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The Safety Themes Group at the University of Limerick
conducts research and consultancy in aviation safety,
airworthiness and patient safety.

SAFETY THEMES

In Safety Themes, we discuss, analyse and critically evaluate
topics of importance for the safe practice of aerospace and healthcare professionals.

Driven by curiosity, we intend to identify what and how can be improved through an
independent lens and an evidence-informed approach.

The Group is also engaged in education offerings in the same fields.

More details on our work can be found at: https://www.ul.ie/research/safety-themes
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School of Nursing and Midwifery

Associate Professor Liz Kingston, Head of School Nursing and
Midwifery, Faculty of Education and Health Sciences, University
of Limerick

As Head of the School of Nursing and Midwifery at the University of Limerick, | am immensely
proud of the School’s evolution since its foundation in 2003, and of its central role within a
modern, research-active university established in 1972 and designated as University of
Limerick (UL) in 1989. Situated in the Health Sciences Building on UL’s North Bank Campus,
the School is a vibrant academic community committed to preparing nurses and midwives
who are clinically skilled, research-informed, and globally engaged. Our mission (to engage in
dynamic and transformational teaching and research that significantly improves the health
and wellbeing of local, national, and global communities) guides every aspect of our work.
Research is a core pillar of the School: our staff and students undertake studies that shape
healthcare policy, enhance patient outcomes, and advance scholarship across general, mental

health and intellectual disability nursing, and midwifery practice.

Organising seminars such as Patient Safety in the Community is essential to our mission and
to the culture of collaboration we seek to nurture. Events like this allow us to bring together
clinicians, researchers, policymakers, patient advocates, and community partners to critically
examine the challenges facing contemporary healthcare, particularly in areas such as
communication, medication safety, continuity of care, and system integration, all of which
emerged strongly in this seminar’s discussions. By convening diverse stakeholders under one
roof, the School strengthens the bridge between research and practice, supports the
translation of evidence into real-world improvements, and fosters an environment where
shared learning drives safer, more person-centred care. As a School committed to advancing
patient safety and empowering healthcare professionals, hosting events of this kind is a vital

part of our contribution to national and international healthcare improvement.
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Welcome speech

Professor Deirdre McGrath, Executive Dean, Faculty of
Education and Health Sciences, University of Limerick

So good morning, everybody and to everybody online. So, my name is Deirdre
McGrath. I'm the Executive Dean of the Faculty of Education and Health Sciences.
And maybe just to give you by way of background, to give you an understanding of
my background, I'm a hospital based clinician, not community healthcare.
Obviously, but through my role previously to this is head of the School of Medicine
and also uh, more recently my role as Executive Dean of the Faculty of Education and
Health Sciences. I've had a significant amount of engagement with our community
partners here in the Midwest, so I'm well aware of the incredible work that our
partners do and also of.

Some of the complexities and challenges that they face. So, | really, | think this is
hugely important conference today. So | really do hope that you get the most out of
the day and that you have the opportunity to contribute and to also meet some
people maybe that you don't know already or that you didn't know already and that
might be useful.

In, uh, the work that you do in the community and here in the university settings. So
good morning, everybody and welcome. It's my great pleasure to open today's
seminar here at the University of Limerick and on behalf of the Faculty of Education
and Health Sciences, | extend a warm welcome to all our distinguished guests,
colleagues, partners and.

Participants who've joined us for this very important event, and | know there's a
number of individuals online as well. So, today's seminar focuses on a topic that is
both timely and critical patient safety in community healthcare. Over the past
decades, healthcare systems worldwide have made significant strides in improving.
Safety within acute settings. However, as evidence increasingly shows, adverse events
and safety challenges are not confined to hospitals. They occur in community
settings too. So, these environments, with their unique complexities and resource
constraints, require our urgent attention.

So this seminar is designed to create a national platform for dialogue, collaboration
and knowledge exchange. The aim is to get is to bring together voices from across
the spectrum, patients, healthcare providers, policymakers.

Academics and advocates to share insights, experiences and innovative practices that
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can shape safer care in our communities. By doing so, we hope to inform future
research, policy and practice, ensuring that patient safety becomes a cornerstone of
community health.

So | would like to acknowledge the Health Research Board for supporting this
initiative and the Evidence Based Quality Improvement and Patient Safety Research
Network for their collaboration. Their commitment to advancing patient safety
research in Ireland is invaluable.

So a sincere thank you to all our speakers and contributors who will share their
expertise and perspectives throughout the day. Your insights will help us better
understand the challenges and opportunities for improving safety in community
healthcare. | would also like to thank Anna Chatzi and the organizing team and
everybody who worked.

Behind the scenes to make this event possible, even the person who turned on the
heating this morning.

So while, unfortunately, due to all the commitments | have to leave after this
welcome address, | am hugely confident that the scheduled planned by our UL team
will encourage significant discussion and knowledge sharing, and | would encourage
each of you to ask questions.

Share your experiences and connect with others in the room or online. This should
not just be a seminar, but the start of a new collaboration and practical actions that
will make a real difference in community healthcare. Together, you can turn ideas
into impact.

In the words of Nelson Mandela, education is the most powerful weapon which you
can use to change the world. So please use today as an opportunity to learn, to
challenge and to lead change for safer care in our communities. Thank you and
wishing you a very productive and a really inspiring day.
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Speech 1

Actions to prevent medication related harm in the community
by highlighting a number of key resources for high risk
medications and situations

Louisa Power, Registered Pharmacist, Medication Safety
Specialist Pharmacist, Health Service Executive (HSE)

Good morning, everybody, and thank you to Anna and the whole team, | suppose,
for putting together this wonderful agenda. And | suppose it's my honour and my
pleasure today to be part of this.

This wonderful event and what | really want to talk about today is around preventing
and harm and very much focusing on medication safety in the community. So, I'm a
medication safety specialist pharmacist and | work with the National Medication
Safety Programme and we're part of the National Quality and Patient Safety
Directorate within the HSE.

So, | just want to give you a quick overview as to what I'm going to cover in this slot.
So, I'm going to give you an overview of what who we are in the National Medication
Safety Programme. I'm going to bring you through some key medication and safety
data and I'm going to, | suppose, cover some resources that we have within the
National Medication.

Safety program. So the no check, ask and the my medicines list and HSP medicines A
to D and then finally looking at lithium safety and you'll see this infograph here on
the left hand side and it comes from the WHO and it's that everyone has a role to
play in medication safety.

And | suppose within the National Medication Safety Program, we're passionate
about this. You know, it's not just the clinicians or the prescribers or the pharmacists
who dispense the medicines or the nurses who administer the medication, but it's
also the patients as well. And patient empowerment is absolutely key in relation to
promoting medications.

Safety because the more information that our patients have and our service users
have, the safer they can use medication and that's what a lot of our resources that we
that we have focus on.

So, what is the National Medication Safety Program? So those of you who haven't
heard of the National Medication Safety Program, as | said, we're part of the National
Quality and Patient Safety team and we work with patients and healthcare providers
to reduce patient harm associated with medicines are their omission and we provide
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a systematic approach to medication safety across the system. So we don't.

Just focus on acute. We also have a very keen focus on community and on social care
and across the divisions as well into health and well-being, mental health, older
persons and primary care as well. We have a dedicated page on the HSE website
which is HSE forward slash safer meds and we also have a dedicated e-mail.

Inbox and we do receive, you know, quite a, you know, a busy traffic through that
inbox in relation to queries around medication safety and also in relation to our
resources as well. And that's just a little screenshot from our website.

So | was just to set the scene in relation to medication safety because often | get
asked like why do we have, you know, a medication safety programme? Um. So | just
want to focus on some kind of recent medication safety data just to show | suppose
um the breadth of the issue. So, from the WHO, uh, patient harm due to unsafe
medication care is the leading cause of death and disability worldwide. And what the
WHO say is that most of this patient harm and it is avoidable and there is something
that we can do about it.

And almost 50% of this preventable medication harm is related to medications and
therapeutic interventions. And one in 20 patients or service users will experience
preventable medication related harm in medical care. So you know when you think
about a ward or a unit in residential care with 20 patients, one of those.

Will experience preventable medication related harm and a quarter of this harm is
considered to be severe or life threatening and globally the cost associated with
medication errors has been estimated 42 billion U.S. dollars annually and the WHO
have identified 3 priority action areas which we also focus on in the National
Medication Safety.

Program. They're polypharmacy, high risk medications and situations and at
transitions of care.

And what the WHO have identified as medication is the most common cause of
avoidable harm in healthcare. And as you can see the here on the left hand side or
here on the right hand side, you've got three reports that WHO have published.

In relation to these three priority action areas, so they they've looked at
polypharmacy, high risk medications and situations on transitions of care and they
look at you know across the system. So they look at you know actions that can
impact patients in the public, healthcare professionals, medicines and systems and
practices of medication and this is how.

We, | suppose in the National Medication Safety Program, look at our particular tasks
and our particular actions and looking across not just healthcare professionals, but
also looking at the system and the practices of medication and also looking very
much and focusing on patients and the public and looking at things around.

Patient engagements and involvement of patient organisations as well, because we
work quite closely with patients for Patient Safety Ireland and this is data that was
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actually recently issued by the States Claims Agency in Ireland, so in December 2025.
And they looked this is data from 2023 and 2024 and this is from NIMS data, so the
National Incident Management System. So mainly HSE facilities, but not just in
hospitals. It also looks at community facilities as well, but what it is HSE facilities.
Doesn't cover, | suppose some of those community settings like community
pharmacy or GP practices, but it does cover those HSE facilities. So you can see the
profession of the reporter is our nurse, our nurses and our midwives, you know,
report the widest or the largest portion.

Medication incidence followed by allied health care professionals, which is mostly
pharmacists and pharmacy technicians and then down to general support. And
unfortunately, not a lot of medication incidences are reported by medical staff. |
suppose most of the medication incidences that we see are happening at the admin.
Administration stage Um or at the prescribing stage. So you know those are areas
that we do need Um to focus on Um in relation to medication safety. And this |
suppose breaks down the medications that are um particularly | suppose Um
reported. So we're looking at things like.

And.

You know, anti-thrombotic agents and blood thinning agents. So things like
enoxaparin. We're also looking at paracetamol, and | often get asked why does
paracetamol feature so widely because people wouldn't think that that's a
particularly high risk medication, not like things like blood thinners and insulin, but |
suppose most of most.

Our patients, most of our services, most of our residents are actually prescribed
paracetamol and we see a lot of medication related incidences in paediatrics around
paracetamol because often the dose of paracetamol is weight based and there are
often errors there around prescribing and also in relation to administration.

We're seeing a large number of incidents relating to valproate, but that may be due
to the foetal valproate syndrome and an inquiry that's ongoing in relation to women
who were exposed to valproate during pregnancy and the outcomes from their
children. We also see opioids as well, so.

Oxycodone and morphine sulphate and we see antibiotics and antimicrobials. And so
we're looking at things like Vancomycin and insulin features quite highly there as
well in the top 10. So suppose that just gives you a flavour of where the medication
incidences are happening, who's reporting those meds.

Medication incidences and what medicines are implicated in those reported
medication incidences. But that is really only the tip of the iceberg, because we can
only go on what is actually being reported and we do know that you know it is
actually a very small proportion of medication incidences that are reported.

So what can we do, | suppose, to try and make medication systems and processes
safer. So, I'm going to focus on three key areas that we have within that that we
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promote within the National Medication Safety Programme. So first I'm going to look
at No Check Ask and the HSE My Medicines list.

So the no check ask, this actually comes from the WHO and it's their medication
safety campaign and that was developed to support their third global patient safety
challenge, which is medication without harm. And the aim of the campaign is to
encourage those taking medication and their caregivers to take a more active role in
managing their medication to help increase awareness and educate the public.
About the importance of and using and importance of using medication safety. So
this is very much a patient empowerment and a patient engagement campaign. But
it also encourages healthcare professionals to know the medicines that they're using,
to check the details and to ask the patient if they understand. And what we really
want to do is we want to support people to be more involved in decisions about
their medication.

And to encourage them to report issues and concerns about their medication and to
keep an up-to-date my medicines list.

So with the My Medicines list, this was developed by the by the HSE National
Medication Safety Programme to support the No Check Ask campaign. And so
everyone who takes regular medicines is encouraged to keep an up-to-date list for
their medication. And it's a self, it's a self-management, but it's also a communication
tool as well and what we and.

And those who have the My Medicines list are encouraged to share it with anyone
that's involved with their healthcare and to also share it with staff at healthcare
appointments. And for healthcare professionals, what we want, uh, what we
encourage you to do is to make it easy to use and to make it available, ask the
patient for it and very importantly give it back to them and you can see here that.
The front of it is the My Medicines list and instructions on how to use it. And there's
also space for the person to record their pharmacy name, the pharmacy telephone
number, family doctor name and their emergency contact. And then on the inside
there is space for them to record the information in relation to their medicines and
how they.

At how they take those medicines, and | suppose we're also involved with the
development of the HSE app. So on the HSE app there is a dedicated area for people
to keep an up to date my medicines list. They can actually pull data from what's.
Dispensed data from the HSE and we've been very heavily involved in the
development of that particular module in the in the HSE app and it very much
mirrors the My Medicines list. But for those people who cannot or will not use the
app, we are still promoting.

the um the paper version. As | said, we have a dedicated website on the HSE or
dedicated page on the HSE website which has resources for our lists, our posters and
our videos. Our list has actually been translated into 52 languages. And if you want
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to order copies of the blank list in English, you can go to www.hs.org.

W dot health promotion dot. If you sign up for an account which is free of charge
and search for medicines, you can order a very large quantity of those medicines. If
you want to download or to access the list that's been translated into 52 languages,
if you want to our website, you can download and print that off and we also have a
promotional video as well on.

Why and how to use the list and we can share the MP MP3 recording of that
promotional video. And we do know that in some hospitals and healthcare facilities
that have screens, they actually do show the promotional video. If anyone's if anyone
wants some of the blank medicines lists are in are in the room today. | have. | have
some supplies with me as well.

This is | suppose a link to the video. We also have a QR code as well. So if you want
to access the video and access our resources, you can scan the QR code and our and
our video is available on YouTube.

So as | said, this is what the My Medicines list looks like. You've got the section on
the front to record the important information and then the and then and then on the
back around recording the name of the medicine, the strength, how much they take,
how | take it, do | take it every day, why | take it and my notes.

And | suppose these are just some tips around how to use my medicines list. Some
people find it useful to keep a photo of the list or to take a photo with the labels in
full view. And then it can be helpful to share this list with a family member or carer
and to bring it with you when you're attending any healthcare appointment. And |
suppose there's an assumption out there and most patients that because we're often
all at screens that we that.

You know they we should have this information, but it's important to explain to
patients and to their carers that the healthcare team do not have that information
and also to remind them to keep the My Medicines list up to date. And | suppose we
have done quite a lot of work in relation to promoting and the My Medicines.

So this is just some social media from campaigns in relation to how we've promoted
the My Medicines list in the community and also in the acute setting as well. And
here are some suggested actions around, you know, enclosing the My Medicines list
with appointment lectures. We know some hospitals are doing that, that there are
posters and videos being displayed in waiting rooms in public areas and.

Some residential settings as well that residents are being facilitated to compile and
maintain their medicines list and also to promote the My Medicines list and the no
check ask at public events and at staff events as well. And | suppose this is just some
you know some of the questions that we do get asked you know is it reliable and
who fills it in. So it's very much around the patient.

Filling.

In and because there's significant benefits to the person filling it in but you know a
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list from the pharmacy can also be an alternative or an or an aid as well. But we are
aware that healthcare professionals can support in some in some residential settings
as well and this is some research that | suppose supports the use of the no check ask
and the my medicines list.

And looks at the at the reliability, the time and the facilitators and the main facilitator
really is a promotional list by healthcare staff and the access to digital and compact
list which we're working with HSE digital in relation to the app and we have some on
some acts, some online learning as well which is available on HSE land and also.
IIIOP platform and that's for, you know, registered pharmacists very quickly, just
looking at the medicines A to Z. So, this is the top 50 currently, but we will have the
top 100 hopefully by the end of March. Most commonly prescribed medicines in
alphabetical order. There's links to information on accessing patient information
leaflets if the medicine is last listed.

We.

Very. We very high traffic on the medicines A to Z. So, we have nearly 700,000 page
views last year and in 2024 and people do spend a significant amount of time. It's
not just clicking on and clicking off, we do actually read the content. So, with NHS
content we adapted for Ireland. There's a process of clean English checks and there's
also clinical checks.

By a pharmacist, by the National Medication Safety Program, by a GP. And as | said,
there's more development coming shortly. Very quickly, I just wanted to identify the
lithium safety. So why | suppose did we focus on lithium therapy? So, patients with
previous very stable lithium levels have been.

6.

Develop severe lithium toxicity after starting on medicines that interact with lithium,
such as anti-inflammatories and diuretics, and this is particularly maybe medicine like
anti-inflammatories such as ibuprofen that people are buying over the counter.
There's also been incidences where signs and symptoms of lithium toxicity were not
identified and dealt with urgently and.

Equivalent doses were not taken into account when switching from liquid to tablet
formulations. There are some great key recommendations from the Irish Medication
Safety Network best practice guidelines for prescribing and monitoring lithium
therapy. So, they look at, you know, the monitoring at appropriate intervals, the
management of lithium toxicity, patient care information.

Local policies and procedures and arrangements for monitoring and communication
of blood results, as well as prescribing being explicitly agreed. So, the lithium patient
information booklet is actually in its third version. Um, so it was it's a collaboration
between ourselves and the National Medication Safety Program, the Saint John of
God's Hospital Pharmacy Department and the Irish Pharmacy Union to.

Promote and support lithium therapy and empower patients to engage with their
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healthcare professionals to discuss all aspects of lithium therapy monitoring and side
effects. It has been successfully awarded the clean English mark by NALA and it's also
been reviewed by the Medication Safety Network, the College of Psychiatrists and
the ICGP, and it's got two parts. So, it's got a patient information section which looks
at, you know, key aspects and.

Questions around what is lithium, signs and symptoms of lithium toxicity and things
around you know that the patients will ask around alcohol and lithium and
pregnancy and lithium. That is the link and we also have the QR code which will bring
you directly to the PDF version. As | said, we're on version three which was updated
in September 2025 if you want to.

Order copies. You can use the smart survey link. | also have some hard copies with
me today if anyone wants, um, some hard copies. The key changes really is that
we've updated the indications to include the treatment of aggressive or self-harming
behaviour. There's some expanded information on using the liquid formulation.

And missed doses and also some additional detail on using lithium in pregnancy. We
also have a lithium Uh links to Uh template for a lithium checklist and tracker on our
website as well and those documents can be downloaded and adapted Um for local
use and really they are and its they were developed by a team in Dublin, North City
and West to complement the lithium therapy patient information booklet and they
are the links to the lithium check therapy checklist and tracker on our website. So
some take home messages, unsafe medication practices and medication errors are a
leading cause of injury and avoidable patient care in health care systems across the
world. But there is something that we can do about them. You can support
medication safety through practicing your own safe processes and through
supporting patient empowerment and involvement. No Check Ask supports patient
involvement in decisions about their medication, encourages the reporting of issues
and concerns about their medication.

And also to keep me up to date my medicines list, lithium is a potentially toxic
medicine with a narrow therapeutic index and recognise adverse effects on both
renal and thyroid function. We have a wide range of resources available on our
website to support lithium prescribing, monitoring and patient education and please
signpost patients and colleagues to reputable medicines.

Management sources. So, then my medicines list and the no check ask is available on
our website and the HSE Medicines ATC is available on the HSE website. Thank you
very much.
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g Keep an up to date List and Bring it to Appointments

Ust
“ha

A Medicines List

Everyone who takes regular medicines is encouraged to
keep an up-to-date list of their current medication.

“Know check ask" for your safety

Resources for llats, posters, videos on

waw s
It is 3 self-management and communication tool.
Share with anyons involved in your healthcare

Share it with staf at all healthcare appontments.

Make it easy to use, available.
Ask forit.
Give it back!

National Quality and Pationt Safety | mqpsgPhse.le | @NationalQPs

1

Keep a
Do you take R oto of it .
= on yOUr A{lseditines
medicines? . | : s
! A medicines list can help anyone who takes medicines - e ,A-
a ‘E:; ar:ihoumw\«:m_m'?-::nnm L=

My Medicines List - Tips
* Some peopie find it useful to keep a photo of this list on their phone or take a photo of your
medicines with the labels in full view. - —,

It can be helpful to share this list with a family member or carer

Bring this list with you when attending any healthcare appointment

Do not assume your healthcare team member will have this information

Changes to your medicines?

* Ask your doctor, pharmacist or nurse to explain any changes to your medicines

* It'simportant to keep the list up-to-date by adding any new medicines to the list or drawing a
line through any medicines you no longer take

National Quality and Patient Safety | nqps@hse.le | @NationalQPs National Quality and Patient Safety | nqps@hsc.le | @NationalaPs
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Suggested Actions

close 2 My Medicnes List' with appointment lettere, n
aamizslonidischarge packs

posters and videos in walting rooms or public araas : ke bilank e ‘
labie

Faciitaste resdents to compile and maintain the

=upport of family, if required

Promate My Medicnes List' and ‘Know, Check, Ask’ at public events and this
and eLesming at staff events

National Quality and Patient Safety | nqps@hse.le | @NationalaPs

Iﬁ' - === Evaluation of ‘Know, Check, Ask Campaign

o what hey're
of sttuden
e o patient hekd Tt of
pmong prtlens,conrs nd
ki povfestonite b prinaty and
n about emegencies amang drivers for e secvediuy taresetiags tn el

+ Posiive resparss to the campaign message and materials.
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+ Complexity and conc

+ Limited swareness of purpose and value of keeping 2 fist, but considered beneficial

ime constrants, abilty of peaple with multiple
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medicines or cogris
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* Reliatility - Pecple who use a list could recal their medicines more accurately (65%) tn
thase who did nat (21%) . Part of Best Posslble Medication History taking proc

sance i
support in

+ Time - beoefits to person filing # o themsolves, with familylcarer
te. List from pharmacy is an altemative. Healthcare professiona’
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some setbngs,

* Eail s - Promotion of

¢ healthcare staff and access

digtalicompact lists

National Quality and Patient Safety | nqps@hsa.le | @NationalQPs
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HSE Medicines A-Z

National Quality and Patient Safety | nqps@hsele | @NationalaPs

Lithium Safety

5 53

Key Questions

la it reliabls? I
Peoph who uze a list coukd recal their medicines more accurately (65%) than
fhose who &d not (21%) ) .

= _—Usta e
ssible Medication History taking process - discussion, verfy with 1) 2 . Listahan | Farmac™Mi Usta de
R, AKIng Mg a0 4 & Medicamentos,
* ~*Gamot -

. :“‘.l\"" sHa

Part of Best
reliable sour

Wno s itin?

Benefits o person filing it in themselves, with familyicarers

Ligt from pharmacy atermativelaid

Healihare professionals can support in some setlings

National Quality and Patient Safety | nqps@hse.e | @NationalQPs
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Introducing Medication
without Harm

National Quality and Patient Safaty | nqps@hseic | @ationalQPs

/: e HSE Medicines A-Z

H:
- iobeni ey vt _

alphabetical order

Links to on patient i AtoZ
leaflets if the medicine is not listed

affs ol[s|fc]]e .
Frequency: 877,920 page views in 2024

Time: 2 minute 3 seconds (average)

NHS content, adapted for Ireland, process of plain
English check, clinical checks

More development to come shortly

National Quality and Patient Safety | nqps@Phse.le | @NationalQPs
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/- Medication Safety Incidents
Patients, with previously very stable lithium levels, developing severe lithium
toxicity after starting on medicines that interact with lithium such as anti-
inflammatories or diuretics

Signs and symptoms of lithium toxicity (tremor, forgetiulness, unsteady gait,
functional decline & unable to hold a glass) not identified and dealt with
urgently

Equivalent doses not taken into account when switching from liquid to tablet
formulations of lithium

hétps:fimen isfwp-content/upioa;

National Quality and Patient Safety | nqps@hse.ie | @NationalQPs National Quality and Patient Safety | nqps@hse.le | @NationalQPs
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/_- oo s IMSN Best Practice Guidelines for
S Brcrrre gy Prescribing and Monitoring of Lithium
Therapy

Key Recommendations

Monitoring at appropriate intervals

Management of lithium toxicity

st Proctice Guidelines for
ing ond Monitoring of

Patient and carer information

Local policies and procedures Lithium Therapy

- for itoring and

of blood test results as well as prescribing

explicitly agreed

oade/2026/07,

Lithieum 3. pdf

National Quality and Patlent Safety | ngps@hse.le | @NationalQPs
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Lithium Therapy Patient Information Booklet

=

Updated in September 2025 — Version 3

To order copies of the updated booklet, please
use the Smart Survey ik -
h:

Key changes
Indications updated to include treatment of
aggressive or seli-narming behaviours
Expanded information on using liquid
formulation and missed doses
Additional detail on using ithium in
pregnancy

National Quality and Patient Safety | nqps@Phsa.le | @NationalQPs
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Take Home Messages

> Unsafe medication practices and medication errors are 3 lesding cause of injury and
avoidable harm in haalth care systams across the world. Most patient harm is preventable

»  You can support medication safety lmugh practicing your own safe pvocesses and
through supperting patient in medicir and
safety

» "Know Check Ask’ supports patient involvement in decisions about their medication,
encourages the reporting of issues and concerns about their medication and using up-to-
date My Medicines List'

»  Lithium is 3 potentially toxic medicine with a narrow therapeutic index and recognised

adverse effects on renal and thyroid function

Resources available to support safe lithium prescribing, monitoring and patient education

Signpost patients and 1o reputable ici

»  Know, Check, Ask/My Medicines List — wenehse ie/safermeds

»  HSE Medicines A-Z

v

v

National Quality and Patient Safety | nqps@hsele | @NationalaPs

Thank you!

National Qualtty and Patiant Safety | nqps@hse.e | @NationalQPs

ium Therapy Patient information Booklet
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Developed by HSE Mental Health Sarvices, Dublin

Lithium Therapy Checklist and Tracker

North County and Dublin North City and Weet 1o
camgfiment the Lithium Therapy Patient Information

1 {
ey 1 [1[= o
I l i :
Alm: Support zafe, regular and appropriate monitorng 111 e == -
of progle prescribed §thium, befare initiston ars 1—-1 { =
every review ﬁ { ! 2 |
| | 3
Reviewed by the National Medicatio aty i 1 i o
Programme and Ssint John of God Hospital Drugs and o
Therapeusics Cammittee — =
The documents can be downloaded and adapted for
local use
ity [3ssets b fthium Therapy Checkiist pdt
hittps.//assots hs Ithi Therapy Tracker.pdf v =
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Join us in achieving...
Medication Without Harm

MEDICATIZN

St et v crutwse

% World Health
Organization

The PDF of presentation slides is accessible through the seminar’s page on Safety
Themes webpage: https://www.ul.ie/media/60715/download

The seminar’s page on Safety Themes webpage can be found here:
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Speech 2

Safety attitudes and safety culture in general practice

Associate Professor Roisin Doogue, School of Medicine,
University of Limerick

Good morning, everybody, and good morning to those who are joining us online.
And a big thank you to Doctor Anna Chatzi and her team for inviting me to speak
today. So, Roisin Doogue is my name.

| am Associate Professor in General Practice in the School of Medicine here and
course director for the BMBS program. But my passion is general practice nursing.
I've worked in the field for 24 years and it's an area where there's such growth and
development in what nurses can contribute to general practice.

So today I'm going to talk to you a little bit about safety in general, in general
practice, but also how it relates to the nursing profession as they develop their skill
and as they grow within this field of care for our patients. And | think what's really
important today, we talk about safety directly related to care we.

Give to patients, but we haven't really opened the conversation around the structure,
how we look at the systems within our practice. Today | want to open that
conversation a little bit with you all.

So just to talk about general practice, for those who are not as familiar with the
space, it's a complex clinical environment. Nurses within general practice make up
about 45% of the clinical workforce and are involved in about 7.7 million patient
consultations every year here in Ireland.

The role is very complex and it differs, um, depending on the nurses, what their
abilities are, what their education background is. You know, there's a lot of things
that influences what general practice nurses can do within that setting. So they look
after immunizations, preventative healthcare, chronic disease management, lots.
Different HSE services like screening, cervical screening, contraception and then
there's advanced practice consultations which include assessment treatment, which
includes prescribing for those who are registered nurse prescribers, referral and
appropriate follow up. There's an increased demand in general practice and | think
everybody recognises that not only those.

Those working in this space, but people in the community, there's waiting lists to get
into practices. Our practice GPS are under increasing pressure, so working together is
what helps provide the best care to our patients. The rising level of multimorbidities
and our aging population also adds to that complexity.

And then of course Slaintecare, which is fantastic to see this shift from hospital based
to primary care based care, cutting the right care close to the patient and making
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sure that they get the full holistic care that they deserve.

Safety is a critical component of nursing practice, and nurses play an important role
in identifying safety issues. So many of the practice, when | have these conversations
with my colleagues at various events, they'll often identify the nurse as the person
who looks at things like systems, protocols, you know, how can we better manage
the workload within the practice?

Practice, they help in prevention. So again, putting together guidelines, working with
the practice team so that we all work efficiently together to try and produce that best
practice and patient safety event and then helping to report safety incidences across,
say, the care settings.

For those again who are not familiar with general practice, | just want to introduce
you to a day in my diary. Um, so this was the first week in December and | just picked
at random one of my days in clinical practice. So, | work part-time here in UL and |
work part-time in general practice. So, my day starts at half eight. It finishes at 6:00.
The.

Evening and it has a variation of different presentations. We don't know. So, like our
GP colleagues, we don't know what's coming in the door to us. It's all appointments.
So, for some we'd have a fair idea. Some of them would be signposted as to what
they're attending for, but it could be for our phlebotomy, it could be for a diabetes
review, it could be related to blood pressure monitoring.

It could be related to sexual health screen. It could be some treatments that are
coming out from the hospital that we're assisting with our colleagues in the hospital.
So, some new cancer treatments and we're assisting in providing that administration
of those medications. So often they're novel treatments that we don't know about.
So there's a lot of safety issues we have to think.

About as we navigate our way through the day and to making sure that when |
provide this care to the patient that | have all of the knowledge that | need and that
I'm in the best place and that | have the ability to stop and to take a step back and
take that breath.

And look for further information if I'm not sure. So sometimes a patient will arrive in
and have their little medicine bag with them from the pharmacy and there's an
injection in it to be administered. That's part of their cancer treatment and I've never
seen it before, but my patients know that | will stop.

I'll have a look at it. If I'm not happy or comfortable or confident in the
administration of this, I'll step out of the room. I'll have a chat with the GP. I'll read
the administration leaflet carefully, and only then if I'm happy to proceed. In most
cases, there's the similar, you know, administration technique to them, but we have
that built into our practice system that we can take that step back to ensure that the
patient is receiving their medication safely.

So some of the considerations that are really, really important that we think about
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from a general practice point of view, and | think this is every healthcare system, it's
not just specifically general practice, but | really want to open the conversation in
general practice. So infection prevention and control and it's something again nurses
are really good at it. They come from a hospital setting with that type of experience
and look.

Looking at how do we manage that within our safe, our space, you know, how do we
manage, you know, our cleaning, you know, our cleaners coming in? Is there a
routine? Is there a protocol around all of that practice facilities and our physical
environment? So, the hazardous materials and waste, how is that managed?
Medication safety, | talked about there. You know, something new comes into
practice. We've never seen it before. Equipment and our IT system. So, one of the
things that | teach when I'm teaching our medical students is about the equipment
that we use. If I'm taking somebody's blood pressure, it's really important that | know
that the equipment I'm using is.

It that it is validated and that the results and that I'm carrying out the procedure in
the correct manner because | need to ensure that the results that I'm taking which
will depend you know change the patient's course. So, we might be changing their
treatment based on their results. So, | need to ensure that that equipment.

Is fit for purpose. So, | often say some like analogy of similarly if | send a blood test
to laboratory that's a quality assured laboratory, I'm taking it that the result | get
back is an accurate result and I'm basing a treatment decision based on that. So our
equipment within the practice, whether it's a scales, whether it's a BP monitor,
whether it's a spirometer.

No matter what we're using, we need to know that that same protocol is there
manual handling.

Our clinical risk management, that's something that we look at a lot and it's great to
have in the audience somebody who does a lot of teaching in that space. And it's
something again that's so important that we collaborate together as clinicians within
this space and look at clinical risk and how can we prevent and how can we, you
know, look at incidents that may have happened.

Prevent this for the future, learn from it and create safer, more robust systems
looking at workload management. And again, this is really, really important because
often as clinicians in general practice, we just take on what comes through the door.
And even though my list is full, somebody phones the secretary, say they're really
unwell or.

That, you know, they've been sent out of the hospital and they need a wound care
management or they need phlebotomy, John, you know, and | need it now. And
people are doctors do the same, nurses do the same. They're double booked into
spaces. So we're not managing our time appropriately. So again, we need to look at
those systems from a safety point of view.
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Staff capacity and competencies. What's the education background of the staff? Are
there courses or is there education that we can support them with to better enable
them to provide better care within the practice? Safeguarding of our vulnerable
patient population? It could be people with different language barriers. It could.
Elder.

Population, it could be people with extra needs that attend our practices, but to
make sure that we are thinking about that and that we, you know, support one
another within that. So, we have a very open policy within our practice, no matter
how busy we are, if a chaperone is needed, you know, if there's a patient comes in to
me for whatever reason, | feel that they're.

Acutely unwell and they need to be seen by the GP. We will always work together to
manage all of those instances and support one another in that care.

Good communication and patient engagement in their care. And then of course, data
is curiosity and confidentiality.

Having that safety culture within the practice and that, you know, wish for continuous
improvement needs to be part of everyday practice. So we've a once a week practice
meeting built in. Initially we're like, how are we going to fit this in? We just don't
have spaces. We're overbooked as it is, but once we started doing it and putting time
aside.

That dedicated time to bring any, you know, issues that might have happened, to
bring these issues and have open conversations around it and always with the air of
how can we improve for the next time, you know, what was the system failure that
caused that to happen?

Rather than a blame culture. So, | was involved with some research and delighted
with Doctor Anna Chatzi and Doctor Eugene Kil, and it was really important to look at
safety attitudes of GPNS within the practices. So, to explore factors associated with
safety culture and just to see, you know, are there simple things that we might do
better?

To try and help with that safety attitudes, it's been recently published and the
reference is at the back of this. Anybody who wants to look up that was a really,
really robust piece of research. So, some of the results that came from this indicates
that the length of work experience as a general practice nurse and smaller team size,
so the.

And.

Less GPS and GPNs within the practice and our big mass of multi practices was
positively linked with safety, better safety attitudes among general practice nurses.
And if when we explored that in more detail, | think it came to the communication
channels that in those smaller practices it was easier to have more open
communication challenge.

And that's maybe for bigger practice, maybe to look to say, well, how can we put a
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system in place to open those channels better? GPN's identified concerns with their
practice and these were high workloads and clinical time constraints, the
unsystematic communication methods.

Insufficient and inconsistent communication. So, we're coming back to
communication again and again. Inadequate emergency training and preparedness
and unsupportive teamwork. So, there's a lot of things that we can easily put in place
to try and help with this.

And then the needs that they identified were structured and formalized
communication. So communication again, regular and organized operational
briefings. So again, looking at those team meetings and pushing them in as a priority
on the calendar every week.

Frequent emergency training and clear emergency protocols and then ensuring all
staff, including general practice nurses, are heard and valued, that the
operationalization of the practice is not just between one or two of the partners and
all of the salary GPS or the general practice nurses or other clinicians.

Are not part of that decision making process. | suppose that's something that
happens with the HSE as well. A lot of communication, a lot of those conversations
happen at higher, you know, GP level and the rest of those clinicians working on the
ground are forgotten in asking us how will we operationalize this. The idea is great,
but how do we actually put this in practice and they're the conversations we need to
open.

So a couple of take home messages for you. By implementing safety strategies in
general practice, it can enhance safety culture and creating a safer environment for
both staff and patients. So enhancing training and mentorship.

That can contribute to clearer role definition and more effective communication.
They're the only group of nurses in the community who have no access to funded
education, any education. They had a two-year pilot that's launched a care covered
and they pulled the funding despite fantastic research to show the benefits.

Of education nurses to expand their practice and the benefits that are provided to
general practice, to the GP colleagues and to patients. And unfortunately, that tiny
amount of funding was pulled. You know, we need to ask why? Why is this
happening?

Improving communication systems. So again, having those structured briefings,
formal meetings where we just have conversations around the systems approach to
our practice and tackling the systemic challenges. So that's workload management,
role recognition and a more supportive work.

Environment. So how can we address those things?

Boosting team cohesion. So again, looking at that teamwork within general practice,
looking at how do we all work together as clinicians to provide the best care
possible. One of the things I'll just bring you to cast your mind back and none of us
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like to go back thinking about COVID.

But when the covid vaccines were being introduced and general practice were the
biggest team of vaccinators, and of those vaccinators, the biggest team were general
practice nurses, they gave about 85% of the vaccines within the general practice
setting and | think general practice possibly gave up to 3/4% of the vaccines. Um.
6070% overall nationally. But when that discussion around bringing those vaccines
and administering them in general practice, nobody thought to bring a general
practice nurse to the table to say, you know, how can we operationalize this? What
are your needs from an education point of view or to support you?

In bringing these vaccines to our population. So, it's opening those conversations,
bringing all of the different clinicians to the table to say this is a really important
piece of work that we need to get in there and get these to the population as fast as
possible.

How can we operationalize this? And when we're all at the table, we'll do that in a
safe manner, both for our clinicians and for our patients.

Thank you very much and I'd be delighted to take any questions.
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in General Practice
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Safety considerations in general practice h

+ Infection Prevention & Control

« Practice Facilities & Physical Environment
Hazardous Materials & Waste

+ Medication Safety
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« Equipment, Ergonomics & IT Systems
Manual handling
Equipment maintenance

+ Clinical Risk Management

+ Workload Management

Staff capacity & competencies
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Length of work experience as a GPN and smaller ‘
team size (number of GPs and GPNz in practice),
is positively linked with safety attitudes among
GPNs=
GPN identified safety concerns within their practice:
QHigh workload and clinical time constramts
OUnsystematic communication methods
Onsufficient and inconsistent commumication
QOInadequate emergency training and preparedness
QUnsupportive teamwork
GPN identified safety needs within their practice
O Structured and formalised communication system
O Regular and organised operational briefings
O Frequent emergency training and clear emergency protocols
O Ensuring all staff, inclnding GPNs, are heard and valued
7
By impl ing safety strategies, general practice can h
enhance its safety culture, creating a safer environment for
both staff and patients.
Enhancing Training & Mentorship can contribute to clearer role definition
and more effective communication.
Improving Communication Systems by developing structured briefings and
formal meetings can foster collaboration and preparedness, particularly within
larger teams.
Tackling Systemic Challenges mcluding workload management and role
recognition to create a more supportive work environment.
Boosting Team Cohesion to strengthen teamwork, especially in high-pressure
and emergency situations. vor
LIMERICK
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Speech 3

Patient Safety Incidents; The experience of the Patient
Advocacy Service

Georgina Cruise, National Manager, Patient Advocacy Service
Ireland

And we're actually at the moment within the public acutes and within all nursing
homes. So that's HSE operated, funded and also private nursing homes. And we also
support people in the aftermath of patient safety incidents. We were launched in
2019 and the service was established following a patient's.

Safety incident and recommendations in HIQA's subsequent investigation into that
patient safety incident, which was in 2015 and it was around maternity care in the
Midlands Regional Hospital. The Ombudsman also recommended.

For a patient safety advocacy service within their learning to get better Uh report and
it was about how the families were treated in the aftermath of a patient safety
incident. So we're actually provided by the National Advocacy Service for People with
Disabilities and we're funded through the National Patient Safety Office.

In the Department of Health, there's a commitment in our current contract which
runs to 2027 to scope out expanding our services to providing advocacy within
public funded mental health services. So, the model of advocacy that we provide and
it's provided.

By professionally trained team of advocates, it's empowerment advocacy. So, what
we hope to do is we aim to empower and support the person to realise their rights
and to carry that skill going forward throughout their care. Empowerment advocacy
seeks to support the person to.

Make informed decisions and ensures that their voice, win and preference are heard.
I'm going on to stick in there.

That OK, that makes sense. | think it's | will put this.

You could just put that there. Yeah, that's great. Thank you. OK. Technical issues
always there, not like there's any pressure standing here in front of people. So, since
our launch in 2019, we have supported over 10 and a half thousand people.
Contacted our service and that's in and around concerns that they have around their
care and that's in health and social care settings. 2025 was actually our highest level
of contacts to date. We'd over 3000 inquiries last year and that highlighted nearly
8000 issues that people raised and we capture.

Are the issues that people raise with us using the London School of Economics
Healthcare Analysis tool, which matches in line with the complaints, um, the way the
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complaints are captured within the HSE, so we can kind of identify similar themes.
So although our remit is currently around the public acutes and the nursing homes,
anybody that rings our service gets a service. So, like that, we've also supported
people. We've had over 800 inquiries that kind of sit outside that remit last year and
they can raise concerns with us around the home supports.

GPS, the Primary Health care, acute and community mental health services and
private hospitals. So that's amongst some of the queries we get of the 3000 inquiries
that we had last year, 8% related to identifiable patient safety incidents. It's not up to
us to identify.

By the patient safety incident, but we can recognize it there if it goes through the no
wrong door policy with the HSE and life that what we've seen is unexpected death,
baby death, medication errors, medical, surgical errors, sepsis, misdiagnosis, falls,
pressures.

Ulcers and incorrect patient identification.

Through our work and experience of supporting people who are dealing with harm
caused by patient safety incidents, it's clear that healthcare services and healthcare
staff need to take greater action to learn from the negative experiences of people
using the services.

Our work has highlighted that what most people want is an apology, an
acknowledgement of what's happened, the truth and the learning, so it doesn't
happen to others. As a service, we've seen the positive impact of being offered a
sincere apology.

And of having an open, empathic and compassionate discussion and how that the
impact of that on the compounded harm and the rebuilding of the trust in the
services. We must ensure that people using healthcare services in Ireland have their
voice when a preference heard and that incidents and complaints.

Plains are responded to in a timely, open, honest, empathic and compassionate
manner. The really important part as well is the learning and recommendations that
they're put in place, that they're there to improve practice, reduce risk and therefore
harm to patients.

Independent advocacy has a vital role to play in promoting patient safety, from
supporting the person or a family to navigate the complex incident management
review process, ensuring they're at the centre of that process to the clinical.

And system improvements to providing that critical layer of oversight that is free
from conflict of interest. We also play a role in facilitating adherence to and
implementation of the legislative mechanisms, so the regulatory frameworks and the
policies and procedures that are there such as the.

Patient Safety Notifiable Incident and Open Disclosure Act, the Open Disclosure
Framework, the Incident Management Framework and the Open Disclosure Policy,
and that's to name but a few. By gathering our data from individual inquiries, we as a
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service can identify themes and recurring safety issues.

Such as communication failures and other systemic issues. Sharing this information
and learning with relevant stakeholders is a key element in preventing future harm. In
April 21, we signed a memorandum of understanding with the HSE.

Which is commitment from both sides to cooperate to ensure that people receive
that timely, compassionate and comprehensive responses to either complaints or in
the aftermath of a patient safety incident. There's also a commitment within that
MOU to raise awareness of our service within HSE provided services.

But there's also the learning aspect of that where we do share that learning and
that's to strengthen that coordination and cooperation when responding to
complaints and patient safety incidents. We want to continue to develop that
cooperation with the changes within the regional structures there.

Um, and to strengthen it for the benefits of all of those involved.

On a practical level, what we do, our advocates offer guidance through the open
disclosure process and any subsequent reviews that might take place under the
Instant Management framework. They're trauma informed, so that gives them the
skill and active listening, and they've completed the certificate in patient safety
complaints advocacy.

They're fully briefed on a person's rights during open disclosure and incident
management, and we'll provide that advocacy, information and guidance. We will
inform a person of their rights and what they should expect from the review process,
for example, the open review process, the right to a designated person and to be
involved if it's.

Appropriate in the terms of reference, we can attend meetings in relation to the
incidents in a supporting role. We can help a person prepare for a meeting, ask them
what they want to speak about and what questions they have. We have to ensure the
process is person centred and where necessary we may provide information on.
Other services and supports that are available.

Some of the issues faced by people we have supported through the incident
management process, resulting in that negative experience and compounded harm,
have included no open disclosure taking place with the person or the family
following an incident.

Reviews taking place and the person and their family are unaware or not being
informed or invited to take part. In some key, in some of our cases, people only
became aware on reviewing their own medical records. A person or a family member
having to highlight a patient safety incident through the complaints process.

Or no designated person allocated when required, inconsistent communication with
the designated liaison person and the review team. For example, questions
submitted not passed to the review team, emails not responded to, and a person's
lived experience ignored.
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Another thing is communication received on anniversaries of events can be quite
traumatic for people. The review process, as we know, the timeframes are quite tight,
but it is falling outside those timeframes and the process being traumatic for the
person and no emotional support or counselling offered.

Also, having an understanding of the incident management framework, it is a system
review process, you know, and the terms of the language and the terminology that
can be used within the reports can be quite impersonal, like person X and that can
cause upset and compound the harm for a person.

And the knowledge that the incident happens again can also compound that harm,
you know, where there's no learning from the incidents or no quality improvement.
So through our model of advocacy, we were able to support people to achieve
various outcomes, which not only helped them understand and resolve their issues,
but also provided that opportunity for learning and improvements within the acute
hospitals and nursing homes.

These included full acknowledgement with sincere apologies, policy adherence and
changes, communication improvements, training and education, empowerment and
emotional support and closure.

A common theme throughout our work is the importance of good communication. It
is vital to reduce compounded harm, developing understanding and trust, and
further the ongoing relationship.

Open disclosure is hugely important in the process. It can escalate or de-escalate a
situation. Although it is mandatory under the Patient Safety Act, it really should be
common practice after all incidents that that harm.

Open disclosure should take place in an environment that is conducive to that open,
honest and compassionate conversation, even down to the room where it takes
place, having the right people in the room who can answer questions. The process
should continue throughout the investigation.

It's not just an initial conversation. Open disclosure is also having is often about
having that hard conversation, and there can be a reluctance to do this. But it's only
by having these tough conversations that people impacted can be shown respect
and compassion. Trust can be maintained and learning can be developed.

Another area is the designated person role is actually really important. That has a
huge impact on the investigation. A good communication plan with the patient or
service user will really keep the person at the centre of that process.

And help them feel involved and listened to. Um and it can actually deescalate
situations. Um and it reduces that harm and builds the trust.

So just some examples, | suppose case studies that highlight some of the work and
the issues and the outcomes like we've seen it done really well where somebody was
impacted with a delayed cancer diagnosis. There was issues around the
communication around test results and | suppose appointments.
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You know, and they were informed of this and they um were offered independent
advocacy support or advised around us. But they were also brought in and given that
open disclosure meeting where it was in a very conducive environment. The decision
makers were in the room, they could answer the questions that they.

Had they could, they used appropriate language so the person could actually
understand. They were involved with the review team. They were involved in the
terms of reference and the parameters of the terms of reference. They saw the review
report when it was appropriate.

And the causal factors and the recommendations that came out of it, they were
happy with, they were informed of the implementation of the recommendations and
they were actually involved in training around communication for staff from that.
And then they've also become engaged now in patient.

Partnership themselves. So, it does. When it works well, it does have a huge impact
on people. We've also seen the other side, | suppose, where somebody presented to
an A and E and they needed a procedure. Um, they were put up on the ward for a
few days and actually there was an outbreak of COVID, our favourite thing to talk
about.

When they were there, the test result wasn't given to the surgical team. The
operation went ahead and the person passed, became very ill and passed away. So
there was issues around the communication with the family and that | suppose the
delay in the test results coming forward and.

That followed and what happened was the spouse, the person involved, approached
us and we put in a complaint. We supported the person to put in a complaint and
then it was picked up as a patient safety incident and followed the IMF.

Now they were happy with the outcome of the IMF. They received a full report that
highlighted the errors. Um, they felt that they had been listened to. Their concerns
were taken seriously. Um, but the investigation was very traumatic for the person and
although they were happy with the outcome.

Come of the IMF and the recommendations there, there were issues faced by them
during the IMF process, which also provide an opportunity for learning. So, the family
had to initiate the complaint to the hospital to begin with. If the complaint hadn't
been made, it wouldn't have been picked up as a patient safety incident.

Um, the hospital contacted the wrong person to acknowledge the complaint and to
inform them about the IMF process. Um, the person they was not mentioned in the
complaint, but they were a member of the extended family that happened to be in
the report.

And on a known medical record, so that upset the family. The family requested
medical records at the beginning of the review process and there was a data breach
where there were sent records from several other patients. The family had to request
a designated contact person and all information about the IM.
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Process was actually provided by the Patient Advocacy Service rather than the
hospital. They had to request input into the terms of reference, and while reviewing
the terms of reference, they noticed inaccuracies. You know the incorrect date of
birth for the person who had passed away.

The review team agreed that some of the wording in the report was very technical
and agreed to use more accessible language. So say for example, the spouse found
that the use of the term missed opportunity in relation to her husband's death was
very insensitive.

The review team referenced several policies in the review and they had no idea what
these policies were, so it was a case of requesting those policies and working with us
to understand those policies.

Um, and | suppose the process didn't stick to the framework. Uh, 125 days. The
process took over a year and a half to complete. And they may seem like little things,
but when you combine them all together, the impact that that can have on the
compounding that harm for a person, or, | suppose, interfering in the relationship.
Of ongoing healthcare services can have a huge impact if it's if it's not done properly.
Communication does play a huge role. It's very critical and foundational role of
patient safety. The miscommunication side can lead to adverse events and patient
harm, while effective communication can really prevent misunderstanding and it
does build that trust.

Communication is an element of around 60% of the concerns that are raised with our
service. As you can see from the above examples, breaking down the barriers
through open dialogue and patient involvement is really essential for quality, safe
care.

Learning and feedback that utilize the power of a patient's voice and the lived
experience, which is very unique to every single person, provide positive
opportunities for that risk reduction, learning partnership and that Co design piece.
The process of working well when it is when it has good leadership, good
communication and engaged staff, and it should empower the patient or the service
user, keeping them at the Centre of the process and involved in decisions around
their care, upholding their rights and listening to their lived.

Experience and engaging in continuous learning. So thank you.

Thank you very much, Georgina. Indeed, it was very interesting to hear about your
work and | can express more like, you know, we're all healthcare professionals here or
researchers and when we're sick and we get into the system and we experience
ourselves from this, from this, we're getting the shoes of the patient.

We see the pitfalls or the difficulties of the system and that's you see a lot of, you
know, articles coming up in the newspapers when you have a doctor or a nurse
getting sick and getting into the system. So, it's always getting into the shoes of the
patients and creating processes and systems that.
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And look things through their eyes. So, it's very important work what you're doing.
Thank you very much.
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+ Patient Advocacy Service launched in 2019.
- Over 10,500 people supported.
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since 2019.

- 800 enquiries in 2025 outside of our remit.

- Of the 3,000 enquiries in 2025, 8% related to
identifiable patient safety incidents.
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= Support with Incident Management Framework.
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harm.
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Patient
The Patient Advocacy Service and Patient Advocacy
Safety Incidents BN Service

HEQRMATION | SUPPORT | EMPOWERMENT

» Guidance with Open Disclosure process and Incident
Management Framework.

* Trauma informed, skilled in active listening and have
completed the Certificate in Patient Safety Complaints
Advocacy.

* Can attend meetings in relation to the incident.
* Ensure the process is person centred.

* Provide information on other services and supports that
are available.

Issues in relation to Incident Management Z‘;ﬂi:;cv

- Open Disclosurs did not take place. Service

- Person unaware reviews took place.
- Patient Safety incident highlighted through the complaints process.
= No Designated Lialson Person.

= Inconsistent communication with the Designated Lialson Person and
Review Team.

= Review process falling outside timeframes.
= Review process traumatic for the person
= Process is notalways person centred and can lack empathy.

- Knowledge of the incident happening again - No learning from incidents
or quality improvement.

Patient
Advocacy
[ ] . Service

INFORMATION | SUPPORT | EMPOWERMENT

Through our model of advocacy, we were able to support people to
achieve various outcomes which not onlx helped them understand
and resolve their issues but also provided the opportunity for learning
and improvements within acute hospitals and nursing homes.

These included full acknowledgement and sincere apologies, policy

adherence and changes, communication improvements, training
and education, empowerment and emotional support and closure.

Case Study

3
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Communication plays a critical and foundational role in patient safety.
Miscommunication can lead to adverse events and patient harm while effective
communication can prevent misunderstanding and builds trust.

Communication is an element in around 60% of concerns raised with our service.
As you can see from the above example(s) breaking down the barriers through

open dialogue and patient involvement is essential for quality safe care.

Learning and feedback that utilise the power of the patient’s voice and lived
experience provide positive opportunities for risk reduction, learning, partnership
and co-design.

A process is working well when it has good leadership, good communication and
engaged staff. It should empower the service user, keeping them at the centre of
the process and involved in decisions around their care, upholding their rights,
listening to their lived experience and engaging in continuous leaming.

Patient '
Advocacy
" Service Th a.y\

INFORMATION | SUPPORT | EMPOWERMENT
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k patientadvocacyservice.ie

\ 0818 293003

I 8 I info@patientadvocacyservice.ie
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The PDF of presentation slides is accessible through the Safety Themes webpage:
https://www.ul.ie/media/60716/download

Eet
The seminar’'s page on Safety Themes webpage can be found here: =]
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Speech 4

Integrated care, Top Down, Bottom Up

Dr Siobhan Ni Bhriain, Regional Lead for Medicine, HSE Dublin
and Midlands

So, Anna, just to thank Anna, uh, Jill and others who invited me here to speak today
about integrated care. And I'm a consultant psychiatrist. I've worked with older
people and a consultant for the last 20 years, but my current role is as the regional
lead for medicine and older people in HSE Dublin and Midlands region. And I've just
come from spending.

Almost six years leading the national clinical programs as the National Director for
Integrated Care in the HSE Centre. So | think you'll have some sense hopefully from
this of some of the work that I've done in integrated care along with colleagues,
because that's not something anybody does alone, it's something you do together.
And before | go into the talk, | just want to reflect on a couple of the things that
Louisa, Roisin and Georgina have said about communication and about the
importance and challenge that communication presents in delivering healthcare. And
one of the things Georgina brought up is she talked about will and preference, and
that's not something I'd intended to mention today.

I'm going to bring it up now because will and preference is the language of the
Assisted Decision Making Act, which was commenced almost three years ago and
which | still provide national clinical leadership for in the HSE. So, it's a subject I'm
very familiar with. | think it's very important to get across. This changes the way we
deliver healthcare. It's introduced.

Advanced healthcare practice in that people can now make directives as to how they
want to be looked after in terms of their healthcare. But the big thing is that change
in practice towards will and preference and accepting what people want and how
they want healthcare delivered.

The other thing to bring up at the communication issues that everybody has brought
up today, and there are many angles we can look at communication, how we
communicate incidents, how we manage learning, but most of all, how we talk to
each other and how we talk to the patients that we look after. And people will know
there's a very public drive towards product.

Activity in the healthcare service and that is a very binary view of either you're seeing
X number of patients or you're not and you have to see a certain amount of patients
to be productive. But | have to say in my very considerable length of time at this
stage in the health service, the more we have to spend more time with patients, |
provide a consulted provided service most.
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Consultants | work with work in a consultant provided way, which is very different.
When | was a junior doctor 30 years ago, we had a junior doctor and the consultant
very rarely seeing patients or seeing a certain number of patients mass outpatient
clinics. We don't operate like that anymore and | think it will be really helpful for
people like Georgina and those of us who are really.

Passionate about listening to patients and advocating for patients to make people
understand that productivity does include listening and does include communication.
It's not just about numbers. And | agree with you, Georgina. | think we have to be
really sensitive about how we communicate those difficult issues and those sensitive
issues. | certainly have been in various.

Roles as a clinical director, been that person who's had to do that open disclosure
and sit down and talk to families about adverse incidents, missed incidents and
sometimes death. And it's not easy. It's not easy the first time, and it's not easy the
20th time. But you do learn as time goes on.

So to get back to what | was asked to talk about, which is integrated care, | thought
I'd talk about it top down, bottom up, to give people a sense of how the system has
worked and developed integrated care. And this picture here is of my two daughters.
We were hiking in the Julijske Alps in Slovenia last summer, a fabulous country, but
we were very.

Up there and you can see more peaks and that to me is what the journey for
integrated care has been about. It is a long journey.

So what is integrated care about? There are multiple definitions and multiple ways of
looking at it, but it focuses. It should focus on the patient perspective and organising
the principal assist service delivery. But it also does focus on clinician perspective and
the systems perspectives. I'll talk a tiny bit more about that during the meeting.

It is based on the premise of illness prevention, patient empowerment,
multidisciplinary cross-service planning and delivery, and where all health and social
care services work together to provide a flexible network of care that is responsible,
responsive to the needs of patients and their families.

WHO has provided a framework of the five interdependent strategic directions that
support patient centred care and integrated health services, and that really hasn't
changed a huge amount since 2015. It's still about empowering and engaging
people. It's still about strengthening governance and accountability. And we've heard
a lot about accountability this morning, particularly through.

Communication. It's about reorienting the model of care. And by that | don't just
mean the clinical model of care, but the model of care delivery or the model of
service delivery. It's also about coordinating services and creating an enabling
environment.

And just very brief, | just thought I'd talk very briefly about how healthcare works in
Ireland and most of you know this, but it's the Department of Health sets policy and
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the health service executive's role is to set strategy for the health service and to
manage budgets. It's lots of other roles as well, but we think about that department
sets.

Policy, they give it to the HSE and HSE then puts the strategies in place to deliver
that policy. And until last year when we moved to regionalisation, that was primarily
done by the centre in the HSE, but that responsibility and accountability is now
shifting out into our six regions. So, we're at a period.

Of absolutely enormous change in a health care service delivery. So we have a multi-
tiered system as we know in Ireland is governed by the Health Act 2004. Some
people have all their expenses paid by the General Medical Service system. Other
people pay for some level of service, medication, visits to emergency departments,
etc. And as any.

Of us will know who were involved in medication. That cost of your drug payment
scheme has gone down over the last few years. That is all steps towards the delivery
of a publicly oriented health service. Still about 46% of our population of private
health government. That figure hasn't changed in many years, but the aim of
Slaintecare is to drive towards a publicly.

Provided system with integrated care at the heart of its system. And so from a top
down point of view, we've been talking about integrated care for years. The years
ahead policy came out before | graduated when | was a medical student in 1988.
We've had poor implementation of integrated care until the pandemic.

And there was the pandemic itself that highlighted those structural weaknesses and
the need for greater resilience in our health care services internationally. This wasn't
just a national discovery, this was across the entire health care system. And | was very
involved in the delivery of the response to the COVID-19 pandemic. So, it was
fascinating to see all that learning from international systems.

Coming in and seeing how we could progress our own integrated care in Ireland. So
we do know that Age long Care emphasises this, that care closer to home and
supporting our workforce to deliver that are key components of strengthening
healthcare and improving integration.

So the key healthcare policy we have as you know is Slaintecare, Uh unique really
internationally in that it's an all party agreed Uh policy, which | think is a really good
thing for us. Um, the key principles are to move towards that one tier universal
model, but we're still on the way there. It says we increase GP the age of.

GP visits from younger children is to the getting a little bit older, reducing those DPS.
They're all moves in the universal model direction. Treatment on the basis of need
really important, but increasingly challenging in the changing demographic that we
have with an ageing population with multimorbid needs.

And the orientation towards primary and community care. But | think it's really
important to emphasise this. While we're Orienting care towards primary and
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community care, we can't forget the vital role of our acute system in delivering care
for those who need it. So, there's only a certain amount of surgical procedures, for
example, that we can deliver as day cases in the community.

A lot. Some of them have to be delivered in the hospital setting. Sepsis, which was
mentioned earlier on, has to be looked after in the acute hospital setting. Certain
conditions just have to be looked after there. So, we need to reorient towards
primary and community while maintaining a focus on acute care. The delivery of
integrated care is a key principle of slanted care, timely access.

And we know from the papers again and again, this is a strong focus of government,
a focus on timely access and weighting this management. We're also, we've also
talked about enabling environments. There's a lot of things there is it's about the
communication about, as Louisa said, communicating those risks, those instant
learning right back to the entire system.

And | know there's a lot of work going on to do that, but it's not happening yet and
there's more work that needs to be done. Uh, it's about people learning from
instance, as we've heard from other people as well. And then there is a focus on the
systems perspective. So, this is what | just want to bring up for people.

The patient perspective is about patient centred care and understanding what
patients want from the system, but the systems perspective is about efficiency. And
what that efficiency is about is reducing the number of people who unnecessarily
spend time in the emergency department, people whom we can divert from the
emergency department or who never go there.

Or who can be seen the following day in one of our integrated care hubs or mental
health services, or whoever provides that integrated service with next day reviews.
So how did we develop integrated care in Ireland? Well, we have all those policies,
folks. We have thousands of pages of policies. But what really happened then over
the last 10 years is that the integrated care that we're delivering at the moment was
based on the models of care developed by the national clinical programmes. The
emphasis was on older persons.

Chronic disease, three specific chronic diseases, heart, lung and diabetes chosen
entirely because they are the most common in the population. There are loads of
other illnesses that we could do chronic disease management for. We could do it for
renal disease. We could do it for neurological disease. We do it for a lot of mental
health disorders.

And but that is that is why those heart, lung and respiratory were chosen because
they're the top causes of presentations and a burden and I just like that word on our
acute hospital system. So, all of that work was combined from the clinical programs
to inform to form the Enhanced Community Care program which has.

Delivered on a large number of community specialist teams for older persons around
the country and for chronic disease management. They're not fully staffed, but they
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are there in most integrated health areas in the country. The aim of the chronic
disease management program is also to have prevention programs in progress and
even when we got Roisin talked.

About when Roisin was talking about her day, we could see as part of her day as part
of the chronic disease management and prevention program, which involves again
focusing on those who are most at risk of developing things like diabetes, heart
disease and lung disease and doing early diagnostics to try and make early diagnosis
and intervene earlier. And as | said, there are a lot of areas that.

For chronic disease management, for example, renal disease and neurological
disease, and there are many more that | could think of. And actually, interestingly, as
care changes and moves on, a lot of cancers that previously may have had a lot of
acute management people may not have survived that long from have now become
chronic disease as well. So, they are managing.

Many ways by the National Cancer Care Programme as a chronic disease
management model.

So bottom up, what does integrated care mean for patients and staff? Well, the
people and community perspective is about quality and experience and | Posey
describes it as what does it feel like for me that is for the patient receiving the
service. It's person centred; it's about Co production, it's about shared decision
making and all of that is supported by our.

Legislation in the Assisted Decision Making Act that we pay attention to how people
want their care delivered. It supports patients’ choice and self-management and
really encourages self-management. Again, going back to Roisin earlier describing
what happens, what nurse led clinics in general practice are about, that asthma
appointment is often about teaching some.

How to use their inhaler properly so that they know how to manage their own
asthma. So, we're really about supporting those things from a staff perspective.
When | say this as a clinician myself, it is about reducing admissions and supporting
admission avoidance because bringing people in acutely takes up a huge amount of
time from a clinician perspective and.

Quite.

Frustration when you think this person could be much better managed at home or in
an integrated care hub, care hub, or for someone like myself, a consultant
psychiatrist in an older person's day hospital or whatever. So, there are lots of
alternatives to acute admission, but it's about looking at those alternative pathways
of care. And again, from a staff perspective, when | say staff, largely clinical staff.

It is condition led and that's the perspective. But what we do need to do in between
all of that is optimise outcomes for our patients, addresses what matters to the
people who attend our services and go beyond individual service and condition and
go beyond the individual service or condition. And that's really important again as
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our demography changes and we have more and more.

People, 50% of people over the age of 50 in this country have two chronic
conditions. So, you know and that increases with age. So, it's really important that we
address that wider need multi condition approach to health care. | have to say if
we're really doing it and where our public health care system is advancing in this way
those who deliver.

Public health, they look at the wider determinants of health and what are those
things get that can impact on people becoming sick in the 1st place. So that will be
really important as it develops more and there are a lot of implications for our
workforce and for training and just talking there about the existing models. We have
professional tribes, people talk about.

Consultants about nurses, health and social care professionals. But really we need to
move towards that more shared identity of what we're all in it for, which is to deliver
care for patients, which | think most, which | think everybody is in health care. | don't
have them come across people who aren't, but it is about developing our shared
identity and collaboration and co-production with our colleagues and with users.
Cares and those outside of healthcare. And we need to move beyond those
educational silos, competing professional ideologies towards overlapping clinical
functions, sharing our vision and purpose and towards interdisciplinary education
and practice. And John Brennan, who's talking later, mentioned this in his question
earlier. It's not about developing more silos.

And that is a risk with integrated care that we will develop more silos, and | have to
say it is something | do think about and worry about. We do need to look at
distributing leadership and expertise.

And the challenges for integration care. This is my golden retriever, Daisy. She cannot
be parted from her dog toys. So, reform consists of taking a vote from a dog. Not an
easy task, as | can tell you, she chewed up those ribbons before we ever got it. But
the real challenges we're facing now is moving from our existing central structures.
Structures to the regions and times of change are the biggest time of risk in the
delivery health service. And you know, we know that from international evidence, we
know it from Irish evidence. It is very important that we manage risk as we make this
enormous change from central management to regional management and
accountability.

For teams on the ground, it's about developing close working relationships between
and across teams. And that doesn't happen by accident. That happens by people
sitting in rooms, by organising these meetings, by saying we're going to prioritise
meeting our colleagues in that primary care centre. And if we just talk about primary
care centres, you know, | know.

Lots of colleagues who work in primary care centres, be they specialists or general
practitioners, they can work in a completely siloed way unless the practice and the
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clinicians, the specialist clinicians say we're actually going to prioritize meeting to
discuss our common patients and it's that those kind of steps that make a difference
to delivering integrated care.

One of the things all of you will know this, we need to enable us through digital
around record sharing, record sharing, data sharing that we have not got that right
yet. There's a lot of work going on in that sphere, but it is incredibly important that
you're going to manage patients that you've access to their data and that is not
happening everywhere around the country.

The other area of risk is transitions of care between services. I'm particularly
passionate about transitions of care for children to adult services and there's a lot of
work that that has gone on in that area. There's a lot more work that needs to be
done. But again, this is a time of risk and one of the reasons this is becoming bigger
and bigger for the transitions of care of younger people is that.

Younger people with severe chronic disease who weren't living as long as they were
with disabilities 10/15/20 years ago are now living much longer and need adult
services and that in many ways is creating a new need and we need to work from the
bottom up. So, I'm not actually finished yet because just a couple of take-home
messages here one of the best.

Integrated care services | came across a long time ago was actually started from the
bottom up by two colleagues, McKinney, doctors Ronan Foster and Gary Courtney
and their teams. They worked together to develop an integrated care service in a
Model 3 really excellent service. And | think the other thing for research-oriented
audience like we have today, you'll have seen from that talk, there's a lot of.

Pinch points or touch points that we could look at research, do quality improvement
on. So, a lot of areas for improvement, for consideration, for work. And just to say
that that is my youngest daughter, almost 20 years ago when she started her
mountain climb. She's a great mountain climber when she started off and she was
practicing there. It was one of the first mountain peaks she reached when she was a.
| she's about six there. So, when, as Nelson Madela said, after climbing a great hill,
we'll only finds there are many more hills to climb. So that has been very much my
experience of working in integrated care in Ireland. It is a journey, not a destination.
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Dr. Siobhan Ni Bhriain, Regional Lead for
Medicine and Older People, HSE Dublin
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The WHO has provided a framework
including five inter-dependant strategic
directions to support people-centred and
integrated health services with key actions
(WHO/HQ, 2015).

1. Empowering and engaging people

2. Strengthening governance and
accountability

3. Reorienting the model of care
4. Coordinating services

5. Creating and enabling environment

TOP DOWN: Policy and Need for Change

University of Limerick

Multiple policies aiming for integrated care since
1988

* Poor implementation untit pandemic

Covid-19 pandemic highlighted structural
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Speech 5

Improving safety through learning

Lorraine Schwanberg, Assistant National Director Incident
Management, National Quality and Patient Safety

Perfect. Thanks, Jill, for the introduction. It's lovely to be here. So, as Jill said, | am the
assistant national director for QPS Incident Management in the HSE part of the
National Quality and Patients I've seen.

Always gets a bit of a mouthful, doesn't it? But our remit is very much around
incident management, open disclosure and within the HSE, the National Incident
Management System. So, I'm a nurse by background. | work in acute setting mostly,
but yes, | suppose | have a clinical.

We were just talking about our audience today and we were quite interested, some
of the speakers for the afternoon where you all work. So, | was just wanted to ask if |
could maybe just get a show of hands, which of you are maybe clinicians, nurses or
doctors?

Great. Oh, a large proportion. Um, which of you are maybe academics?

Yeah, it's also both. If | say which of you are QPS, I'm probably a lot of the nursing
hands will go up again as well. So, thanks a million. It's lovely to be here in Limerick
at the university with you today. So, my short presentation is around.

I'll just admit, um, improving safety through learning. Um, | will lean on the incident
management side quite a bit. | suppose that's my area of work at the moment. But
what do we mean by learning? Certainly in incident management.

We get challenged quite a bit because we're not learning.

That's certainly always saying, well, why aren't we learning? Why are these incidents
still happening? So, we just talked through a few of those kind of considerations and
it's wonderful to be collaborating with our academic colleagues because certainly in
terms of learning, they are the experts. So, the two ideas just to think about when we
talk about learning.

And quality and safety. So, there's learning as a process. So how do we actually gain
that insight? How do we amass or kind of knowledge around kind of quality and
safety and what do we do with that learning then? So, as an outcome, how do we
drive change?

So learning as a process, in particular for incident management, is how do we
approach an incident review? Like how do you understand what the kind of
contributory factors are around that and what sources of information for quality and
safety do we rely on?
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Do we engage with service users, staff? How do we use data to really understand our
system and literature and research as well? Are there innovative ways of how we kind
of understand our systems to make them safer? How do we use simulation, for
example, to test some of our systems?

And how do we use other methodologies, any kind of organizational knowledge and
understanding? And what does the culture tell us? And how do we learn whether
service is safe? And then when we have that learning, what do we do with it? And this
is probably one of our challenges. So how do we know when we come up with our
recommendation?

How we act, how we implement, how do we adapt and reinforce and how do we
share and improve? Sometimes that's quite a little bit of a challenge to demonstrate
in incident management and I'll speak to that a little bit further. So, | suppose taking
an international approach around quality and safety, one of our kind of.

Documents that certainly at a national level and with the National Quality and Patient
Safety team at the Department of Health have. Am | speaking loud enough? I | think
my wonderful voice transcends. You know, | know I'm quite croaky, but.

So globally, there's certainly some kind of strategic objectives that are kind of being
put forward in terms of how we should approach quality and safety, what are those
kind of underpinnings? And it's quite nicely mapped out in this global patient safety
action plan that we're all meant to be driving and implementing.

And actually when you look at some of those structures that underpin this global
patient safety action plan, there's some elements that should resonate with us that
should that we are working towards as well. In particular, | know it's in small print,
but you see at the very bottom those.

Triangles kind of building up the structure. There are some of the strategic objectives
within the global the World Health Organization's Global Patient Safety Action Plan.
So, it's really trying to get organ countries across the globe to develop policies to
limit.

Eliminate avoidable harm. So what can we do to reduce the likelihood of harm
occurring? They speak about high reliability systems and organizations. Have you
heard of that language before? What's a high reliability organization?

So they often use that term for some of our very high risk industries, so the nuclear
sector flying and that. So, there's a lot of risk, but actually the frequency of very
serious incidents is very low and some of the reasons underpinning that is that they
take even the smallest incidents quite serious, investigate them really.

They really try and understand their system. They have a just culture within them,
they encourage reporting. So, there are a lot of mechanisms and healthcare. We
would like to be a high reliability organization and we would like to move in that
direction and certainly for us that would be an aspiration to achieve that.

Sometimes they say there's more complexity because of the human factor and
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elements around healthcare industry. But there's certain, certainly a lot of similarities
and you know, a lot of emphasis in building a just culture within the healthcare
system. So, safety of clinical processes, patient and family engagement, we heard
quite a bit.

About that, certainly in the incident management framework, which is being revised
at the moment, there's going to be a big chapter on meaningful involvement of the
patient and family in the incident review process. So, we're moving with this kind of
direction, international direction as well because we know it's the right thing to do.
And then obviously having a skilled workshop, information, risk research and risk
management. So again tapping into resources like EQUIPS and other even HSE
library, how can we use that knowledge and then partnering and collaborating and
we've heard quite a bit about that as well, that integrated approach.

So this is a kind of international vision for us in the kind of, | suppose in particular my
world, in our world and incident management learning is a key feature and features
in the Global Patient Safety Action Plan as well.

It is one of the six principles around incident management. So, we say if we're doing
good incident management, it will lead to learning. So, learning as a process in terms
of undertaking the review and then doing something effective with that outcome
and the findings of the review.

So it's one of six principles. The other principles are around being open and
transparent, being responsive, leading to improvement, and the other ones actually
escape me at the moment, but I've been writing them in my revision of the IMF quite
a bit, so.

Test me on that again later. So this is our process in terms of how we gather our
learning from incident management. It's kind of a step-by-step process and you can
see with the kind of first step in terms of incident management, it's around risk
assessment and incident prevention and then when an incident occurs.

Takes it through that kind of quite mental model, which is quite linear. And actually
when the incidents are quite complex, we know that they're it's not as linear as we
would like to like it to be. Sometimes it's probably nicer laid out on the paper. It can
get complex, but the key steps are around taking immediate actions to prevent the
incident.

From occurring again and then initial notification and reporting, assessing and
understanding what happened, happened and analysing that and then obviously
having your review findings. OK, so if you're doing that well.

Then you should have a good understanding of why the incident happened, OK.
One of the key areas that you might be familiar with as well is a kind of safety 2 lens
as well in terms of learning from excellence and we're hoping that that will feature in
the next IMF, which will hopefully be out this this side of the summer in any case. So,
it's not just focusing on when an incident happens and things go wrong.
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But it's actually learning from teams where something worked quite well and we
actually know that our staff are extremely well versed in kind of mitigating against
risk and actually largely prevent incidents. So, we do really want to learn from teams
when it works well or from individuals and trying to understand those actions.

And mitigations as well. OK, well, at least it's quite motivating and actually puts a
positive lens on, uh, learning as well, OK.

So in particular around incident management, we have your individual incident,
which gives us great insight as to why an incident might have occurred, but there's a
collective data as well. Sometimes there's a challenge around incident data and
there's not being the best measure because there's lots of influencing factors.

Is around incident data, what's the culture like with an organisation? So just because
they have low incident numbers doesn't mean that they're necessarily safe. There
might be culture where it's quite oppressive in terms of incident reporting and that,
but generally collectively and a kind of pool of incident data.

Does help with surveillance and picks up on some incident trends as well and you see
some of the strengths that and weaknesses in terms of how to apply that incident
data. So generally, for trend analysis and surveillance it can be quite good. We do
report around 200,000 incidents in the HSE.

A year. So there is a large pool of insight there and then it also can be used for
performance assessments and certainly in certain areas in particular if there are
issues around access and maybe in service access and operational pressures as well
to kind of correlate if there's harm occurring because of those types.

Of events and that and then breakdown and resilience, whether there are any kind of
issues in terms of the kind of safety barriers that we have put in place and whether or
not they're not effective, even though we think we've put in some very robust
measures.

And then also it can be used for new and uncommon sources of serious harm. So
that's where you would use a more in-depth analysis. OK, rather than that pool data,
it wouldn't give you that much insight. You really want to understand why that has
occurred.

So just to touch on, | suppose we've kind of gone through the process and | know
this is very high level in terms of how we ascertain what the learning is. So we've got
a lot of insight from lots of different sources. Incident management, you could have
done a quite a robust review where you want to understand that, but when you
actually come to your findings and trying to make a.

Change and kind of moving into that learning as an outcome space and how you
kind of prevent incidents from reoccurring. Again, it's really important to be mindful
of the kind of recommendations being put forward and how effective they are. We
know that generally.

The recommendations and actions we take that maybe will design um out a
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particular practice or process um are the most effective in particular mechanical
barriers. So, you know some of our kind of connector type um.

Preventers, so we can't connect, can't use an oral syringe to give something IV for
example, and that are the most effective. But in healthcare we do tend to lean on the
administrative barriers to prevent incidents quite regularly. So, we'll develop new
training programmes and SOPs or.

Policies, but there are quite a few weaknesses with those preventers, really. So,
whether staff actually understand them. | know we had an incident one time in a very
large organization, but it turned out that there were five SOP S for the same
procedure and staff were just following different procedures and things like that. So
just.

To be wary, education policies, and that's obviously important, but they should
complement whatever else. And the most robust mechanisms are to design safety
into the system. So, for example, if you're in a particular environment, you kind of
designed risks out.

Preventing harm. Now this is probably a very outdated picture and I'm sure there's
probably some risks in that with this environment, but it's just looking at the design
and making this design safe. Now this is from an acute setting. It's just my own
experience, but just to give you an example, so.

2 minutes. OK, I'll give be very quick. So, for example, in an acute setting, you might
have an oxygen air outlet and an air outlet, and there were particular incidents
occurring whereby patients in a resource situation were connected to air instead of
oxygen. And obviously they required the oxygen in that particular.

Scenario. So, they came up with some great inventions. Make sure the labels are
bigger. That will definitely stop the incident from occurring. Limited effectiveness
actually raised awareness and more incidents were being reported. The main solution
that really helped was actually when they put a kind of a barrier in a kind of a cap
that you.

Needed a key to be removed and that stopped the incidents. OK, so look at those
kinds of mechanisms, how we can create a safe environment. When you do come up
with recommendations, that's not the end of your kind of learning. Test those
recommendations. Are they effective? Are there any unintended consequences? Look
at your assurance piece and | know I'm sure Magella will touch on.

Some of those elements as well, some of the kind of challenges that we know and |
don't know why the print is so small there, but you will get the slides. So, some of the
challenges in actually affecting that changes around quality of recommendations, not
having the kind of resources to implement them effectively and to check their
effectiveness.

And there might have been lack of engagement with developing the
recommendations with the people who actually work in the area. So, involve those
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people in designing and coming up with recommendations and there might be some
organizational challenges with implementation as well. Lastly, in terms of learning
and this is what people always think.

It's a really important component, but it's how do we actually then raise awareness
about some of those findings? How do we share learning within the HSE? So the
national level, we've developed Patient Safety Together, which is an online platform
where we share a lot of learning and relevant for the community topics as well.

For example, we have a patient safety digest that we produce with the HSE library
that we issue every quarter. It will give you a summary of the most recent
publications at our human factors system thinking and that's it's a nice summary that
you can bring to your teams.

We issue a HSE national safety alerts which are focused on particular safety risks and
give kind of mandate actions from organisations and that they are produced with
subject matter experts. We try and limit those because we don't want to saturate the
system. So, one of the alerts we issue.

Recently was around the introduction of NR Fit connectors, which is a countrywide
was again a change project. NR Fit is a particular.

Connection which prevents inadvertent connector connection of spinal fluids and
medicines and that. So, and then we have patient safety supplements again which
have a more narrative topic that we cover where we share learning and again that's
produced with subject matter experts. We have a patient.

Safety community, if anybody's interested to join that as well as particularly for staff,
it's kind of a safe space and we have quarterly virtual events where we've covered a
lot of community focused topics such as.

Suicide, mental health, medicine, safety and transitions of Kirk have come up there as
well. Most recently we did a thematic analysis around all the incidents reported
around choking incidents.

Labor disability service and residential settings and we produce a number of little
outputs for that. So, we have the one page poster that you can hang in all your kind
of areas and we have a more detailed thematic analysis for staff that might be
working in QPS and that. So that's all available on our website.

And it's really for you to think about as well. So, there on the website, we've done a
nice project that we got funded by the Q community in terms of actually getting that
learning from the front line. And that's really where we kind of, | suppose, rely on
some of you interested colleagues to bring that learning.

The front line, but also to engage with us in particular patient safety together. If you
see particular topics that you feel warrant national attention, please do get in contact
with us and we would be very pleased to develop those with you as well, OK. Thank
you.
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Speech 6

Quality Improvement in Action in Community Services

Majella Daly, Assistant National Director, National Quality and
Patient Safety

Thanks very much Jill and good afternoon, everyone and thanks very much for the
invite to come along and present here this afternoon and welcome to everybody
online as well. So, | work with Uh Lorraine and | work with Louisa who spoke this
morning as part of the quality and patient safety team with Doctor Orla Healy
nationally and I'm here today just | suppose to share some of the work that.

We do under the function of audit, improvement and education and disclose. The
good news is from my perspective, | can see lots of opportunities for quality
improvement in action in the community and hopefully | can share some of those
examples and maybe inspire you to take some of that back to your workplace. So, it
was good to see the large number of clinicians that are here in the room from the
earlier show of hands. So just a little bit about national quality and patient safety and
Quality Improvement and what we can do to support you and what we are doing.
And | suppose just understanding that in light of the reform structures that Siobhan
talked about earlier in terms of the role of NQPS in the HSE Centre, but also in line
with the regional structural.

Changes that are happening both from a clinical governance perspective and a
quality and patient safety perspective, just a little refresh on understanding some of
the steps with Ql. Some of you may be very familiar with it. So just a refresh on some
of it, some of the examples in action and then signposting you to some of our
further education and training materials that are available to you.

So within Centre, we have a wide brief | suppose in terms of what we do, but we're
very much in the enabling and the assurance function from an NQPS perspective
right now. So, from some of the examples from enablement perspective, we produce
lots of guidance. So, for example our clinical audit practical guide.

Recently we published updated guidelines for sepsis and we have updated Uh
training packages for sepsis and we'll have a new sepsis training package coming out
for non acute settings. So, there are some of the examples of the enabling functions
that we have within the centre.

Uh, from a clinical audit perspective, we also Commission a wide range of national
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clinical audits and also support Uh local clinical audits in terms of guidance,
education and so on. And | suppose from the community perspective, it's useful to
know what's happening from a national clinical audit and registry perspective. So, the
boundaries are starting to be pushed.

And uh, so some of our new and emerging national audit and registries are National
Dementia Registry is commencing and that work has been commissioned with
NOCA, which is the National Office for Clinical Audit. And there's also work
commencing on the establishment of a diabetes registry and obviously that will look
at the integrated pathway of care for patients.

In acute in our new chronic disease hubs and in primary that's been led out within
the HSE and the clinical lead for that is Doctor Sean Dineen. We have other registries
in development for cerebral palsy for example. So again, this will target individuals
within our disability settings in primary care as well and also.

Palliative care. So, some of you may be familiar with the palliative care outcome
measures. They've already been in place for a number of years, but that work has
now been undertaken in conjunction with NOCA. So that of course will be of interest
to the Hospice community and to palliative care services. So there are examples of
some of the programmes of work that we're leading on from a central.

Perspective. So, within Uh QPS audit improvement and education, we are about, as |
said, building skills, knowledge and confidence in improvement methods. So some of
our programme work streams link with the common causes of harm that are
identified in our HSE Patient Safety Strategy 2019 to 2024 and that strategy
obviously is up.

For review and Uh refresh and that will that programme of work will commence this
year and obviously we'd be looking forward to having engagement with people such
as yourselves in the development and update of that strategy. So, some of the areas
of work under that are substances, as | mentioned, medication safety with Lu, which
Louisa talked about this morning, wound management.

And we're also now looking at the area of the deteriorating patient improvement
programme. So currently we're undertaking a survey, particularly with the acute
hospitals at the moment, looking at early warning systems and how effective or
ineffective maybe they are. There's obviously areas for improvement and early
warning scores are also in development in older person services at.

At the moment with the iRestore project, which some of you may have heard of and

we're aware of within disability settings, they're also starting to look at early warning
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systems for development there as well. We deliver QI and clinical audit capacity
programs, self-directed e-learning modules and look, I'll signpost you to all of that at
the end.

So just a little refresh on what quality improvement is and look, you know, we're here
today obviously to talk about it in the community setting, but the same principles
apply whether you're undertaking quality improvement in acute settings, Uh or in
community settings, as | said. So look, all improvement requires change, but not
every change is an improvement and | suppose lots of you can think.

Examples of where something was introduced in your care setting, but actually did it
lead to an improvement for you as a staff member in terms of approving the
efficiency of how you deliver the care to the patient, or indeed more importantly for
the outcome of the patient, maybe it was a new checklist was introduced.

A new policy was introduced, but actually had people tested that. We're going back
to that test of change that Lorraine mentioned earlier. So, so considering that not
every change is an improvement and if somebody new comes in with an idea, it may
not be best. So, applying the rigor of the theory of quality improvement to test that
change is important.

So it's the combined and unceasing efforts of everyone. And we talked a lot this
morning about, you know, that interdisciplinary working and that no one person, no
one discipline should be working in the silo and trying to make changes themselves.
It's very much having that team approach and that making changes should lead to
better patient outcomes, better experiences of care.

And continue developed and development and supported staff. As you can see
there, it's a cyclical approach. So, the good news with clinical or with quality
improvement is continuous is you know you pick one topic, you may address the
problem and the change may lead to a positive impact for the patient, but then you
have to move on and there's all.

Was something new to pick. So, it's systematic, it's coordinated. It is there to help
you solve problems. So, we all identify problems. I'm sure you could think of three off
the top of your head straight away about problems, but it's a technique and a way of
trying to address those problems to bring about improvement.

| think it's useful just to settle in the context of what we call a learning health system.
Obviously, Lorraine's just shared a lot of examples of how we're trying to learn from
incidents and near misses and so on. And we have a really nice QPS talk time from
Doctor Tom Foley, who's a CAMS consultant in in Donegal, gave last year.
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And he talks about a learning health system in which internal data and experience
are systematically integrated with external evidence and that knowledge is put into
practice. And as a result, patients get higher quality, safer, more efficient care and
healthcare delivery organizations become better places to work. So, | think that's
what all of us are trying to do. We recognize the organization.

We're working in very complex, very complex systems. We're dealing with lots and
lots of staff. So, we're trying to look at data, but also using the experience and
knowledge of the people that we're working with to try and bring about
improvements. Just a moment to mention the difference between clinical audit
research and quality improvement.

All inextricably linked, our research community is here with us today. So working with
our research partners, we want to find out well what is best practice and then using
that information from our research we can put in place our evidence based standards
and then what we need to do is measure and that's in the form of our clinical audits
to see are we meeting those.

Standards or not, and usually then after a first cycle of audit, we're going to have to
put in place quality improvements. So, the three are inextricably Uh linked, but
different at the same time. So when you're undertaking your project, it is important
to know which one it is because different Uh rules that supply.

Also just important to refresh and we talked about this this morning a little bit about
safety of care, effectiveness of care, efficiency of care, you know, this constant drive
that seems to be within the HSE now around productivity, efficiency and so on. But
we can't only have a lens on efficiency. We have to really make sure that the care
we're delivering is safe.

Other.

It's effective in line with our evidence based standard and really, really important Uh
patient centred care and the lead for the Iris store project gave a really nice example
at a talk recently where you know they were looking at the soft signs of deterioration
of Um you know clients in older personal services and one of the soft signs for one
of the residents in one of the pilot sites was.

Know this particular resident really took care of herself. She liked to put her curlers in
her hair every night and paint your nails. And one of the soft signs for that individual
was she didn't put the curlers in her hair that night going to bed. She didn't paint the
nails. She wasn't as conscious about her appearance. So that for her was her
individual patient centred indicator to the staff that things.
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We're just starting to offer that individual. So, it's really important that in the midst of
all our evidence based standards, we're still thinking of how that applies to the
individual in front of you. Those domains of quality reflect onto our equational
standards and obviously those standards are in place.

Across our acute services, but also obviously in residential services for old people and
disabilities. So, you can see how they reflect and obviously those standards are
evidence based as well and we do measure against those standards or you measure
against those standards in community services as well.

Um, lots of approaches to quality improvement. Uh, some of you may be familiar
with lean, some of you may, uh, be implementing 6 Sigma in your work practices. For
us in the HSE, our focus is on the model of improvement. Uh. So, a lot of our Um
guidance documents and training is based on this and it's very much about, well,
what are we?

We're trying to accomplish though he set smart objectives and aims. How do we
know that that change is an improvement? So we're going to have to have some
level of measurement in there and what change can we make that can result in an
improvement, a sustained improvement and again using the PDSA cycle and Lorraine
mentioned that in terms of your recommendations and trying to implement.

And again from a QI perspective, you know this is the theory, you know, rather than
jumping in and you know, identifying a problem and trying to immediately run to
solutions for that problem that you take this step-by-step approach. So, this
theoretical model applied in whatever setting you're working in will work.

|dentifying what your quality issue is, understanding your problem, developing a
strategy and change idea, measuring for improvement, that small scale testing you
do using your PDSA and then sustaining and spreading that change and
improvement. So again, people often say, well, where do | start? What do | identify as
my opportunity for?

Improvement. So again, all of these will apply no matter what setting you're working
in. We talked about safety audit results. So, looking at maybe if you are working with
data from national audits and you talked about you know data that might be
available from population health perspective like we have huge data sets available
from NOCA from the Royal College of Physicians who undertake.

Quality improvement programs for us, et cetera. Are you using that data that's
available to you in your setting to generate areas for improvement or from your local

audit results? And there's other opportunities as well, feedback from our patients, be
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it positive feedback or negative or from families, are these identifying areas that we
may need to improve?

So using data, using hunches, using Um reports, | suppose that we receive from
HIQA, from the Mental Health Commission in terms of any of our regulated services,
are they identifying areas where we need to make improvements? And then
obviously research, maybe attending conferences, events such as today where you
hear.

Uh, about initiatives that were taken undertaken in similar settings to yourselves. Are
these giving you ideas for quality improvements? And then some of the tools to
understand the problem. And again, you can use these tools, | suppose, for root
cause analysis of incidents, et cetera as well. So, your fishbone diagram, your five
whys.

If any of you have children, all of you will be very familiar with the five whys and they
really want to drill down and get to the root cause of the problem and other tools as
well. And all of these are available from our QPS toolkit, which I'll signpost you to in a
moment. And leadership. Look, we can't do any of these this without people at the
end of the day.

We must be the most people intensive industry going. All of our services, all of our
systems are delivered by people. Yes, we have equipment, yes, we have medication,
but we are the system that are delivering the health care to our patients. And without
that, without leadership and all of us here in the room can be leaders, we can't.
Influence that change for improvement. Quick question. If you were trying to engage
staff for improvement, what do you think? Oh, I've got the percentage up there. It
was actually a question. Bad slides. OK, so anyway, 5% of our decision making comes
from the head in terms of our logic and our understanding, but actually 95% comes
from the heart, comes from the gut.

Instinct.

So if you're trying to influence staff in your area to make change, to make quality
improvement, | always use that within model, what's in it for me? So start there and
try and understand where they're coming from. | suppose we think recently in the
HSE, NiSERP was introduced and a lot of people for maybe if you aren't working the
HSE, basically it's new HR.

System where you can enter your annual leave and your travel and so on. And a lot
of people were resistant to that and it came from a place of what's in this for me? Is

this going to make it more difficult for me to apply for my annual leave? We're
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probably all familiar with the innovation distribution curve, the laggards and the
innovators and you know, depending on fortunate.

Should of.

You're trying to introduce and implement. | might be a laggard one day, but | might
be your innovator the next. So, I'm not always necessarily the laggard. All of our
patient safety improvement priorities are listed in the in the patient safety strategy.
Just a reminder again from a community perspective across older persons, mental

health services, disabilities, public.

Public health nursing, you all have quality care metrics. They're a really good starting
point as well in terms of collecting data for improvement. And they're again across a
wide range of topics, but linked to common causes such as your pressure ulcers,
wound management, etc.

Um, signposting you to some, um, a nice little YouTube clip that we developed a
couple of years ago as part of Clinical Audit Awareness Week where we had shared
examples from staff working mental health settings in the Southwest and it was on
foot of the mask you report and the numerous recommendations that came out of
that that people undertook.

Quality improvement initiatives in their own services linked with medication, linked
with patient reported outcome measures and similarly in intellectual disability
services where we're using information from our HICWA reports to implement quality
improvements. Um, this is another example from Clinical Audit Awareness Week last
year and Twilight.

Set in the ED department was around the identification of delirium, ensuring the
patients went on the correct delirium pathway when they came into hospitals.
Suppose what was interesting about this was the human factors approach and how
incorporated that into their quality improvement. So you can read this slides will be
shared with you afterwards. Obviously, there's too much text, but just to.

Give.

Some examples, other examples, clinical handover again while in a hospital setting,
clinical handover is really important no matter what setting you're working in and
just some of the learning from QI. Again, it was about engaging with the staff,
bringing on board the NCHD's, ensuring that there was face to face handover, but
they were involved in solving the problem around that as.

As well and DNA's, I'm sure we all experience DNA's no matter what setting you're
working in. Again, some examples of how people implemented QI working with the
staff to identify what those QI projects should be. And then more recently in Clinical
Audit Awareness Week, we had a presentation from one of our chronic disease hubs
in Kerry.
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Looking at cardiac rehabilitation patients in terms of whether they achieved their BP,
the correct BP when they were going through the rehab program, they introduced
change where they introduced home BP monitoring because of the white coat
syndrome in the clinic and again that was positive and the results from the re-audit
showed positive impact there.

So just some examples, but | suppose the key themes coming out and they've been
coming up throughout the entire day is about frontline staff initiative and
engagement. Really, really important. You know the problems, but staff of the
frontline also know the solutions. So really important to engage them that it's
multidisciplinary. So, it's not the nurse have always having to take the lead.

Or the radiographer. I'm from a radiography background that I'm not the one having
to take the lead that it's taking that into multidisciplinary approach, education and
communication that we set clear measurable goals, sustained and monitoring is in
place and data-driven intervention. So, | suppose always with quality improvement
we're going to have to have some level of measure to assess whether we're achieving
our.

Goals and the only impossible journey is the one you never began. So, all of us today
leaving the room in terms of a take home message is, you know, what can | do back
in my workplace today? Have | another minister to just to signpost to some of our
resources? Um, so we will have our new QPS um prospectus coming out this week.
And that does signpost lots of the QPS education that's available. Human factors was
mentioned this morning. So, we do have an introductory module on human factors.
We have guidance on human factors, but it doesn't just cover the education that's
available from the central and QPS team. It's wider than that, it's lean, it's risk
management, etcetera, and it's linked with our quality and patient safety.

And Competency Navigator would really like people to start using that particularly as
maybe as part of your performance achievement. There's lots of opportunities for
learning there linked with quality and patient safety. And again from an education
perspective, we have an introduction to quality improvement on HSE land and again
if | was giving you a take home message, it's 1/2 hour.

Module, maybe it's something you could consider doing in a team approach and it
just gives you that general introduction and it might stimulate and be as for how you
can work together for improvement. We have the foundation. We've also been
introducing quality coach development program. It's in its third round now led by uh
Juanita Guydra and that's about.

Skilling up people in coaching skills for Qi, so working with people, um to enable
them to come up with Qi suggestions and support them through that. So that's, uh,
been positively received at the moment. And then we have some of our in-depth QI
programmes such as the programme that John assists with, uh, the RCPI, uh, cert in
QI leadership.
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In the RCPI and the SAFE program, etc. These are our tools and guides that are
available on the HSE website. Then from a community perspective, just to signpost
you to the new clinical resource pack for pressure ulcers and for lower limb ulcers
that was published in November of last year. And again, there's audit tools.

There's lots of guidance documents in it for staff and for the work that's happening
with the Wound Management programme in terms of developing standards and
we're working in collaboration with the ONMSD who are currently planning to
update the Wound Management Guidelines 2018, also signposts new to our Quick
Patient Safety mobile app and.

That is information up there around again 2 common causes of harm, falls and
pressure ulcers. We would like to do more in that space for sepsis, et cetera, but just
there is a lot of information there for staff in all settings. Uh, so if you haven't
downloaded that app, please do.

Again, Q Community was mentioned. Uh, really helpful, vibrant community across
Ireland and the UK. So again, free to join and Uh can introduce you to others who
may be working in a similar space to yourself. A Walk and Talk Improvement podcast
again podcast there on Human Factors mentioned this morning, but multiple other
podcasts from a staff perspective.

Perspective and John, | think you have a podcast up there from the past as well and
here's the Um QR codes to all of the various information that we have such as clinical
audit etc. And just to signpost to some of the upcoming events that you may be
interested in submitting abstracts to or attending because again it's a learning and
sharing opportunity, so the no.

So the NOCA conference coming on the 10th of February and | think they're still
open for abstracts. And what's heartening to see at the NOCA conferences in recent
years, it's moving away from not only having abstracts in hospital settings, but
certainly the community are starting to have more of a prominent feature as well and
ISQA is also coming up.

Then at the end of September, and that's an international conference. So and finally,
this is my thought for the day. Look, every accomplishment starts with the decision
to try. Uh, so that would be my one message. Go away. Think about how you might
solve problem solve in your own area using quality improvement, uh, methodologies.
And uh, be delighted to hear more from you and uh, work with you to support you.
So, thank you.
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Speech 7

Patient Safety, Pragmatism and General Practice

Dr John Brennan, GP Principal, Gowran Medical Centre;
Adjunct Clinical Lecturer/Assistant Professor, University
College Dublin

The first thing | wanted to say was just, you know, a very big thanks to uh, Anna and
to Jill and Sinead, um, EQUIPS and UL for hosting us for this event.

Uh, I think it's great to be gathered here today to look at an area, | suppose, that
doesn't get as much attention as it might, given that 90% of all healthcare is
happening in the community, right? Um, so | really think it's great that we've had a
spotlight, Shannon, today. Um, can | have hands up as well?

Any locals who's from Limerick or based here in the university? Thank you all as well
for hosting us so well. Hands up if you're working in general practice as a GP or
practice nurse.

OK, hands up if you have a GP. Great. So listen, that is a health, that is a healthcare
experience that I'm glad that you all have in in the context of this presentation and
it's an experience that | want you to reflect on.

Uh, as we work through the talk, ‘cause you are that patient or that person who's
navigating the service. And as Jill said, I'm a GP, uh, that's what | do most of the time.
Um, and | work in East Kilkenny, uh, with my wife. So, we started general practice
there, took over a vacant list.

Uh, in a village, we work across two villages. Uh, in November 2022, we look after
about 2 1/2 thousand people, Uh across 265 square kilometres. We've few people
who come in and in and out of that area, but that's roughly kind of the area we work.
We work within about 1100 of those.

Patients are GMS or doctor visit card patients where they access our services, you
know, based on state funding and the rest are private. We employ or the practice
employs 7 people, two practice nurses, three members in our in our admin team.
And Marie, my wife and |, and we worked very hard to provide, you know, as
comprehensive a primary care service as we can. So, you know, we offer things like
minor surgery, an extensive kind of Women's Health program, a dermoscopy, a joint
injection and whole host of other stuff, right?

Um, but um, you know, before 2022, um, | had this period of time between 2017 and
| finished my GP training in 2022 where | worked across lots of different general
practices, uh, for different amounts of time. So sometimes maybe just covering for
1/2 a day or a day. Sometimes they're covering.
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Covering for maybe 6 or 12 months or whatever, and gained quite a lot of
experience and insight into just how heterogeneous general practice is. So, this place
where all of this clinical care is happening and how different practices and
practitioners think about quality and safety more generally.

What's the best button here for me to press?

And so | mean that question of activity and what's happening in general practice,
these numbers are from 2020. So, in 2020 there were 29 million consultations in in
general practice in Ireland, right. And we heard earlier from Roisin, you know the
proportion of those are nurse delivered or nurse led they were delivered.

And delivered by kind of just under 3 1/2 thousand GPs and their practice teams and
their practice nurses. And the literature would tell us that the satisfaction rate with
general practice generally is at about 90% and about 90% of the issues that present
to general practice are dealt with there and go nowhere else, right? There's no.

Kind of other clinician involvement. There's no onward referral or whatever. The
average consultation length is about 13 1/2 minutes and the average person visits
their GP just over 4 a year.

And in all of that, GPs are not just working to try to keep people safe or to avoid
avoidable harm, but they're also at the same time trying to offer care that's timely,
available not just when it's wanted, but also crucially, when it's needed care that's
effective. So that's.

Based on best practice, the right care for the right patient at the right time, first time,
every time with clinical evidence where that's available, it has to be care that's
efficient, right? There's a lot of people who need access. We need to reduce as much
waste as we can in the system and maximize the.

Value of the interactions that we have with people, um, it's care that's equitable. And
again, general practice | would say is 1 setting where the public and private piece
works very well in terms of how people access care with no priority, with no priority
given.

It's also a place where, um, you know, people are generally looked after regardless of,
uh, you know, race or language or creed or whatever else. Um, it's care that's sort of
intensely person centred, right? And | think people working in general practice and
community care more generally have been thinking about person.

Centre.

This very intensely for a very long time, even longer | would say than maybe people
working in other parts of the healthcare system and increasingly GPs and their teams
as well are working to try to make the care that they provide as sustainable as
possible in their prescribing, in their practice premises, in how they use, um, you
know, IT over paper and.

That sort of thing. So | mean the, the key message that | want you to get from this is
that yes, keeping people safe is part of what GPs are trying to do, but they're trying
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to do that at the same time as, you know, running an organization and providing
care that hits all of these other marks as well.

The other thing | suppose to point out is that general practice is a primary care piece
of what happens in the community more generally, right? So not all care that's
happening in the community is primary care necessarily, but general practice very is
definitely primary care and it's often the first place and the first stop for lots of
different healthcare.

Problems. So, we have a number of different C's as well that help us achieve those
seven kind of quality aims, right? Uh, these six C's as well. So we need to consider
ourselves and work to be people's first contact and to make sure that that contact is
open.

Whether that's someone walking through the door to a reception desk, calling us on
the phone, contacting us through the website, contacting us by e-mail or whatever.
And we want care that's not just people centred, but also community centred, right?
And again, that's something, uh, you know, that we work, that we work very hard on
this.

|dea that a general practice is a community resource. And one thing that we haven't
touched a huge amount on today, for example, is, you know, | suppose, people
safety in general practice, not just patients, but also the people providing care. And
we will unfortunately sometimes encounter incivility, you know, in general practice.
Where we might have someone who gets very angry or upset because they don't
have what they need when they need us or whatever else. And when that happens
within a practice, obviously it can have a very unsettling effect. One of our
responsibilities as GPS obviously and employers is for the safety of the people who
work with us.

Um. And in that sense, uh, you know, often when we're chatting to these people
who've maybe come in quite irate or angry about what's happened, um, we will
sometimes highlight to them that the effect that that has on the safety of other
people in the building, not just the people that they've spoken to, but also the
patients maybe whose care or safety is compromised by the fact that that.

Person at the reception desk was distracted or that doctor was distracted by that
interaction or whatever. So, you know, again, we're thinking about community
centeredness, we're thinking about general practice as a community and we're
thinking about people safety more generally. And as | said, we try to be as
comprehensive as we can to deliver as much as we can as close to where.

You know, people live as we can without needing them to go to go elsewhere. We
are constantly trying to coordinate services and we've had a good discussion today
around integrated care and what that means. But general practice has a huge role to
play in terms of tying all of the different pieces back together, putting the people
back together when the different knowledge.
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To have taken parts of them or diseases or ilinesses or particular tests or whatever,
trying to put all that back together again to figure out what matters most for
someone on a health, on a healthcare journey. We work on continuity and I'm going
to talk about that in a little bit more detail in a minute and then as we said, we need.
To be accessible, not just in terms of availability, but also in terms of affordability for
whatever, you know, 55% or 50% of the population or whatever who are paying out
of pocket for primary care services, the big patient safety challenges. I'm not going to
dwell on these for long because a lot of them have come up already.

Prescribing and medicines management, as we've seen from the first talk today, is a
huge patient safety issue in in primary care. More generally, general practice does
more prescribing than any of the rest of the healthcare system and has a huge role
to play in making in making medicines management safer and in working with
patients to do that, Lorraine mentioned.

Uh, you know, diagnostic safety, safety and safety around kind of diagnostics more
generally, all of the different steps involved in, you know, selecting what test needs
to be ordered, you know, taking and sending that test, making sure it get pro gets
processed in the right place that a result comes back that it's acted on and
communication to the person or the patient.

And communication and handover, we're going to come back to again in a minute
out of hours and unscheduled care in general practice. And that question came up |
think in the chat about a seven day service and how that works. But we know that
unscheduled care out of hours care in general practice tends to be at riskier with
more patient safety events or incidents happening there and then.

And also there's this challenge around, you know, the environment of general
practice. As a lot of you know, a lot of buildings out of which general practice
happens are not purpose built necessarily for healthcare. And there are big
challenges there. | want to tell you 3 very already.

OK, 33 very brief systems, systems stories that | think kind of illustrate a lot of the
themes that we've had today, right? Eileen is a 73 year old Uh woman now in 2026.
When we first met her in 2023, she was 70 years old with a history of ischemic heart
disease, asthma, Uh, diabetes, depression.

Hypertension, high blood pressure and recurrent ulcers on her legs. And when we
first met her, the main issue were these ulcers. Our public health nurse had asked her
to come and see her because the ulcers just weren't getting better. When we had a
look at what was going on, we could see that she'd been started by a locum doctor
at one point on a water tablet for swollen legs.

Without a clear kind of diagnosis as to why those legs might be swollen, she was also
on a medication called amlodipine for blood pressure. That's a medication that
causes leg swelling. So, we had a situation where someone was on a medication
causing a side effect, another medication to treat that side effect. We clarified, |
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suppose, that she did not have any, uh, you know, heart failure or whatever and that
the leg swelling.

Swelling was probably to do with this medication. We stopped both those
medications, got her referred over to the wound management clinic and got her set
up for compression bandaging on her legs and we had two years ulcer free, good
blood pressure control and feeling well right before Christmas. Then she had a slip.
And a fall. She was outside on the ground for a period of time. She was taken by an
ambulance crew to the hospital. She was looked after very well there in the hospital
and was discharged to the local integrated care service for older people to look at
this fall's problem or this fall's risk.

She was met there by a very well meaning clinician who checked her blood pressure.
It was very high and they restarted that blood pressure medication that we had
stopped three years before. She's back in with me then 2 1/2 or well last week having
been seen there 2 1/2 weeks ago, having been on the medication for 2 1/2 weeks.
She's feeling very light headed and also, she's got a bit of skin breakdown on her
legs again, right? And that's the first kind of system story. We know that her blood
pressure goes high anytime a clinician checks it. She has a white coat effect.

And we know that she'd worn a blood pressure monitor six months before and it
showed that her blood pressure was very well controlled, right? The second system
story is Karen. She's 17. She's one of the 46% of the population that Siobhan told us
has private health insurance. She had a sore throat a month ago, just after Christmas,
and her health insurer provides free online GP.

GP consultations. So, she contacted the health insurer, got an online consultation.
The health insurer found out she had a sore throat or the health, the provider, the
clinician on the other end of that video call, took a history, heard about her sore
throat or whatever, and prescribed her a course of amoxicillin, penicillin antibiotic for
a sore throat.

A week later, the sore throat wasn't better, so she called her health insurer again and
got another online consultation. This time with a different online clinician said your
sore throat is not better, you probably just need more antibiotics. Another week of
amoxicillin. These are video doc consultations. A week later, the sore throat is still not
better, so she goes on a weekend. It's.

Walk in doctor in her local town where she pays out of pocket or whatever. They
assess her, look into her throat, check her temperature, things like that. Your sore
throat is still not better. You need another course of antibiotics and a course of
steroids. So, this is the third different doctor. Two video doctor consultations and a
walk in doctor.

Doctor, by the time she sees me a week later, her sore throat is not better. She's
been on amoxicillin for 21 of the previous 28 days and had a course of steroids,
right? We have a look at her, right? We'll take a swab of her throat. We run some
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blood tests and we diagnose her as having glandular fever.

Yeah, OK, that's the second system story. The third system story then is tom-tom is 6,
right? Last Thursday, he arrived home from school at 3:00. At 3:30. His dad called the
practice to say he's got pain in his tummy and he's vomited and he just doesn't look
that well. I'm a bit worried about.

Is there any chance we could get him seen? Our receptionist said. Do you know
what? We're full, but of course we'll see him, right? So, | saw Tom at half past 5 last
Thursday was worried that he might have a testicular torsion, which is relatively rare
in a six year old, right? And rather than refer to our.

Local Model 3 hospital referred him straight to our local Model 4 hospital where
there would be urology support if needed for a paediatric case like that. He was off
the operating theatre table having had things sorted and repaired by 11:30 that
night.

That's the third system story, right? So in all of that, very quickly, | want you to
recognize that there's a huge amount of complexity, right? This is from a paper we
did a couple of years ago where we sat down for kind of up to an hour with 10
different GPS to talk to them about how they were assessing quality of care in their
practice, qualitative interviews.

And we found there were 122 different assessment points that they were using. So
122 different factors just amongst those 10 GPS on how they were evaluating the
quality of work or informing action in terms of trying to hit those seven domains.
Broadly speaking, those 122 factors divided out into GPS.

Professional person factors, patient Co production factors, care team factors, direct
care factors, outcome factors, environment and practice environment organization
factors, external environmental influences factors and improvement approach factors.
| don't have time to talk about it now. Have a look at the paper, OK?

And but again, what we were trying to do is capture this complexity. | think this
quota from one of the GPS we interviewed captures it quite nicely. You're not just
there to get through the numbers and it is a balancing act. | think it's tricky. You
know, you can sit there for 40 minutes talking to every patient. That's not a financially
viable model. It's also not a very satisfactory way to work. You know, you want to feel
like you, you're being productive.

It's being efficient, getting work done. So again, it's balancing effectiveness. There's
efficiency, there's safeness, this person centeredness, this equity, this timeliness, this
sustainability. The second point that | want to pull out is around continuity. So,
continuity is the superpower that general practice has if we allow it.

To have it when it comes to safety, and there's a big body now of international
research from different parts of the world that show good continuity of care reduces
morbidity and reduces mortality on aggregate over long periods of time. For people,
we have to guard the continuity that we have, we have to protect it, and we have to
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design better.

For us, right? We heard from Siobhan earlier about integrated care systems and
services. If we don't do that well with continuity at its core, we're in big trouble when
it comes to some of the safety stuff that we're already doing really well on. OK,
couple of points on that.

Integration, | think is what systems designers and architects do. Continuity and
coordination is what a patient and a clinician feel. Yeah, when they're working
together on health. And | think we just need to flip things a little bit so that we are
seeing and hearing that more in the design of what our future healthcare system is
going to is going to look like.

And the second point | want to make is that | want to start a campaign to abandon
the word discharge completely right. Outside of a clinical context, discharge is what
comes from a a wound or an infection, right? But it is not what we do to people and
their care we hand.

That care over, right? And until we adopt that mindset, there are still going to be
chasms of safety when it comes to transitions of care, as the terms we used earlier. |
love this slide from Doug EB inside Central Foundation in Alaska, because it shows
who's really in control when it comes to health.

In healthcare, yeah, over on the right hand side, when the acuity is very high and
you're in an intensive care unit, the system, the healthcare system is managing your
care over on this side where the acuity is low and you're out there living your life,
accessing or not accessing primary care services as you need.

You are in control, right? And again, when it comes to making people safe in the
community, this is what we need to realize. Yeah, we cannot protocolize our way
through this. We have to partner.

We don't have a choice because we're not really in control. Um, OK. And the last
thing then that | want to show you was around reliability. So in our practice, | think
these five principles from high reliability organizations and Lorraine spoke about
those earlier have been our most important kind of.

Guiding, guiding, uh, sort of sort of set of principles. So having a preoccupation with
failure, recognising there are threats to safety everywhere. Yeah, looking for those,
hunting them down and trying to figure them out. That's number one. Number two,
a sensitivity to operations. So in our practice every day, we are lucky to be in one of
those small.

Practice teams that you know Roshi mentioned earlier as having good strong safety
culture. We are aware if you know Lauren's kids didn't sleep last night, she's a bit
tired today. We are aware that you know there was a really angry patient on the
phone on the phone to Valerie earlier and you know that's been difficult for her or
whatever. We are aware of all of that all of the time, how that might.

Impact our team and the safety of the care that we provide and we work around that
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deference expertise recognizing that you know Lisa and our practice nurses are the
experts in practice nursing. Valerie, Linda, Siobhan are the experts on you know
what's happening at the reception desk and in administration.

And then, um, Marie, my wonderful wife, she's CEO, COO, Head of HR, Chief Financial
Officer, Chief Strategy Officer, Uh, you know, a mind of legal information, Uh and
Chief, you know, Technology Officer, right? Um, so we have to diverse that expertise
and use it. Our reluctance to simplify is really important.

Talked about complexity, right, and saying if we just do this, then that'll solve that.
Yeah, it's very rare that that works in complex healthcare environments. So
embracing complexity and working through that, learning our way through it, the
way improvement methods help us to do, as Majella said, and then having a
commitment to resilience.

So recognising that the vast majority of the time things are going really, really well,
the care people are is getting is very, very safe. How do we learn from that? Yeah, the
safety too piece that that that Lorraine said. And how do we commit to always
bouncing back when things don't go to plan?

And another paper | want you to have a look at after, because again, it's within our
remit as GPS to, you know, enculture all of these habits for all of our teams, all of the
time, including ourselves and reflecting on that. There's a great paper from Bill Lucas
from a few years ago.

And then just a few very quick closing bits because | know I've gone overtime. | mean
for me, pragmatic patient safety in general practice is about embracing and working
with complexity, recognising that and the approaches you need to take to to work
within that. It's about continuity of care, protecting and guarding that no matter, no
matter.

What else you do? And then it's working on, | think, reliability, right? And those
principles of reliability, what they do is they elevate everyone else up into the severe
of kind of responsibility for safety as well. They're my contact details. Lastly, in my
remit as a board member with ISQA.

Please check out the conference coming later this year. It will be the kind of key
international global quality and safety event this year. Uh, so it's coming to Dublin.
It's a great opportunity to be there and to kind of see how a lot of this is working
across other parts of the world as well. Closing day for papers is the 4th of February.
And here are all the reasons to get involved. Uh. And lastly then, um, you know, a lot
of this are, you know, is in some of the books that we've written and published with
Oxford University Press. And there's a code at the bottom there if you want to get a
discount on any of those. Um, but there is a chapter in the paper.

Patient safety handbook on primary care, lots in the quality improvement handbook
as well on what Magella was talking about and different approaches and then bits on
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leadership and management as well, OK. Thank you.
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Summary of event and synthesis

Associate Professor Anna Chatzi, School of Nursing and
Midwifery, University of Limerick

Dr Jill Poots, EQUIPS Research Network Manager

JP: Anna, is that a nice starting point for us? | wonder to synthesise everything we've
heard. What actions or what challenges do we need to work on?

AC: Yes, Jill, a lot of strong themes that came today from today's presentations and
one of them was communication was the one of the most strong ones, right. So,
communication breakdowns were the ones that were, you know, discussed today.
Medication risks, more specific.

Specifics for patients and they appear mostly with people when people take their
medicines or when they take high risk drugs. But we even discussed about
paracetamol, right? Something that is available over the counter and still people
patients experience harm.

Something else that came out was heavy workloads for clinicians, people coming in
and out from different dealing with different situation, patient conditions, heavy
workloads, unexpected workloads. So that's something that came out and then.
Poor coordination between services and continuity of care, as John mentioned
earlier, that's something we really need to focus on. And last but not least, what |
have in my notes here is weak incident management processes is something that we
really need to build on. So, Jill, what have you put in your little notes there for the
day?

JP: | think | suppose we're all maybe similarly aligned. | mean some of the like one of
the things | said was the biggest surprise is we had all these amazing presentations
from all over the healthcare space. But like you said, Anna, we've got so many
common threads running through and this communication.

Peace and the non-technical skills piece. | just, | wonder if there's more to do in
patient safety with that. We've spoken about, you know, undergraduate medical
education and getting it in there. | suppose there's things like simulation. How do
you simulate this? You know, is there be a really interesting research and point of
view, anything to pick up on what?

John said about these sort of the 17 year old and going through multiple systems.
You know, I've seen that in my personal life with people going through their private
health care app, through the out of our services, through the GP and getting, you
know, the same dose of antibiotics and steroids for | think about 8 weeks in my
family member's case.

So | think there are lots of questions that we still haven't really tapped into in the
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research space about these sort of multiple providers as well. And maybe that's
another a launchpad for further conversations about that. So those would be my
takes.

AC: That's excellent. Yeah, actually that was my thought as well because we really
need to go. We said it earlier. | think we need to highlight it now that we really need
to put ourselves into the patient's shoes and think, consider their journey through
the services, how they are navigating that and try to have a design that it's suitable.
For them, but they come into the system with no terminology. They don't know how
to communicate the very high level language that we're communicating. So, they try,
they struggle to understand what we're telling them. We really need to.

So | have experience. I'm a nurse myself and my background, so | have experience.
Doctor comes into the room, discusses with patient doctors, goes out of the room,
then the patient asks the nurse. What did the doctor say? Yeah, so and you really
need to repeat in common terms what happened in the room and what their
condition is and what they need.

Need to do. So, | think it's a much very, very complicated problem to solve and make
it very simple for patients. So, | really it was really nice to hear about tools that are
very helpful to patients like Louisa, the one that Louisa mentioned about.

Patient's medication, everything in one place so that patients are aware of their
medication and really know what's what they have in their drawer. So that's a good
thing to have tools for them available to them, accessible so that they can keep track
of their condition and what they really need to do into their journey.

Open and clear communication. That's something that is learned. People, clinicians
should be trained for that, and that's something we have in place, and we need to
become better at training, of course, as a means to create good.

Processes, not train and education, as Lorraine said, just for the sake of education
and training, it wouldn't work. And we need also to create good coordination among
services. That's something that we really need now to focus on and work hard for so
that we see no harm.

JP: Happening again to our patients and that's the goal. Yeah. Yeah. And | think that's
the benefit of having a kind of an event like this where we can actually talk about
this. And so, it's just to echo some of those bold ideas, you know, and all of those
tools again. So, | do hope that you all kind of can take something away from today.
Whether.

It's a very practical thing to do, like a resource, or whether it's a tool that you haven't
heard of. | really like that pyramid, for example, that Lorraine had on from training to
design and trying to actually design things out in the first instance rather than just
responding to things or learning from excellence and not just asking for help maybe.
Maybe when something's gone wrong, but you know, sharing good practice or
asking someone, you know what's going well for you this week and that you're really
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proud of doing as well in your workplace, if that's relevant. So yeah, lots, lots to do.
AC: But there is a confusion. | mean, still confusion what we got is.

From patients and from clinicians, so from the advocacy service that patients are
looking to find their way, they need support, things are not very easy for them. So
that's one piece and clinicians, | mean there is this lack in the communication bit. So,
clinicians are still afraid to talk about adverse events or near misses. What's
happening? They're reluctant to say I'm sorry because they think it comes with
litigation and it doesn't. So, communication and being informed is crucial.

To everybody and we really need to make things that we have them. We have the
processes, the process that we have in place. We really need to communicate them
efficiently to everybody, to all involved and try to make our processes even more, |
would say integrated.

In a sense that there is continuity among services, but also simple and easily to be
navigated easily by everybody. So yeah, | think that's what | kept.

JP: Yeah. And | think | had a lunchtime or a tea break conversation about health
literacy as well in primary and community care and like how big a time.

| suppose that is to support and promote health literacy so everyone understands
like what actually is happening when | go into my GP, what are what are they looking
at on their computer? If | use an app, who am | speaking to? Like that's come up
today and | think that's the great thing about having the patient advocacy service
there as well and having those.

Supports in place that patients can get, as Georgina said earlier, a service and some
sort of guidance as minimum of as to where to go next. So, seg, it's been a big day.
Thank you, bye everybody.
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