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Healthcare is transforming rapidly 

•  A series of technical innovations (day surgery is only one example) all leading to a 
drastic and rapid reduction of the average length of stay.  

 
•  A series of sociological changes (new professions such as interventionists, more 

female doctors, migration of surgery into physician offices, emergence of 
sophisticated medical homes, etc.) with a significant impact on the reorganisation of 
medical services and the need for reinforced co-ordination between primary and 
secondary care.  

 
•  A continuous push toward more public transparency and more supervision by the 

authorities via administrative and medical databases inducing a growing impact on 
the payment scheme of doctors and professionals.  

 
•  An incredible financial crisis, especially in Europe. All Western nations are 

reconsidering urgently how to better allocate the money for best results, considering 
that the part of expenditures and GDP that is allocated to healthcare will remain at 
best stable in the near future, although the demand will necessarily grow with the 
arrival of new techniques and the aging population.  



Quality and safety doubly impacted by changes 

•  Investments	  in	  Quality	  and	  Safety	  in	  Healthcare	  may	  suffer	  from	  
arbitra2ons	  and	  realloca2ons	  of	  resources	  and	  money	  and	  new	  priori2es	  

	  
•  In	  the	  mean	  2me,	  a	  need	  for	  greater	  Quality	  and	  safety	  may	  	  occurred	  

because	  of	  the	  hard	  transi2on	  2mes	  puEng	  healthcare	  at	  greater	  risks	  :	  
rapid	  reorganiza2on	  of	  services,	  hospital	  downsizing	  or	  even	  closing,	  
social	  reluctance	  of	  workers	  to	  engage	  in	  new	  schemas,	  delicate	  transfer	  
of	  charge	  to	  primary	  care,	  etc.	  	  



Quality	  and	  Safety	  in	  Healthcare	  have	  had	  contrasted	  
successes	  in	  the	  past	  decade	  

•  Global	  and	  con2nuous	  improvement	  at	  the	  na2on	  level	  
–  Longer	  life,	  longer	  healthy	  life	  
–  Less	  complica2ons,	  survival	  rate	  significantly	  extended	  in	  majors	  diseases	  

(cancer,	  MI,	  AIDs,	  etc)	  
	  

•  But	  role	  of	  Q	  &	  S	  in	  these	  successes	  debatable	  (compe22on	  with	  
roles	  of	  innova2on,	  new	  organiza2ons,	  and	  other	  social	  factors)	  

	  
•  Many,	  or	  even	  most	  Q&S	  interven2ons,	  have	  not	  proven	  efficiency	  

especially	  for	  pa2ent	  safety	  (Ovretveit,	  2005;	  Vincent	  ,	  BMJ2008;	  Watcher	  Healthaff	  2009;	  
Leape,	  QSHC2009,	  Landrigan,	  NEJM2010;	  Shekelle,	  AnnMedInt	  2011)	  

•  Medical	  spending	  is	  in	  most	  cases	  not	  associated	  with	  beVer	  health	  
outcomes	  at	  a	  regional	  level	  and	  that	  high	  spending	  in	  hospitals	  is	  not	  
associated	  with	  beVer	  process	  quality	  (Chen,	  ArchMedInt2010;	  Romley,	  
AnnMedInt2011,	  Rothberg,	  Healthaff2010)	  
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Confusions on patient safety perimeter 

Patient safety= Surprises in the 
care 

–  Medical complications as listed 
and  known by scientific 
Colleges 

 
 
 
 
–  Unthinkable problems (by 

Colleges)  
•  Wrong patient, wrong side, wrong 

doctor, fall in the operating room, 
etc. 

	  
	  
	  
	  
	  

Medical	  Box	  

EBM 

Boundary of unacceptable events 

Area of socially unacceptable events  

Area of Poor Quality, 
technnicaly 
unacceptable events 

COUTINUOUS IMPROVEMENT 

STRATEGIC 
EXTENSION TO 
MORE PATIENTS 
PATHWAY 

Priority of Patient safety 



Prevention 

Recovery 

Mitigation 
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We	  excessively	  trust	  
PREVENTION	  

The	  worst	  hospitals	  are	  not	  those	  
exhibi2ng	  the	  highest	  rate	  of	  Aes	  but	  
those	  not	  so	  efficient	  in	  taking	  care	  of	  
complica2ons	  due	  to	  AEs	  	  



Int'l	  Forum	  
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The	  ‘Tuesday’	  paradigm	  

•  Design	  Principle:	  Staff’s	  highest	  bid	  
(best	  effort)	  in	  thinking	  safety	  
–  Design	  ideal	  policy	  based	  of	  	  best	  condiGons,	  full	  
staff,	  best	  competences	  (‘the	  Tuesday	  	  morning	  
when	  all	  staff	  is	  present’).	  

–  Process	  oriented	  intervenGons,	  nice	  to	  do	  
	  

•  ...	  Not	  working	  at	  nights,	  week-‐ends,	  
holidays	  periods...	  

	  



We	  tend	  to	  write	  two	  many	  guidelines	  

•  The	  move	  to	  evidence	  based	  medicine	  has	  led	  to	  a	  
prolifera2on	  of	  guidelines.	  	  

•  Guideline	  development	  is	  2me	  consuming	  and	  
expensive	  (more	  than	  £400	  000	  for	  a	  NICE	  guideline).	  	  

•  The	  investments	  may	  be	  worth	  while	  if	  guidelines	  are	  
clinically	  relevant	  and	  have	  a	  wide	  impact	  on	  health	  
care.	  However,	  the	  cost	  effec2veness	  of	  guideline	  
development	  compared	  with	  other	  methods	  for	  
improving	  pa2ent	  care	  is	  unknown.	  	  

•  Failure	  to	  follow-‐up	  test	  results	  is	  a	  cri2cal	  safety	  issue.	  	  



Average	  cycle	  of	  Quality	  
interven2ons	  in	  complex	  systems	  

2	  Years	  to	  see	  the	  
problem	  

2	  Years	  to	  see	  local	  
solu2ons	  

1	  more	  Year	  to	  see	  
solu2on	  endorsed	  
by	  medical	  
Agencies	  

5	  years	  for	  
spreading	  out	  	  
solu2on	  within	  all	  
the	  professional	  
community	  

10	  Yrs	  
minimum	  

Innovation rate per decade 
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SURGERY 

AVIATION 

Automated a/c 

Prophylaxies 

Radiographies 

Jets 

Anesthesiology 

Medical devices 

ATC 

Techniques 

Data-link 

The	  ‘power	  of	  innovaGon’	  
Shojania	  Ann	  Intern	  Med,	  2007	  

Of	  100	  systema2c	  reviews	  
Median	  2me	  to	  a	  change	  that	  

would	  effect	  clinical	  decisions	  
was	  5.5	  years.	  
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Experienced	  Coordina2on	  Gaps	  in	  Past	  Two	  Years,	  	  
by	  Medical	  Home	  Percent*	  

Source:	  2011	  Commonwealth	  Fund	  Interna2onal	  Health	  Policy	  Survey	  of	  Sicker	  Adults	  in	  Eleven	  Countries.	  

*	  Test	  results/records	  not	  available	  at	  2me	  of	  appointment,	  doctors	  ordered	  test	  that	  had	  already	  been	  done,	  providers	  failed	  to	  share	  
important	  informa2on	  with	  each	  other,	  specialist	  did	  not	  have	  informa2on	  about	  medical	  history,	  and/or	  regular	  doctor	  not	  informed	  about	  
specialist	  care.	  

	   NOT	  FOR	  DISTRIBUTION-‐EMBARGOED	  UNTIL	  NOVEMBER	  9,	  2011	  
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Hospital	  or	  Surgery	  Discharge	  Gap	  in	  Past	  Two	  Years,	  	  
by	  Medical	  Home	  

Source:	  2011	  Commonwealth	  Fund	  Interna2onal	  Health	  Policy	  Survey	  of	  Sicker	  Adults	  in	  Eleven	  Countries.	  

*	  Last	  2me	  hospitalized	  or	  had	  surgery,	  did	  NOT:	  1)	  receive	  instruc2ons	  about	  symptoms	  and	  when	  to	  seek	  further	  care;	  2)	  know	  who	  to	  
contact	  for	  ques2ons	  about	  condi2on	  or	  treatment;	  3)	  receive	  wriVen	  plan	  for	  care	  aoer	  discharge;	  4)	  have	  arrangements	  made	  for	  follow-‐
up	  visits;	  and/or	  5)	  receive	  very	  clear	  instruc2ons	  about	  what	  medicines	  you	  should	  be	  taking.	  

Percent*	  

NOT	  FOR	  DISTRIBUTION-‐EMBARGOED	  UNTIL	  NOVEMBER	  9,	  2011	  



Pa2ent	  Engagement	  in	  Care	  Management	  	  
for	  Chronic	  Condi2on	  

Percent reported 
professional in past 
year has: 

AUS CAN FR GER NETH NZ NOR SWE SWIZ UK US 

Discussed your 
main goals/ 
priorities 

63 67 42 59 67 62 51 36 81 78 76 
Helped make 
treatment plan 
you could carry 
out in daily life 

61 63 53 49 52 58 41 40 74 80 71 

Given clear 
instructions on 
symptoms and 
when to seek 
care 

66 66 56 64 64 63 44 49 84 80 75 

Yes to all three 48 49 30 41 42 45 23 22 67 69 58 

12	  
Source:	  2011	  Commonwealth	  Fund	  Interna2onal	  Health	  Policy	  Survey	  of	  Sicker	  Adults	  in	  Eleven	  Countries.	  

Base:	  Has	  chronic	  condi2on.	  



Why	  interven2ons	  in	  Q&S	  so	  debatable?	  
Summary	  

	  
•  Two	  many	  addi2ve	  ac2ons,	  LiVle	  follow	  up	  and	  measurement	  for	  each	  

	  

•  Process	  driven	  more	  ooen	  than	  outcome	  driven	  
	  
•  BeEng	  on	  tools	  imported	  from	  safer	  environment	  without	  considera2on	  

for	  the	  context:	  Checklist	  is	  a	  good	  example	  
	  
•  Poor	  Consistency	  with	  theore2cal	  frameworks,	  especially	  for	  Human	  

science	  areas	  
	  
•  Last	  but	  not	  least,	  slowness	  of	  the	  process,	  out	  of	  the	  tempo	  of	  the	  pace	  

of	  field	  changes	  and	  demands	  
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What	  have	  we	  learnt	  from	  previous	  experiences	  ?	  

HAS	  Pilots	  Programs	  

To avoid To promote 
Administrative indicators: no 
commitment of concerned actors 

Commitment of health professionals 
and patient environment actors 

Consequences of single indicator : 
unexpected effects (P4Pand 
gaming…) 

Bundles indicators & context analysis 

Process: no clinical outcome 
relationships 

Clinical outcomes (or process with 
evidence of clinical outcome relevance) 

Segment of care, structures (HCO) 
assessed separately 

Pathway/care cycle, multidisciplinary 
approach 

Safety & industrial approach of Q Combining Safety Efficacy and Access 



Three key changes expected for Q&S in the 
future 

•  Shioing	  from	  a	  local	  perspec2ve,	  consulta2on-‐driven,	  hospital-‐centred	  vision	  to	  
a	  model	  of	  Quality	  &	  Safety	  addressing	  the	  pa2ent	  journey	  through	  the	  en2re	  
system,	  	  

•  Shioing	  from	  a	  culture	  of	  autonomy	  to	  a	  team	  culture	  at	  all	  stages	  of	  the	  
system,	  	  

•  Shioing	  from	  process-‐driven	  results	  to	  outcome-‐driven	  results,	  including	  a	  fair	  
cost-‐benefit	  analysis	  of	  Quality	  &	  Safety	  interven2ons,	  possibly	  abandoning	  
some	  of	  the	  (numerous)	  interven2ons	  that	  have	  not	  proven	  efficient.	  	  

	  
The	  crisis	  may	  channel	  and	  accelerate	  Quality	  &	  Safety	  professionals	  to	  transiTon	  
towards	  these	  three	  objecTves,	  giving	  opportunity	  to	  clean	  Quality	  &	  Safety	  acTons	  
that	  have	  proven	  to	  be	  liWle	  effecTve,	  revisiTng	  the	  cerTficaTon	  process,	  revising	  
professional	  standards	  of	  persons	  dealing	  with	  Quality	  &	  Safety	  in	  healthcare,	  in	  
sum,	  making	  a	  significant	  evoluTon	  for	  the	  benefit	  of	  the	  paTents.	  	  



Revisi2ng	  cer2fica2on	  
•  Adop2ng	  a	  more	  clinical-‐centered	  approach	  

–  Team	  oriented	  process	  	  
–  Outcome	  driven	  

•  Priority	  on	  Pa2ent	  clinical	  pathway	  and	  interface	  controls	  
(admission,	  discharge)	  

•  Significant	  cleaning	  of	  Q&S	  protocols	  that	  no	  longer	  make	  sense	  for	  
shorter	  length	  of	  hospitaliza2on	  

•  Maintenance	  of	  classic	  knowledge	  on	  Q&S	  	  via	  self	  surveillance	  
tools	  :	  e.g.	  pa2ents	  Tracer	  methodology	  	  

•  Evolu2on	  of	  priori2es:	  expansion	  of	  cer2fica2on	  to	  home	  care	  
support	  and	  primary	  care	  

•  Surveillance	  of	  the	  system	  performance	  via	  data	  base,	  feedback	  on	  
end	  users	  and	  professionnals	  

•  Should	  save	  money	  and	  not	  be	  cost	  addi2ve	  



New targets 

Medical Establishment 
TradiGonal	  Quality	  

management	  

Wards OperaGng	  theatre	  
Maternity	  

Teams Teams	  

In	  and	  out	  clinic	  
Chronic diseases 

TEAM ORIENTED ACCREDITATION/CERTIFICATION 

ACCREDITATION	  /CERTIFICATION	  integrated	  clinical	  pathway	  



New	  priori2es	  	  
Developing	  a	  consistent	  Quality	  approach	  at	  home	  

•  Development	  of	  home	  care	  Q	  &	  S	  
•  Revision	  of	  Quality	  values	  

– Greater	  considera2on	  for	  the	  economic	  values	  of	  
medicine	  

– Reduc2on	  of	  defensive	  medicine	  

•  Revision	  of	  the	  payment	  scheme	  
– Payment	  on	  the	  basis	  of	  clinical	  pathway	  



Home	  care	  :	  a	  new	  domain	  for	  Quality	  and	  
Safety	  

•  Patients continue to enter home health care (HHC) ‘‘sicker and 
quicker,’’ often with complex health problems that require extensive 
intervention. Research on patient safety has focused on institutional 
settings.  

•  Home care had a special meaning for the clients and their families. 
•  By virtue of the unique characteristics of individuals and their homes, 

there cannot be one standard of home care safety for all.  
•  The status of the home care client, like that of the hospital patient, can 

change rapidly, and the accompanying resources needed to manage 
must be sensitive to and focused on the client, family and caregiver.  

•  These resources must be flexible, responsive and available as needed 
to support home care recipients in order to effectively manage the client 
at home, maintain and promote the client’s health and mitigate the risk 
for everyone involved. 

•  New organization and new Quality scheme required 



Need	  for	  a	  considerable	  effort	  for	  
GeEng	  Safer	  home	  care	  

International Journal for Quality in Health Care 2004; Volume 16, Number 3: pp. 237–243 10.1093/intqhc/mzh041
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Home care aides in the administration 
of medication
JOHAN AXELSSON AND SÖLVE ELMSTÅHL

Department of Community Medicine, Division of Geriatric Medicine, Malmö University Hospital, Malmö, Sweden

Abstract

Objective. To assess to what extent home care aides (HCAs) within the social services are engaged in medication administra-
tion, including their knowledge of how to perform this work correctly, and also to assess their knowledge of pharmacology,
adverse drug effects, diseases, and symptoms. Furthermore, we wanted to study if there were any changes to be seen in these
areas since a previous study.

Design. A repeated survey, carried out in 1998, 5 years after a cross-sectional study. In a stratified sample of personnel within
the social services in nine of Malmö’s (Sweden) 10 administrative districts, a questionnaire with multiple-choice and open-
ended questions was answered individually and under supervision. Statistical analyses were carried out using the chi-square test,
except for logistic regression where odds-ratios were presented.

Study participants. Employees (341) within the social services in the municipality of Malmö, of whom 313 were HCAs and 28
were supervisors, most of whom also were HCAs, at a total of 36 workplaces. The study 5 years earlier included 393 employees,
of whom 39 were supervisors and 354 were HCAs.

Main outcome measures. Where possible, the answers in the knowledge test were classified as ‘correct’, ‘partially correct’ or
‘erroneous’, or were assigned to the group ‘do not know/have not answered’.

Results. Most (95%) of the HCAs were engaged in medication administration. On average, 53% managed to give a correct or
partially correct answer on questions concerning medication administration. The result concerning indications for common
drugs was 55%, contra-indications and adverse drug effects 25%, and symptoms 59%. Some general improvements in know-
ledge were seen from 1993 to 1998, mostly in the area of medication administration, but the results also indicated a change for
the worse in the area of indications for common drugs.

Conclusions. Although most HCAs are engaged in medication administration, to a great extent they lack knowledge in the area.
There is a need for additional personnel with the appropriate professional background, i.e. registered nurses, and a need for further
training of HCAs in order to ensure patient safety. With respect to this, issues of learning and quality improvement are discussed.

Keywords: clinical competence, health manpower, home care services, home health aides, medication errors, medication
systems, quality of health care, safety

In the last few years’ there has been an increase in drug use,
alongside greater efficiency in the treatment of several dis-
eases, which entails an increased risk of adverse drug reac-
tions (ADRs), especially in the elderly [1,2]. Personnel helping
a patient with medication administration have a great respon-
sibility, because errors can have severe consequences.

Home care aides (HCAs) do not have the proper profes-
sional preparation needed for medication administration, but
the task can be delegated to them if a registered nurse
decides that it can be done safely [3–5]. This was originally
meant to be only on a temporary basis, but most of the

HCAs within social services today are handling medications
in their daily work. Since delegating the task of medication
administration to non-nurse personnel entails an increased risk
for the patient, in 2000 the Swedish National Board of Health
and Welfare decided on more restrictive regulations for these
delegations. Due to a lack of resources within health care and
social services and problems finding enough registered nurses,
in 2002 these regulations again became less restrictive.

In 1993, a cross-sectional study [6,7] was performed in
Malmö, Sweden, which showed that 95% of the HCAs within
the social services were engaged in medication administration,

Address reprint requests to: Johan Axelsson, Department of Community Medicine, Division of Geriatric Medicine, Malmö
University Hospital, Entrance 59, S-20502 Malmö, Sweden. E-mail: johan.axelsson@smi.mas.lu.se

Parts of this study have been reported previously [Axelsson J, Elmståhl S. Unqualified home care aides put the patient at risk. Better
knowledge concerning drug administration must be required (in Swedish with English summary). Läkartidningen 2002; 99: 1178–1183].
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Going	  forward	  
	  

•  Registries	  based	  on	  “real	  2me	  data”	  
•  Communica2on	  of	  high	  risk	  score	  to	  all	  care	  providers	  	  
•  Coordina2on	  b/w	  inpa2ent	  to	  outpa2ent	  (care	  teams,	  public	  health,	  social	  

services,	  home	  health)	  
•  Web	  based	  plan	  of	  care	  for	  pa2ents	  based	  on	  real	  2me	  data,	  interac2ve,	  

dynamic	  and	  accessible	  to	  all	  
•  Shared	  decision	  making	  b/w	  pa2ent	  and	  providers	  for	  chronic	  condi2ons,	  

wellness,	  social	  needs	  and	  end	  of	  life	  care.	  Awareness	  of	  “goals”	  for	  every	  
provider	  at	  every	  encounter	  	  

•  Popula2on	  management	  systems	  for	  con2nuity	  of	  care,	  chronic	  condi2ons,	  	  
•  Repor2ng	  and	  analy2c	  tools	  to	  monitor	  progress	  and	  iden2fy	  opportuni2es	  

for	  improvement	  



Conclusion	  
Preparing	  for	  the	  future	  

•  Developing	  more	  inter	  professionalism	  and	  connec2vity	  	  
–  New	  Doctor-‐Nurses-‐Social	  workers	  	  coopera2on	  schemes	  

•  Developing	  	  new	  payment	  scheme	  
•  Embarking	  the	  pa2ent	  in	  the	  control	  of	  Quality	  and	  Safety	  

in	  healthcare	  
•  Managing	  hard	  transi2on	  2me,	  accompanying	  changes	  

must	  become	  a	  priority	  

•  We	  don’t	  need	  more	  money	  	  
•  We	  need	  to	  reallocate	  the	  money	  on	  new	  priori2es	  
•  We	  can	  use	  the	  financial	  crisis	  to	  accelerate	  the	  

realloca2on	  


