a shortage of hand-washing facilities 
and equipment under £5,000 have been actioned by designated senior managers and are part of performance management and 
reporting. Sharing of good practice between QIT’s is improving. Culture surveys are being done to measure improvement over 
time. 

Conclusions:

The QIT’s have been able to adopt the SPSP as a natural progression to the existing QI programme which means the programme 
is successful in it objectives.

References:

Shortell SM,et al. Assessing the impact of continuous quality improvement/total quality management, concept versus implementation 
Health Service Res 1995;30(2).
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812 Epidemiological study of falls in Ireland based 
on incident and claims data created on STARS 
Web from 2004-2008

O’ Byrne-Maguire, I.F.

Objectives: 

To explore how national incident and claims data on “slips/trips/falls” in Ireland can be used to inform the impending National 
Implementation Plan outlined in the National Strategy on Falls and Bone Health, ‘Preventing falls and fractures in Ireland’s Aging 
Population’.

Methods: 

All incident and claims data relating to “slips/trips/falls” reported between 1st January, 2004 and 30th September, 2008 were 
analysed. STARS Web is the national secure web based incident reporting system. Using SPSS the data was explored from national, 
regional and sectoral (Acute and PCCC) perspectives. The study findings were informed by national epidemiological data and HSE 
activity levels, in addition to internationally relevant comparative data.

Results:

84,144 incidents and 95 claims relating to falls were reported, constituting 37% of all incidents, near misses, pre-claims and claims 
on STARS web in the study period. Most falls (58.3%) were reported from within the Acute Sector. The falls rate equates to 2.1 and 
2.7 falls reported per 1,000 bed days. When compared to falls data in other countries, this suggests significant under reporting. All 
HSE Areas demonstrate similar falls distribution patterns, with the peak incidence of falls amongst 75-84 year olds. When age and 
gender are analysed demographically across the HSE Areas, men aged 65 and over are a third more likely to fall than females of 
the same age. Laceration (10.3%), bruising (8%) and fracture (1.2%) feature within the top six outcomes. Head (7.9%), buttocks 
(4%) and forehead (3.2%) are the top three body parts affected. Most falls events reported (76%) have resulted in no apparent 
injury/reaction. The causes and circumstances of falls were explored by identifying the relationships between incident types, age, 
gender, time of day, staff reporting, specialities, contributory factors and systemic root causes. The majority of falls occur when 
service users are moving without supervision (49.8%). Sixty six percent (66.2%) of falls are reported from the speciality of medicine 
with 11.2% reported from Surgery and 8.3% from Adult Mental Health, the majority of the latter from within PCCC (6.9%). 
Consequences of falls were explored by studying the claims profile using such variables as specialty, sub-speciality, incident type 
specific, age, gender outcome, risk rating and likelihood of claim. Eighty two percent (82%) of all claims occur within the acute 
sector. Almost fifty percent (49.5%) of all claims are happening within Dublin Mid Leinster, South (23.2%), West (20%) and Dublin 
North East (7.4%). The majority of claims involve service users who fall when moving without supervision (43.6%). More females 
(71.3%) claimed than males (28.7%). Within PCCC fatalities account for 50% of all outcomes inputted, whereas within the Acute 
sector fractures results in 36. 5% claims.

Conclusions:

The findings will be important in benchmarking fall-related incident reporting trends nationally, regionally and sectorally. They 
will serve to confirm the importance of incident reporting as a key risk identification tool in promoting patient safety with respect 
to falls which are preventable. This study will increase awareness about the problem of falls and fractures in high risk groups which 
is the first goal of the National strategy on Falls and Bone Health. ‘Preventing falls and fractures in Ireland’s Aging Population’. 
The ongoing secondary analysis of STARS Web falls data as demonstrated in this study will serve to inform the performance 
measurement of service users outcomes, an integral part of any proposed National Falls and Fracture Prevention Implementation 
Plan.
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816 Clinical governance: integrating IT solutions at 
Guys & St Thomas’ NHS foundation trust

Evans, L.J., Topping, J.R., Jinadu, T., Gardiner, J., Francis, J., Kibble, S.

Objective: 

To improve access by all clinicians and other Trust staff for centralised Clinical Governance systems which support an integrated 
Clinical Governance framework and comply with NHSLA Level 3 requirements to embed policy into practice in all clinical areas, 
providing suitable evidence on demand.

Method: 

The Clinical Governance (CG) team used MS Access Databases and paper-based submission processes to manage the clinical audit 
programme and clinical guidance approval within the Trust. In addition, there was a basic intranet database of clinical guidance 
available to staff, but with limited search and reporting capabilities. These systems were managed centrally but did not allow other 
users, such as clinicians, to directly input information into the system or run reports to monitor and manage documents or audit 
programmes. The CG team identified this as a key area to improve both the service it provided to clinicians and to enable clinical 
staff to embed the use of guidelines and audit in improving their day-to-day care. Working with the Information Technology 
Development team, both internal and external IT solutions were scoped and costed, including off-the-shelf document management 
systems and other options. Two web-based systems were commissioned from the GSTT IT Development team, one for clinical 
guidance and one for clinical audit with the following key features:

For users:

•	 Simplify access for all staff
•	 Improve searching by directorate, specialty and key words
•	 Large documents available in single chapters
•	 Give option to e-mail, print or view on screen

For authors and directorate leads:

•	 Focus on robust development of guidance and clinical audit projects
•	 Online submission process, with save-as-you-go
•	 Provides information to assist in the implementation of better practice within the Trust
•	 Upload reports, presentations and action plans, with timescales, to ensure that improvements to services to patients are made.
•	 Enable the completion of the full “Audit to re-audit” cycle.

For administrators:	

•	 Streamline administration and improve processing turnaround times
•	 Improve reporting
•	 Integrate clinical governance processes
•	 Assure the Trust that policy has been followed
•	 Decreased dependence on IT department

Project teams were convened, including Clinical Governance staff, IT developers, key clinical representatives and other stakeholders. 
Intensive process-mapping and full system scoping workshops were held to not only map the system but to design its eventual 
appearance to users and administrators. These systems were designed using an internal IT platform which would enable direct 
interfaces not only between the guidance and clinical audit databases, but also nursing clinical indicators and further planned 
systems for the implementation of NICE guidance and National Service Frameworks. It also included management information to 
enable the monitoring of clinical risks associated with guidelines. An extensive period of user acceptance testing was undertaken, 
with staff from all specialties, grade and disciplines participating. Following required modifications identified by this testing, 
the systems were demonstrated to and approved by the Clinical Directors, the Trust Clinical Governance and Risk Management 
Committee (chaired by the Medical Director), Senior Clinical Staff and Clinical Matrons.

Conclusions:

The systems have been launched Trust wide and the following developments are planned for 2009:

•	 Linking Clinical Audit system directly to the Clinical Guidance system
•	 NICE guidance implementation (also to be linked to clinical audit)
•	 NSF and National Confidential Enquiries long term planning and action templates
•	 Further reporting and management capabilities to enable Clinical Directors to simply and effectively monitor CG activity within 

their areas.
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821 Development of online continuous education 
programme in a tertiary care hospital of a 
developing country

Singh, S., Bala, S., Pradeep, A., Prem, N., Leelamma, L.

Objective: 

To develop an online continuous education programme for knowledge and skill based competency building.

Methods: 

An interview was conducted by the in-service education department to understand the impact of continuous education class room 
sessions, limitations for not being able to attend and overall feedback from the participants. A pilot study was conducted for 
developing an e-learning end-to-end academic programme by involving all stake holders. A team of hospital information system 
analysts, administrators, in-service education staff, medical informatics and nursing supervisors came together to give input and 
to plan, develop, test, run and release the software. E-learning software was developed on an open Linux based operating system 
linked to the hospital information system and in-service (human resource) department. A feedback analysis was also taken after 6 
months of implementation.

•	 Approach for online CNE: An article with 10 MCQs, released by the in-service department, which would be open for the staff 
for the period of two weeks. They can attempt MCQs and grade them simultaneously. Each grade will add to their respective 
credits. For any references, they can access digital books, journals, power point presentations, in-service department’s articles, 
while being hooked to the in house information system.

•	 Setting: 1,200 bedded university teaching hospital.

•	 Timeline: 3 months of interview based data was captured. 3 months of development of skeletal database, 3 months of test run 
and feedback evaluation and 3 months of system support, internal quality assurance and 1 month of release of the software. 

•	 Sample size: 350 nursing staff among all cadres. 

•	 Measurements: Survey assessing infection rates of catheter associated blood stream infection, surgical site infection, catheter 
associated urinary tract infection and ventilator associated pneumonia was done. The outcome factors; cost of care, morbidity, 
mortality, readmission, isolates, MDRO pattern, prophylaxis and antibiotic sensitivity pattern were collected. Cost effective 
measures to identify ideal preventive programme were also studied.

Results:

Out of 1,344 nursing staff, 48% of the staff was able to attend the class room session. 38% of the lectures were missed owing 
to inability to adjust the duty roster. Almost all senior nursing staff were not attending the session because they believed that 
they already knew. Some of the important topics were missed by the staff leading to poor outcome in patient care. Skill based 
learning was appreciated more through class room teaching. 88% of staff felt that online continuous learning programme will 
improve their knowledge, skills and will keep them updated with recent developments. Online CNE will also not disturb their 
schedule and will give them flexibility in attending. A user name and password was given to each staff at the time of joining/
orientation. In the first three months of introduction of online CNE, only 35% of staff attempted. It increased to 42% by the next 
6 months. Transparency and lack of computer skills were the most common impediments encountered by the staff. After one year 
of introduction, 91% of the staff have started attending the online programme. Quality indicators, knowledge and skills of the 
staff have improved from 43% to 87%. All senior staff have started attending the CNE. 

Conclusions:

There is a remarkable improvement in knowledge, competency and skills of the staff in the institute after introduction of the 
online continuous education programme. Attendance of the staff and feedback towards the online programme is much better 
than classroom sessions. The impact on patient care quality indicators, nursing indicators, and patients’ satisfaction has improved 
significantly. The online continuous education programme has turned out to be cost effective and most acceptable by the staff.
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822 A clinical indicator system in mental health: an 
evaluation study

Van de Water, G., De Paepe, L., Breugelmans, S., Vleugels, A.

Objective: 

This study evaluates an indicator system for monitoring the quality of care in psychiatric hospitals from the hospitals’ point of 
view.

Background: 

Navigator is a clinical indicator system with an acknowledged use in Belgian general hospitals since 2004. It consists of a well-
defined set of clinical quality indicators, a software that supports input and delivers feedback, a coordinating website and an 
established network that links hospitals and expert groups. Monthly registration and quarterly feedback enables hospitals to 
monitor systematically and continuously and with short delay the quality of care processes and their results. Hospitals receive 
information on the evolution of their performance in time and on their position among the other participants. An automatic signal, 
called navigalert, informs the hospital management when an increasing/decreasing evolution or a statistically relevant deviation 
from the database average can be detected. An indicator set specific for psychiatric hospitals was developed in 2005. Although 
psychiatric hospitals in Belgium are encouraged by the government to use clinical indicators as a part of quality management, they 
remain sceptical about their relevance and usefulness. This scepticism is an international phenomenon that is mainly fed by the 
lack of agreement on “best practice” within mental health care and the perception that performance measurement “gets in the 
way of” delivering good care.

Methods:

10 psychiatric hospitals voluntarily used the clinical indicator system navigator during 1 year. They were asked to register data 
for at least 10 indicators out of a set of 25, covering the topics admission, discharge, falls in psycho-geriatric patients, aggressive 
behaviour, seclusion events and medication use. Before the start of the project and at its end after 1 year the hospitals were asked 
to score on a 4-points Likert Scale a list of 9 statements describing the hospital’s expectations towards/evaluation of the project and 
the user-friendliness and usefulness of the indicator system. Every quarter, the hospitals were asked to score on a 4-points Likert 
Scale a list of 25 statements covering issues on time investment, user-friendliness, recognisability of the feedback, usefulness of the 
website and network and the use and usefulness of the indicator system. The ordinal response variable is analysed with ridit scores 
in order to reveal whether hospitals change their opinion regarding the indicator system throughout the project year. A graphical 
frequency distribution presents the level of agreement of the hospitals for the 9 statements before and after the project and for 
the 25 statements summoned over the 1 year registration period (sum of 4 quarters).

Results:

Working with the indicator system is not experienced as time consuming; it gets easier during the project. The software is considered 
user-friendly. Overall, the feedback is considered recognisable. The hospitals are satisfied with the training and the support and 
with the networking between participating hospitals. Only a few hospitals use the reports and the exploration tool to provide 
feedback to hospital staff. In half of the hospitals the management actually uses the provided feedback.

Conclusions:

The indicator system is evaluated as useful and user-friendly. The scepticism from the beginning diminishes towards the end of the 
project. This study proves that the prejudices of the mental health care sector towards indicator systems are not always justified. 
Working with an indicator system is not necessarily time consuming and can be relevant. Within a short period of time, hospital 
staff learn to appreciate the possibilities of the system and thus makes it a promising instrument for quality measurement and 
improvement in mental health care. 
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826 Centralised same day admission facility - 
patients, at the heart of our design 

Phua, T.B., Chiang, J.L., Chan, M.Y., Wong, Y.S., Han, J.M., Yap, S.S., Lim, 
H.M.L., Lee, H.M.K. 

Objectives: 

To design and build a centralised Same Day Admission (SDA) Facility to support an ideal process that will minimise patient and staff 
movement and patient waiting time.

Methods: 

‘Single Minute Exchange of Dies’ – a LEAN tool originating from manufacturing, was applied in the initial streamlining of the SDA 
process. SGH streamlined its Same Day Admission process in 2004 and has doubled the percentage of inpatient elective surgeries 
admitted on the same day as the surgery. This has led to cost savings for patients as well as freeing up almost 9,000 bed days 
a year in the hospital to increase patient throughput. As facility development is costly and takes time, the streamlined process 
was implemented within an existing facility in a decentralized manner. To sustain and build on the benefits reaped from the 
streamlining of the SDA process, the hospital has committed to build a centralised SDA Facility. Planning for the facility started by 
mapping out current process using the Patient and Information Flow Analysis, a value stream mapping customised to Singapore 
General Hospital. An ideal process flow was constructed with the primarily objective of minimizing patient and staff movement 
and patient waiting time. Several LEAN improvement tools such as eliminating waste, ‘pull’ system, FMEA, were applied. 

The team endeavours to ‘future-proof’ the facility through capacity planning of the facility for the next 10 years and the integration 
of new enterprise systems such as Bed Management System, RFID tagging and campus-wide pneumatic tube transportation 
system. 

Discrete event stimulations using Automod were used to test and verify key decisions and scenario planning. Subsequently, 
manpower and resource allocations of the facility were allocated and budgeted before finalizing the design layout of the 
facility.  

Results:

Patient and staff movement is drastically reduced. For the patient, the SDA facility is a one-stop centre on the admission day, down 
from 3 service points that is more than 300m apart. Hence, staff movement is also reduced through elimination of portering and 
patient transfer. Patient waiting time, which averaged more than 3 hours, is also reduced through seamless communication and 
transition through service points, reduction in service point’s contact and minimizing hand-overs.

Centralisation also enabled adoption of best practices and ensuring that the design of the new facility supports the process. 
Undoubtedly, patient safety is enhanced.

Lastly, the physical environment, which is a warm spacious family-oriented ambulatory setting is more conducive for patients 
compared to that the improvised clinical ward setting previously. 

Conclusions:

Seizing the opportunity to design a ‘green field’ facility, the SDA facility was able to re-design a leaner process with the patient at 
heart. This leads to a better experience for patient and staff while improving safety for patients.  
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828 Financial counselling for patients in a 
restructured hospital

Tan, C.J., Ong, M.L., Tang, V.S.P.

Objective: 

To implement a system to perform financial counselling for patients across various admission types / resident status & subsidy 
levels.

Outline of the project: 

The Public Restructured Hospitals in Singapore provide inpatient and outpatient medical treatment to Singaporeans, permanent 
residents, foreign workers and foreign residents as well. To help patients stretch their healthcare dollar, the hospital provides 
financial counselling to all patients so that they have the information to select the appropriate choice of ward class when seeking 
treatment. 

With the implementation of means testing in public hospitals for residents from Jan 2009, the process of financial counselling had 
to be revamped to cope with the added complexity (with 96 subsidy levels) when estimating bill sizes for the treatment across X 
number of disciplines.  

With the variety of resident status, increasing number of treatments and constantly changing costs, the hospital had to find a 
solution to adequately provide financial counselling to patients so as not to stress them with a bill beyond their reach. 

Method:

A committee was set-up to look into this project. It was headed by top management (COO & CFO) and includes senior staff 
representation from EMD (Emergency Medicine), Admissions, SOC Listing (Specialist Outpatient Clinic), MSS (Medical Social 
Services), SQ (Service Quality), IT (Information Technology), Nursing & representatives from partner institutions. The committee 
tracked the patient journey where financial counselling is first provided and reviewed when patient goes through pre-admission, 
admission and upon discharge from the hospital. 

Taking into consideration the social responsibility of Public Restructured Hospitals and the current poor economy, the committee 
also empowered the frontline staff so that they have adequate information to help patients initiate the appeal process (for more 
subsidy) if financial difficulty is expressed during financial counselling.

To implement a robust financial counselling system, the committee went through the following stages:

A)	 Collect all existing bill sizes generated manually by various departments

B) 	 Identify the bill components (e.g. ward class, lab investigations, facility fee, surgeon fee, medication)

C) 	 Walk through the appeal process 

	 - Retest the subsidy band extronically 
- Express approval for hardship e.g. retrenchments, social welfare cases 
- Decentralised appeals for straightforward cases at multiple patient contact points 
- Review of non straightforward appeals by medical social workers	

D) Centralised the forms (appeal, medisave, consent, EBS, MMP, insurance claim)

E) Creation of electronic financial counselling module in SAP

Results:

The success of the implementation can be judged from the customer feedback so a detailed analysis of the number of complaints 
due to inaccurate bill estimates was done three months prior and 3 months post implementation.  This results showed that there 
were no significant increase (p<0.001).

Conclusions:

As there does not seem to be a significant jump in complaints, we can currently conclude that the implementation so far is a 
success. Future developments to improve patient experience would be to implement digital signatures on the electronic forms 
which would speed up the transfer of documents and archiving for future retrieval.
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830 Drug calculation skill of nurses: an issue for 
patient safety

Brady, A.M., Fleming, S., Malone, A.M.

Objective: 

To evaluate the drug calculation skills of nurses commencing employment in 5 major academic teaching hospitals in the Irish 
Republic. 

Background: 

Medication errors have been identified as the most common type of error affecting the safety of patients and the most common 
single preventable cause of adverse events occurring in approximately one out of every five doses in a typical hospital (Barker 
et al., 2002). Drug errors have been found to occur in 49% of drug administration procedures (Taxis & Barber, 2003), which are 
predominately nurses’ responsibility. Medication errors resulting from poor calculation skills are an international problem (Polifroni 
et al., 2003). Mathematical errors have been found to account from between 11-14% of medication errors to 18.5% of errors 
(Gladstone 1995). Two skills are necessary in order to perform accurate drug calculations, basic mathematical skills to calculate 
mathematical problems and the ability to conceptualise the clinical information presented and extract the relevant information 
in order to formulate a maths calculation to be solved. Several studies concur that nursing curricula and continuing education 
programmes continue to have insufficient teaching input on pharmacology and tends to focus on pharmacology knowledge 
required for the administration of medications. The drug calculation skills of nursing students have been found to be inadequate 
with regard to mathematical calculation deficiencies, mathematical skill and conceptual and measurement inabilities (Gladstone 
1995).

Methods:

A cross sectional survey design incorporating mixed methods was used. The 30-item questionnaire was divided into two sections 
and sought information on both background information and drug calculation skills of the participants and includes a 20-item drug 
calculation test on metric conversions, tablets and fluid dosages and infusion rates. The majority were scenario-based questions 
and contextual to registered general nurses areas of practice.   Sampling Strategy: Five study sites were selected to represent the 
major academic teaching hospitals in the Irish republic. All registered nurses (approx n=100) commencing employment in the 
five designated sites over a six-month period were invited to participate in the study in 2008/2009. Data analysis: Descriptive and 
inferential statistics were used to test associations between the categorical variables represented in the questionnaire and to test 
differences on drug calculation scores between groups (e.g chi square test; t-tests). All qualitative data generated from the two 
open-ended questions was transcribed and subjected to coding and thematic analysis.

Results and Conclusions:

This paper will present significant findings on the mathematical and conceptual competency of nurses commencing employment 
in relation to metric conversion, drug dosages and infusion rates. It will offer perspectives on the nature of drug calculation 
education offered across different organisations within the health system and make recommendations as to improvements that 
may be undertaken to improve medication safety. 




