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>> For next 15 minutes...

1 Recent action on patient safety
2 Direction and priorities for future R&D

3 Update on patient reported quality measures
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Clean Care - Postoperative Sepsis

Postoperative sepsis in abdominal surgeries, 2015 (or nearest year)

Per 100 000 abdominal surgical discharges
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Source: OECD Health Statistics 2017.

Statlink meew http/dx.dot.org/10.1787/388933603830




Safe Surgery — Postoperative PE or DVT

. Postoperative pulmonary embeolism (PE) or deep vein thrombosis (DVT) in hip and knee
surgeries, 2015 (or nearest year)

Bl OvT Bl PE
Per 100 000 hip and knee surgical discharges
1800
1600
1400 |
1200 | =
1000
300 o
= .
600 | — il B z
00 - : E 2 - . _ B B & -
i;-=*='§§=ﬁiﬁﬁ§ﬂ§;ﬁ el 0 B B E :
HEHH N
=] b= g B85 = w | = = ] E = B |E 3 = b= = N ] = = - | £
“lg|la|&|s|S|E|- |2 |F Elal= |2 Z|5|S|E|8|E|S
=z |z s
5|2 =
(=
=
Surgical admisgion method All admisgion method
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Medication without Harm - Sedatives

Chronic Benzodiazepine Use: Number of Long-Acting Benzodiazepine use: Number
patients per 1000, aged 65 years and over who have of patients per 1000, aged 65 years and over who
prescriptions for benzodiazepines for more than have at least one prescription for long-acting

365 days, 2015 (or nearest year) benzodiazepines, 2015 (or nearest year)

Per 1 000 persons aged 65 years and over Per 1 000 persons aged 65 years and over
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Barriers to strengthening actionabllity

Availability of robust national administrative datasets

* Some countries do not have well established national databases

* Insufficient diagnosis coding depth to generate reliable indicator rates

* Inability to routinely link data prevents more robust calculation methods

Provide sound basis for national safety monitoring

* Some countries have ongoing methodological concerns

* Insufficient resources and expertise to calculate complex indicators

* Ongoing R&D improves reliability but creates instability for monitoring

Clear line of sight between national and local indicators
* Indicator data reflects outcomes of past clinical practices

* Outcomes do not provide clear path for action at local level

* General lack of trust in administrative data by the clinical community
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Strategies for strengthening actionability

Explore alternative data sources and methods

* Point prevalence studies, to extend across care continuum

* Retrospective record review, to broaden capture of adverse events

* Patient reported experiences of safety, reflects different view on errors

Facilitate a consistent approach to calculation

* Develop software programs to hard-code complex calculations

* Establish stable indicator specifications and improve public visibility

* Provide advice and support tailored to specific national and regional needs

Align national monitoring with local improvement efforts

* Bundle process indicators with existing OECD outcome indicators

* Outcome indicators allow assessment of national policy and strategy

* Process indicators are responsive to local clinical improvement initiatives




Acute care: Health at a Glance Europe - 2016

Observed and predicted percentage of hospitalised patients
with at least one healthcare-associated infection, 2011-12
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Note: 95% confidence intervals represented by H.
1. Datarepresentativeness is limited in Austria, Croatia, the Czech Republic, Estonia, Norway and Romania and very limited in Denmark and Sweden.
Source: ECDC (2013), Point Prevalence Survey.

StatLink sw=m http://dx.doi.org/10.1787/888933429593
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EPUAP & EWMA PU Advocacy Group
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» Professor Lisette Schoonhoven invited to OECD Working
Group on Health Care Quality and Outcomes - Nov 2016

 Key messages:
— Prevalence can extend to 30-50% of patients
— Significant impact on quality of life and care costs
— Many preventable, with failure costs>prevention costs
— Costs and benefits of prevention often accrue in different settings
— Standardized measurement required across care settings

* Broad support to collaborate on measurement agenda
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Long Term Care: ECDC HALT Study - 2010

Prevalence of pressure sores in the eligible population
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Global Trigger Tool - Norway
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Percent admissions with at least one adverse event (left aksis)

— Adverse events that contributed to prolonged hospital stay (left aksis)

- Adverse events that contributed to permanent harm (right aksis)

— Adverse events that contributed to death (right aksis)
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Preventabllity - Sweden

Proportion (%)
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OECD working group on PRIMS

Incident Prevention Information sharing/ 1. Did the health professional you consulted know
management important information about your medical history?
Incident prevention 2. Did a member of staff confirm your identity prior to

administering your medication?
3. Did a member of staff confirm your identity prior to your
procedure/operation/surgery?

Information on illness and 4. were you given any written or printed information about

symptoms what you should or should not do after leaving
clinic/hospital?

Medication safety 5. Did a member of staff explain the purpose of the
medications you were to take at home in a way you could
understand?

6. Did a member of staff explain to you how and when to
take the medications?

Patient-reported Diagnosis and treatment-related 7. Did you experience a medication-related error (e.g.
Incidents incidents wrong prescription, wrong dose, wrong time, dispensing
error in pharmacy, wrong administration route, reported
allergic reaction, omitted by mistake)?

Al EHIMVERELEIN[IMN Incident reporting 8. Did you see, or were you given, any information
explaining how to provide feedback or complain to the
clinic/hospital about the care you received?

Incident handling 9. If you experienced mistakes or unnecessary problems
in connection with your clinic visit/hospital stay, did the
staff handle the mistake or problem in a satisfactory way?




Suggested priorities for future R&D

{8 Assist countries in calculating the existing indicators

Bundle process indicators with outcome indicators

Broaden measurement of adverse events in acute care

Extend measurement of safety to long term care

Build capacity for measurement of safety culture

Integrate patient voice in reporting safety experiences
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US National Patient Safety Foundation

Tactics Rationale Audience

Sl Ut IO L b Relevant measures of patient safety and HHS (AHRQ, CDC, CMS)

patient safety process and outcome metrics
- N
Process and Outcome T e o harm are lacking, and some current mea QF
e sures are ineffective. Researchers

Prevention

While significant effort has been spent
Improve safety reporting systems to ensure on reporting systems, often little value is

Actionability that appropriate systems improvementsare  added in terms of actual improvements. ::aslth L
implemented and that timely feedback is More work is needed to identify and better Vendors
provided to all involved. understand what forms of reporting work
best to improve safety.

Continuum of Care

NPSF, 2015, Free from Harm: Accelerating Patient Safety Improvement Fifteen Years after To Err Is Human, p.20



- PAtient —Reported
Indicators Survey

The next generation of OECD health statistics
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Key streams of activities

Stream 1: Specific Conditions

Stream 2: New Survey of
Patients with Chronic Conditions




Condition specific PROMS

Hip and Knee Replacement

*  Working Group been meeting since Nov 2017

 R&D work lead by CIHI in Canada

* Australia, Finland, France, Italy, Netherlands, Slovenia, Sweden, UK, US
* Next meeting in June will look at preliminary pilot data tools

\/ Breast Cancer
*  Working Group been meeting since Jan 2018
* R&D work led by OECD.
* Australia, Canada, Finland, France, Israel, Korea, Netherlands, Norway, Sweden , UK, US
* Next meeting in June/July will consider broad approach to pilot data specification

N

Mental Health

*  Workshop held in May 2018, WG currently being established
* R&D work to be led by Denmark

* Canada, Estonia, France, Israel, Japan, Korea, Netherlands, Norway, Spain, Sweden, UK
* Initial meeting In July will further scope issues for ongoing development




>> Over the next 18 months...

1 Generate early data outcomes by Aug 2018
2 Pilot data collection during 15t quarter 2019

3 Publication in Health at a Glance 2019




>> New International survey

* Focuses on people aged 40+ with multiple chronic conditions
* Covers both outcomes and experiences

» Settings: ambulatory/ primary care (select best possible
option to reach suitable patient populations internationally)

 Domains: Generic (overall health status); Physical functioning,
Pain; Social functioning and participation

 Develop sampling design, methods to assure validity/risk-
adjustment

* Plan to integrate digital technology to minimise data collection

Governance

* Input from health professionals and patients
 Supported by technical groups and a high-level governance body




Over the next 5 years...

November 2018 Until mid-2020

1st meeting of Bureau of Development phase
Participating Countries

V- ) Oo—>

June 2018 December 2018 Until mid-2023

Proposal to OECD Health Launch Call for Tender Phase 2: 2020 - 2021

Committee Phase 3: 2022 - 2023
End of first cycle: 2023
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