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Executive Summary

This Report was commissioned by the European Federaf Nurses Associations (EFN) in
November 2007 in order to support its policy staetron Patient Safety (June 2004). In that
statement the EFN declares its belief that Eurofpé@dan health services should operate within a
culture of safety that is based on working towand®pen culture and the immediate reporting of
mistakes; exchanging best practice and researchjadying for the systematic collection of
information and dissemination of research findings.

This Report addresses specifically the cultureighlly reliable organisations using the work of
James Reason (2000). Medication errors and hosgitplired infections are examined in line
with the Report’'s parameters and a range of Europaadies are used as evidence. An extensive
reference list is provided that allows the EFNstplere work in greater detail as required.

The Workgroup of European Nurse Researchers (WEN§)es that that a systems approach to
patient safety medication should be adopted througthe European Union (EU), particularly
given the differences in error reporting across Hw¢ and that EFN should champion this
approach.

There is a vast literature aimed at improving hapgiene compliance. The World Alliance for

Patient Safety has produced WHO guidelines on Hdygiene. The Workgroup of European

Nurse Researchers argues that EFN should work wWidse strategies and encourage
interventions that are behaviourally-focused, radiciplinary in nature, evidence-based with
specific outcomes measured and audited for sustaiisaccess.

The voice of the Patient and the Public is curgentit part of the European Federation of Nurses’
statement. The Workgroup of European Nurse Resewrchould encourage EFN to consider
incorporating patient and public roles within theatient Safety statement.

Finally reference is made throughout the Reporamdigg the variability of evidence at local,

national and governmental levels. EFN and the Waog of European Nurse Researchers
(WENR) should work together to identify health seeg priorities regarding the research
evidence required to allow EFN to maximize its Igibly function within the European

Commission.
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Definitions

Patient safety: The UK National Patient Safety Agency (2003) dedimpatient safety as “the
process by which an organisation makes patientsafer. This should involve: risk assessment;
the identification and management of patient-relaigks; the reporting and analysis of incidents;
and the capacity to learn from and follow-up onideats and implement solutions to minimize
the risk of them recurring”.

Adverse events Adverse events are incidents in which a patisninintentionally harmed by
medical treatment and adverse incidents in whictiepis are harmed by medical treatment
(Vincent et al 1998). Brennan et al (2004) definedverse event as an injury that was caused by
medical management (rather than the underlyingadseand that prolonged hospitalisation,
produced a disability at the time of dischargeathb

Medication

Drug related problems: Included are medication errors (involving an erirorthe process of
prescribing, dispensing or administering a drugethiar there are adverse consequences or not)
and adverse drug reaction (any response to a dnighvis nhoxious and unintended, and which
occurs at doses normally used in humans for prepis)l diagnosis or therapy of disease, or for
the modification of physiological function (van dBemt et al 2000). Drug related problems are
classified into two categories: medication errard adverse drug effects (Fijn et al 2001).

Medication errors: The American Society of Hospital Pharmacists (198#)nes anedication

error as a ‘dose of medication that deviates from thesighan’s order as written in the patient’s
chart for from standard hospital policy and progedu They qualify this by pointing out that,
except for errors of omission, the medication dosest actually reach the patient (O’'Shea 1999).

Wolfe (1989) definesmedication errors as ‘mistakes during the prescription, transcriptio
dispensing and administration phases of drug patiparand distribution’. Anedication error

is a discrepancy between the dose ordered ancdbdeerdceived. It excludes errors in prescribing
(Barker et al 2002). Anedication error is ‘any preventable event that may cause or lead t
inappropriate medication use or patient harm wiiitiemedication is in the control of the health-
care professional, patient or consumer (AmericahoNal Coordinating Council for Reporting
and Prevention 2001).

Near missis used to describe situations that did not caase lio patients, but could have done.

Medication preparation: Is ‘the phase in which the nursing professionageldlaon the medical
prescription, separates, organises and preparesnéukications the patient in the work will
receive’ (Ansselmi et al 2007).

Medication administration

Is the phase in which the nursing professional aditars the previously prepared medication to
the patients in the work unit. It is consideredttthe medication has been applied once the
patient has effectively taken/ingested/receiveddiitug (Ansselmi et al 2007).
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Adverse drug reaction (ADR): Is any noxious, unintended and undesired effeca afrug,
excluding therapeutic failures, intentional andidegctal poisoning and abuse [World Health
Organization 1986).

Hand Hygiene PracticeqWHO Definitionsin Whitby et al 2007)

Hand hygiene: A general term referring to any action of handhnkang.

Hand cleansing: Action of performing hand hygiene for the purpost physically or
mechanically removing dirt, organic material or miorganisms.

Handwashing: Washing hands with plain or antimicrobial soap amder.
Hand antisepsis: Reducing or inhibiting the growthmicro-organisms by the application of an
antiseptic hand rubs or by performing an antisdpticdwash.

Handrubbing: Action of applying an alcohol-based hand rubs.ohld-based hand rubs is an
alcohol-containing preparation (liquid, gel or foanesigned for application to the hands to
reduce the growth of micro-organisms. Such premarstmay contain one or more types of
alcohol with excipients, other active ingrediemtsg humectants.

Inherent hand hygiene practice:Instinctive need to remove dirt from the skin whends are
visibly soiled, sticky or gritty. Likely to be edtlished in the first 10 years of life and to drihe
majority of community and HCW hand hygiene beharituoughout life. For example, among
nurses, it occurs after touching an ‘emotionallyydiarea (axillae, groin or genitals).

Elective hand hygiene practice:Attitude to hand cleansing in more specific oppoities not
encompassed in the inherent category and more dntlgucorresponding to some of the
indications for hand hygiene during healthcarevaéeli. For example, among HCWs, it includes
touching a patient such as taking a pulse or blwedsure, or having contact with an inanimate
object in the patient environment.
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Patient Safety in Europe:
Medication Errors and Hospital-acquired Infection

1. Introduction

Patient safety has become a major concern for mtiety and policymakers and arguably is one
part of the quality improvement movement. Patietiety is a complex issue with many factors
that include human suffering and financial cosiizpatrick (2006) has identified patient safety
indicators and ‘setting-specific’ patient safetgearch in the following areas: medication errors,
falls and injury prevention, hospital-acquired tifens, patient safety in hospital acute-care
units, medications in the perioperative environnard home visit programs for the elderly.

Even if patient safety is a major concern, hospigak inherently unsafe given the nature of their
business. Approximately 10% of all hospitalisatiansthe Industrial World incur an adverse
event that results in injury, delayed recovery aathetimes death. In the United Kingdom (UK)
reports indicate that approximatefl0% of patients “have experienced an adverse event
contributing to approximately 72,000 deathisttp://www.patientsafetyresearch.orgr'he World
Health Organisation (WHO) estimates that in devielgpcountries, 50% or more of medical
equipment is unsafe while 77% of counterfeit andssandard drugs are to be found in poorer
countries pttp://www.patientsafetyresearch.org/]

The American Institute of Medicine (IOM) report (Ko et al 1999) on the quality of patient care
entitled “To Err Is Human” drew international atfiem to the occurrence, clinical consequences
and cost of adverse drug events in hospitals, wisigstimated at $2 billion and up to 98, 000
deaths annually in the United States (USA) (Badteal 2002, Flynn et al 2002). In the UK, the
Department of Health (DoH) commissioned a reportfm Organisation with a Memory (DoH
2000) which according to Tighe et al (2006) covesizdilar ground to the IOM report and led to
the establishment of the UK National Patient Safeggncy whose objectives are to collect and
analyse information on adverse events; to learmftbese events and ensure feedback to
practice; and to identify risks and produce sohgio Page and McKinney (2007) report that the
Audit Commission (2001) pointed out that medicatorors account for about 20% of deaths due
to all types of adverse events in hospital and tthiatcost the UK National Health Service (NHS)
around £500 million a year leading to an averadea8lditional days in hospital. Two further
reports, ‘Building a safer NHS for patients’ (Dold®) in which the UK Government stated its
aim to reduce by 40% the number of serious errothé use of prescribe drugs and ‘Building a
safer NHS for patients- improving medication sdfefipoH 2004) further emphasise the
commitment to making drug treatment as safe asigess the UK.

Of the nine Patient Safety Solutions approved by QVBpril 2007, four relate directly to
medication error while one is related specificadlynospital acquired infection through poor hand
hygiene pttp://www.jcipatientsafety.ovfy

In the European Union (EU), patient safety is beadlglressed through three processes; first in
collaboration with national ministries of healthdastakeholders; secondly through the European
Commission's patient safety working group of thghLevel Group on Health Services and
Medical Care and the Commission patient safetycpdhnitiative 2008; and thirdly the EU is
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promoting patient safety through the health resedteme of the 7 Framework Programme for
Research.

2. Report remit

The remit for this work was agreed with the Eurap€aderation of Nurses Associations (EFN)
November 2007 (email confirmation). The context viEFEN's “input to the DG Sanco High
Level Group Project EuNetpas and the Europeandpaelit initiatives” and its work in 2008 on 4
key issues of which “ Healthcare related infectjisnthe] top priority — relate[d} to [the EU’S]
health and safety directive”. In particular thecis on medication errors and infections is key.”

The Workgroup of European Nurse Researchers (WEdgRed with EFN that the project would
be taken forward by a small WENR working group amaild be completed for April 30, 2008.

Project parameters

The evidence-based and grey literature on Patiafatysis vast and ever-increasing. There are
dedicated Patient Safety websites (Appendix lidnferences and government agencies some of
which include clinical research guidance and ethjggroval as for example in the UK’s National
Patient Safety Agency [http://www.npsa.nhs.uk/].

Consequently the project parameters were set vaith given the remit, timeframe, volume of
literature and that this work was unfunded. Therditure was surveyed initially on a geographical
basis as set out below with each working group negnthking primary responsibility for one
area while recognising there would be some cross@\& we were unable to identify specific
Finnish studies that met the entry criteria, we enddect email contact that indicated there is
ongoing work but it is not yet published.

« Sweden & Finland

« Ireland, Northern Ireland, other EU countries

» Iceland, The Netherlands, Denmark, Norway

« UK excluding Northern Ireland and theoretical backmd

Given that EFN’s raison d'étre is to be the voideNursing in the European Commission,
inclusion criteria were set as follows:

* published research studies conducted by nursesrand/

e with a focus on nurses or nursing practice

* hospital-based studies

* adult-focused

e published from the year 2000 onwards

< limited to Swedish, Finnish, Icelandic, Danish, Estg Norwegian, Dutch languages

« related to medication errors and hospital-acquimésttions (HAIS) as agreed with EFN.

Non-nursing studies addressing specific hospiticiton outbreaks, the operationalisation of
infection surveillance, the incidence of hospitekction, screening among health care workers,
infection related to surgical procedures were ad@tlias were all community-based studies.
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This is a snapshot of current work in the Europaagas surveyed. In the next sections, a brief
outline of the *highly reliable organisation’ witieference to systems theory is presented. Patient
safety as related to medication error and hospdqlired infection are described in two separate
sections. Search strategies are detailed in theedgipes along with specific web addresses
related to patient safety. A comprehensive refardist is provided if further details of specific
studies are required by EFN.

3. The Highly Reliable Organisation (HRO)

Arguably two approaches to human fallibility exi#tat of the ‘person’ approach or that of a
‘systems’ approach (Reason 2000). The person agpracuses on the errors of individuals,

blaming them for forgetfulness, inattention or nidraattention” while the systems approach

focuses “on the conditions under which individuatsrk and tries to build defences” [systems] to
prevent or lessen the impact of the effects. Pasafety is directed at establishing ‘a high

reliability organisation’ where mistakes occur ltheir incidence or frequency is limited and

systems are designed that can “better toleratedberrence of errors and contain their damaging
effects” (Reason 2000).

Five key concepts are critical to the successfuDHRines et al 2008

1. Sensitivity to operations.Hospital leaders and staff need to aware of amtl tal¢he systems
and processes affecting patient care. “Awarendssyiso noting risks and preventing them.”

2. Reluctance to simplify.While simple processes are good, simplistic expiana for failure
(unqualified staff, lack of training, communicatitailure, etc.) are “risky” as they deny the
complexity that is care delivery.

3. Preoccupation with failure. ‘Near-misses’ should be viewed as evidence thatytsiem is
working effectively rather than necessarily as ptbat the system needs to be improved to
reduce further risk.

4. Deference to expertiselLeaders and supervisors must “listen and respotttetmsights of
staff who know how processes really work and thksrpatients really face.” Without such
cultural openness, the highly reliable organisaigomot achievable.

5. Resilience All “leaders and staff need to be trained and preghéo know how to respond
when system failures do occur.”

As noted in the Porto Patient Safety Conferenc®{R€eport,'Errors by clinicians are only part

of the problem of patient safety. Research shoaswinen there is an error, there is a cause, and
failures in the way the system functions are athbart of most problems. Patient safety is an
issue in all health care settings including hospié@d community care, the home and in medical,
nursing and technical practicditfp://www.patientsafetyresearch.drg/
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4. Patient Safety: Medications

Introduction

Studies on medication safety and nursing are fewg laeterogeneous in design making
comparability between research reports difficultd dave a lack of evidence for effect despite
literature reviews, descriptive studies and reportamplementation of guidelines. Few studies
describe nurses’ reactions to medication errotsoatih there may be a significant impact on
personal and professional development (Schelbrdb&l, 2007).

Size of problem

Reported, potentially life-threatening medicationoes range from 3% to 21% while clinically
significant errors range from 3.3% to 31% (Tisdclel 999, 2003, Taxis & Barber 2004). A UK
and German study reported error rates of 26% irpteparation of 337 intravenous medication
doses and 34% in the administration of 278 dos#stive majority of medication errors having a
potentially moderate or severe outcom®irfz et al 2003). Another German study reported a
global error rate of 48% (preparation - 19%; adstiaiion - 23%) in intravenous medications
(Taxis & Barber 2004). One study looked at errocsoss the whole medication process in
medical and surgical departments and found a 4386rtymity for errors (Lisby et al 2005).

Errors in the delivery of medications

An adverse drug event (ADE) is an injury due to ic&iibn. ADEs can be classified according to
preventability, ameliorability, disability, seveyjtstage of the process, and person or group
responsible. ADEs are not necessarily the result ofedication error. If a medication error is
present, both the stages of the process wherenbreoecurred, and the person responsible for the
error, should be considered as set out in Morinebvtl’'s (2004) model below:

e ordering (physician, nurse practitioner, or phyaicassistant;

e transcribing (a secretary or a nurse);

e dispensing (pharmacist);

e administration (nurse, pharmacist, or patient); and

* monitoring (physicians or patients).

Specifically medication errors can occur at mansele within the delivery process and include
the following: timing errors, wrong administratioates, preparation errors, wrong administration
techniques, physiochemical incompatibility, dosiegors which include omission errors,
unauthorised and wrong dose errors, labelling srrimcluding ambiguous labelling of
commercial drugs (Cousins et al 2005, Guchelaat 2004 Taxis & Barber 2004, Tissot et al
2003, Wirtz et al 2003). ‘Wrong time’ errors app&abe either the most or second most common
type of error: Ireland (O'Hare et al 1995); Frandéssot et al 2003, Prot et al 2005); UK
(Cousins et al 2005); Germany (Taxis et al 1999).

10
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Causation of errors

It is extremely difficult to extrapolate a cleactire of causation given the many and sometimes
confounding variables (Armitage and Knapman 2003)wever factors include:

knowledge deficits (Tissot et al 1999, Schneideal €1999)

workload factors (Tissot et al 2003)

organisation issues, complex medication systerhsg]ling issues (Cousins et al 2005, Wirtz
et al 2003, Tissot et al 1999, Taxis et al 1999)

illegible or incomplete medicine orders (Tissoak2003)

distracting environments (Wirtz et al 2003, Deeg@fl)

an organisational culture of fear (Deegan 2001abady 2006, Kirke et al 2007, Kirke &
Delaney 2007).

Medication error information can be collected vib) (practice data (patient note reviews,

computer-based triggers), (2) soliciting incidefntsn health professionals (self-reports), and (3)
surveying patients for drug related events. Thesthoas are complementary and a combination
may be useful (Morimoto et al's 2004).

Summarised below are a number of reported, evidbased strategies aimed at improving drug
medication safety.

Some tested strategies for improved medication safe

© 0~

Improving drug infusion safety requires a systeapproach that is informed by a non-
punitive culture of drug error and near miss rapgr{Bucknall 2007, Burdeu et al 2006) and
provides feedback to the organization and/or imtligl (Handler et al 2006).

The reporting of medication errors may be insegiawhen paired with a high level of trust in
the manager or the use of care pathways (Vogustélifée 2007).

Shared charts for prescription and drug admatish can aid safe and rational medical
treatment (Heier et al 2007, Bourke et al 2002).

Protocols appear to improve drug safety admmatisn but they need to be systematically
implemented and monitored (Egerod et al 2005).

Pharmacy-provided protocols for the preparatdnparenteral drugs can improve safe
administration (van den Bemt 2002).

Multidisciplinary, intervention programs thatopmote the correct administration of drugs via
enteral feeding tubes can reduce medication eviam flen Bemt et al 2006).

There needs to be a readily available medicaticor reporting system (Handler et al 2006).
Online reporting systems should be exploredé@atgr detail (Ashcroft & Cooke 2006).

Clear labelling of drugs could reduce medicagaors (Guhelaar et al 2004).

11
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Conclusion: medication error

The benefit of reporting systems is the gainingradwledge of what errors have been made and
the frequency with which they occur. In order teyant drug errors and enhance patient safety
we need to identify the types of errors and undeaitveircumstances they occur.

Future research should capture the environmentdl larman context of error including the

particular experiences of those who have made wrrbarge-scale, multicentred surveys,
sufficiently powered to provide statistically sifjoant results, using multidisciplinary samples,
are required to evaluate existing definitions abes (Armitage & Knapman 2003). Qualitative

research is required into how HCWs who have conachiserious medication errors cope with the
event and its consequences and that take on trevibehal aspects of the medication delivery
process.

In summary a multi-layered strategy to medicatioors is required that recognises inadequacies
in existing approaches to medication errors; thaves away from the blaming culture to one
where there is improved error reporting with oppnities for enhancing performance and
understanding behaviour within the process of nagitio use (Moyen et al 2008).

A systems approach to patient safety medication, &t includes an open culture, should be
adopted throughout the EU, particularly given the dfferences in error reporting across the
European Union and EFN should champion this approdt.

EFN and the Workgroup of European Nurse Researcher@/NENR) should work together to
secure EU funding for multidisciplinary, health sewices research that uses a mixed methods
approach to patient safety.

12
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5. Patient Safety: Hospital Acquired Infection (HAI)/Nosocomia
Infection/ Healthcare Associated Infection (HCAI)

The problem

There is general acceptance that a global hogpfaoach to hospital acquired infection (HAI) is
required (Brusaferro et al 2003) such as that destby Schecker et al (1998). This involves
minimum appropriate surveillance systems, the dafinand implementation of specific policies
for infection control and the presence of dedicasedl trained health care personnel (e.g.
physicians, nurses). However, surveys of ItalianS\idaching hospitals have revealed that the
infrastructure for infection control is sub optimahen compared with international guidelines
and surveys in other countries (Moro et al 2004isBferro et al 2003).

Prevalence and/or incidence rates of HAI vary maé&onally, within countries (Doherty et al
2007, Creedon et al 2005, Whyte et al 2005), andow they are reported (Brusaferro et al
2006). Most HAIs are endemic and result from ctogasmission related to inappropriate patient
care practices (Pittet 2004). While there is mughe@ament on the importance of nosocomial
infection and surveillance priorities, there are agreed basic minimum standards for the
resources and facilities necessary for HAI cordrad prevention (Cunney et al (2006).

The variation in HAI reporting across Europe isistrated by the following statements: HAI
prevalence rates of 4.9% in 45 Irish hospitals idweatl Disease Surveillance Centre 2006); an
overall infection incidence-rate of 11.8 per 10@@ignt-days in long-stay facilities in Italy
(Brusaferro et al 2006); a MRSA prevalence raté40/100,000 population in the Republic of
Ireland (ROI) compared to a rate of 11.4/100,000Niorthern Ireland (Burd et al 2003,
McDonald et al 2003, Mc Donald et al 2002); scagjisite infections (SSI) from 1.9% in
Southeast France (Couris et al 2007) to 22.7% rhi&¢€Maksimovic et al 2008); an overall HAI
prevalence rate in north-Danish hospital wards .@#%- 7.1% with a bed occupancy rate of
93.7% - 98.9% (Scheel et al 2008).

The cost of HAI

HAIl is a costly problem for patients and healthvazs (Pirson et al 2008, Brusaferro et al 2006,
Pirson et al 2005, Humphries & O’Flannagan 2001Jr Example: Patients who developed

MRSA infection post head and neck surgery in Irdlaad on average, a hospital stay 3-times
longer than those who did not develop MRSA, with tlosts of their first hospital stay, three

times greater (Watters et al 2004). Patients witittdraemia in a Belgian hospital had

significantly higher mortality, a longer hospitahg and greater costs (€ 12,853) compared with
controls (Pirson et al 2005). Three years latet figare was increased to €19,301 per patient
(Pirson et al 2008).

Healthcare associated infection (HCAI) represente of the most common adverse events
affecting patients admitted to acute hospitals. H@#&ects hundreds of millions of people
worldwide, complicates the delivery of patient garentributes to patient deaths and disability,
promotes resistance to antibiotics and generawitiathl expenditure to that already incurred by
the patient’s underlying disease. (Pittet & Donatd2005b). In particular multi-resistant
bacteria such as MRSA present a significant chgdeto healthcare institutions globally

13
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(Eveillard et al 2001, Burd et al 2003). In IreladdRSA is endemic in many hospitals (Doherty
et al 2007, Creedon 2006, 2005). Eveillard et @D{2 suggest that in Europe the proportions of
strains of MRSA vary from 1% in Scandinavian coigsito 30% in Southern countries.

WHO has identified hand hygiene as a major patafdty issue in relation to HCAIls and there is
general agreement that effective hand hygiene remitae most important initiative in the control
of infection (Tavolacci et al 2007, Moret et al 208arrau et al 2003, Burd et al 2003).

Risk factors

Risks factors related to HAIs include length of it stay, presence of an invasive device, a
Norton’s pressure sore risk of more than 12 anddobedridden (Brusaferro et al 2006); rapid
patient turnover, leading to increased work andaesvding (Cunningham et al 2005); a lack of
dedicated specifically trained infection controlrses, inadequate dissemination of information
and insufficient production and updating of guideB (Brusaferro et al 2003), residing in a long-
term care facility (CDC 2008). Elsewhere protodolprevent exposure to blood and body fluids
that are not tailored to the differences in knowkedrisk perception and practical needs of
different professional groups, increase risk (vaam@rt-Pijnen et al 2006). In one Norwegian
study, it was found that wearing a single plairgéinring by healthcare workers (HCWSs) did not
increase the total bacterial load on the hands,waw it associated with an increased rate of
carriage of Staph aureus but plain rings were &ssot with an increased rate of

Enterobacteriaceae (Fagernes & Nord, 2007).

Hand hygiene and nursing

Preventing microbial pathogen cross-transmissianh laalthcare-associated infections is most
effectively managed by hand hygiene (Whitby et @0?2). Handwashing is therefore a core

element of patient safety for the prevention ofltheeare-associated infections and the spread of
antimicrobial resistance (Sax et al 2007, Pittetl @006, Barrau et al 2003, Hejazi et al 2000).

However, health care worker compliance is probl@mabridwide with most practising hand
hygiene less than 50% than they should (Abbaté 20@8, Sax et al 2007, Creedon 2005, 2006,
Larson et al 2005, Arenas et al 2005, Pittet anddtson 2005a, Barrau et al 2003, Girard et al
2001, Pittet et al 2001). Factors associated wetircompliance include skin irritation (Larson et
al 2006), a lack of knowledge of guidelines (Tacolaet al 2006, Nobile et al 2002),
psychosocial factors (Moret et al 2004), worklo&defias et al 2005, Wendt 2004), being a
physician (Tavolacci et al 2006), poor aseptic hégqire in practice (Cousins et al 2005, Wirtz et
al 2003). While nurse compliance rates tend toigldn than physicians (Wendt et al 2004), non-
compliance by nurses is a significant patient gaifetue. In order to improve compliance with
recommended practice, it is recommended that iioiectontrol teams should learn from
behavioural science (Pittet 2004, Creedon 20056P@8ing theoretical frameworks such as
Azjen’s Theory of Planned Behaviour.

The First Global Patient Safety Challenge ‘CleameCa Safer Care’, launched by the WHO
World Alliance for Patient Safety October 2005, eleped new WHO Guidelines on Hand
Hygiene in Healthcare with the specific aim of deglwith large-scale healthcare-associated
infection. Since 2005 the Alliance has expandedcational and promotional tools developed
initially for the Swiss national hand -hygiene camgm, for worldwide use (Sax et al 2007,
Larson 2006).

14
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Examples of project-based outcomes where HAIs hayeen reduced

Below are examples of a number of different Euroga@jects that have sought to reduce HAI.

* a significant reduction of the incidence of ventlaassisted pneumonia can be achieved by
relatively simple changes in the nurse pulmonarg gaotocol {vallis De Vrieset al 2002);

e arandomized clinical trial on the effectivenesseafching patients basic principles about the
care of central venous catheters on the frequenti€¥C-related infections found a
significant reduction in infections in the interdiem group (Mgller et al 2005).

e HCAI rates can be reduced by up to one third (Gee2D05) if HCWs comply with HCAI
guidelines issued by the Centre for Disease CoatrdIPrevention (CDC) (Pittet et al 2000).

* education has been shown to increase complianceeahde skin-irritation in Switzerland
and Germany (Widmer et al 2007, Schwanitz et aB200

« implementation of barrier precautions is sufficiemtensure the control of HCAI in a large
hospital Eveillard et al (2001)

« a French programme focused on barrier precautiodseducation led to a decrease in the
incidence of MRSA by 17.9% and Entero bacteriacpemlucing extended-spectrufit
lactamases (ESBL) by 54.9% (Eveillard et al 2001).

Some strategies for improved avoidance of HAls

Human behaviour is complex, dynamic and multi-fadett is therefore critical to the success of
any strategy to improve hand hygiene compliancat the design and implementation of an
intervention be grounded in an understanding of durbhehaviour (Whitby et al 2007). We
should not be surprised when single interventicat tb produce sustained improvement in
healthcare worker behaviour over time (Whitby et28i07). Interventions must recognise
behavioural complexity.

Creedon (2006, 2005) reports on the successfulemmphtation of a multifaceted interventional
behavioural hand-hygiene programme that resultea $ignificant improvement in compliance
with hand hygiene guidelines from 51% to 83%. Bgitl& Haglind (2004) evaluated the cost-
effectiveness of an ‘Intensive MRSA Control Prognasin a large teaching hospital and found
the programme was successful, eradicating an epidautbreak of MRSA with the programme
demonstrated to >24 months of implementation. THérdh National Acute Hospitals Hygiene
Audit indicates there has been a change in cuttitfehospitals more proactive and innovative in
their approach in to improving hygiene standardegared to the first audit 6-months earlier.

In each of these cases, the approach adopted tav&Imultifactoral, required multidisciplinary
solutions and specifically trained nurses and dscto
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Future research: hand hygiene

The WHO Global Patient Safety Challenge task favoebehavioural considerations for hand
hygiene practices has identified the following aréa future research in the understanding of and
compliance with hand hygiene protocols (Whitbyle2G07).

“Confirmation that behavioural determinants of handgjiene can be generalized to other
healthcare occupational groups in addition to dscemd nurses, and in varying ethnic and
professional groups;

Identification of which predictor has the greatespact on hand hygiene for all groups of
HCWs(HCWSs) regardless of their ethnic origin toigeshe most cost-effective motivational
programmes suitable for both high- and low-resotethcare settings;

Development of an alcohol-based hand rubs that doekave a residual smell of alcohol to
facilitate use of hand rubs by those HCWs fromuraltand religious backgrounds where the
use of alcohol is discouraged;

Assessment of ethnography as a research tool fdorixxg hand hygiene barriers in diverse
cultures;

Assessment of market research methods to improvel tggiene in HCWs in high,
transitional and low-resource facilities;

Refocusing of school-based hand hygiene programaney from a self-protection practice
towards a practice for the benefit of self and athe

Assessment of the acceptance of adult patient engagt (not critically or mentally impaired
patients) and their families from culturally diverdackgrounds in prompting HCWs to
perform hand hygiene in a manner that does nohdffe

Effectiveness of an overt annual or biannual haygieme audit as a means of motivating
hand hygiene behaviour with an evaluation of acoeg® of short programmes using a peer-
pairing system to prompt performance of hand hygienpreparation for the annual overt
hand hygiene audit.

Further assessment of the influence of workloastaffing level on hand hygiene behaviour.”

EFN must ensure that strategies aimed at improvindiand hygiene compliance should bg¢
behaviourally-focused, be multi-disciplinary in naure, be evidence-based with specifi
outcomes measured and monitored for sustainable stess.

14
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6. Patient Safety: What do Patients and the Publigvant?

In the UK patients and the public as key stakehsldehealthcare have become pivotal in patient
safety policy and implementation. As reported by and Ellins (2006), patients want more

transparency and openness regarding medical ermegients want to be informed about the

event, to receive information on what and why ipfpened, how its consequences can be
mitigated and how to prevent any other recurregegsbe prevented. In an increasingly litigious

environment, ‘honest disclosure’ can increase peidrust and satisfaction while reducing the

risk of legal action (Mazor et al 2004).

EFN, as the voice of Nursing in Europe, could adop more proactive role in ensuring that
the voice of the Patient and the Public is alwayseard in the European Commission.
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7. Conclusion

As has been noted elsewhere an organisation whittamsforming requires a workforce that is
flexible, dynamic, open to change and possessesfér@ble skills and these are critical to
delivering the Patient Safety agenda (Basford &slKaw 2008).

The 10 point recommendations to emerge from thePRAtent Safety Conference (Porto 2007)
provide a rational basis for a way forward.

Recommendations: EU Patient Safety Conference Por007

» Target funding for patient safety research at EeaopUnion institution and member state levels
* Promote a joined-up system of local, national andrhational patient safety research suppofted
by all stakeholders in Europe and ensure it isdthto evidence-based policies and practice
« Promote multidisciplinary research and the integrabf disciplines relating to patient safety
research
« Develop the effective use of IT for data collectemd systems which promote safety and reduce
adverse events
e Establish a pan-European electronic collection afigmt safety research findings, readi
accessible for both researchers and policy-makers
« Agree and fix a minimum data collection criteria fratient safety across Europe , building on the
WHO International Classification for Patient Safety
* Provide healthcare professionals with a new cultore patient safety issues, more training
opportunities on patient safety research and acdased on clinical evidence
« Develop indicator and monitoring systems within &e to identify a whole range of healthcare
incidents and risks
« Foster networks and joint research across the EaropUnion, neighbouring regions and
developing and transitional countries
« Develop strategies to involve patients in patietiety research programmes and activities.

y

EFN should lobby for these Recommendations and Nathal Nursing Associations should
consider how they can contribute to the taking fonard of this agenda in their own
countries.

In the EU, health care is strongly influenced bg ttoncept of subsidiarity wherein national
governments retain direct control of national Heattire systems (Craig & Smith 2008).
Nevertheless ‘Patient Safety’ has allowed the EUcamment on a range of health-related
measures and both recommend and legislate in malttar affect member states’ health policies.
Medication errors and infection control are twolsegzamples.

For the purposes of this paper, we would draw &ngdison between research as critical to the

establishment of the evidence base for qualitythezdre, and the implementation of policy and
guidance and subsequent monitoring and audit wdgchrs at the local and organizational level.
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Patient safety research should be multidiscipliremyg of sufficient scope and scale that it can
‘make a difference’. While we have shown that patsafety can be improved and adverse events
reduced by improving the organization of caresitequally vital that research is required to
understand system failures. As argued by the P0G Patient Safety Conference, “ The role of
patient safety research is...... to measure the extahegoroblem, identify causes, to work with
clinicians and policy-makers in developing soluiarsing scientific evidence, and to evaluate the
effectiveness of interventions.”

The search strategies employed for this paper ied o the Appendices and give a good
indication of the volume and depth of informatioraidable to support EFN’s position papers in
the field of patient safety. The reality is that foany areas that might reasonably lie in EFN's
sphere of interest, the research evidence in rguesid for nurses is variable.

EFN must determine how and in what way it wants tohave evidence produced ang
displayed in order to argue its case at the EuropgaCommission level to good effect.

This may include individual member NNAs taking tead on information gathering/researching,
presenting and promoting within the Commissionc#jsal areas of work and working with the
Workgroup of European Nurse Researchers.
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8. Recommendations

In summary the Workgroup of European Nurse ResesscfWENR) makes the following five
recommendations to the European Federation of Hurse

1. EFN must determine how and in what way it waotdhave evidence produced and
displayed in order to argue its case at the Euro@mmmission level to good effect.

2. We are of the view that a systems approachtiemaafety medication, that includes an
open culture, should be adopted throughout the @&uticularly given the differences in
error reporting across the European Union andBR&t should champion this approach.

3. EFN must ensure that strategies aimed at impgolrand hygiene compliance should be
behaviourally-focused, be multi-disciplinary in wea, be evidence-based with specific
outcomes measured and monitored for sustainabtessic

4. EFN and WENR should consider approaching DG &doienally for research funding
into patient safety health services research.

5. There is an absolute role for EFN to play inueimg and protecting that the Patient and
Public voice is heard in respect of patient views eoncerns in the European Union.

6. EFN should lobby for the EU Patient Safety Cosfiee Porto 2007 recommendations to

be taken up and National Nursing Associations sheohsider how they can contribute to
the taking forward of this agenda in their own doies.

The Workgroup of European Nurse Researchers will asymposium with the Greek Nurses
Association on Cultural Issues and their InflueandPatient Safety in Athens October 2009.

20



Workgroup of European Nurse Researchers (WENR)

Appendices

Appendix I: EFN Policy Statement — Patient SafetyZ004)

Appendix II: Search Strategies

Table 1: Search strategy in PubMed. performed 20®07: Medication Errors (Nillson &
Willman 2008)

Table 2: Search strategy in PubMed. performed 20081 Cross Infection (Nillson &
Willman 2008)

Table 3: Search strategy in Medline performed Faby26th, 2008 Medication
Errors/Cross Infection (Sveinsdottir)

Table 4: Search strategy in PubMed. performed Marth 2008 Medication
errors/Infection (Sveinsdottir)

Table 5: UK Government websites: Medication ErroH&spital Acquired Infection
November 2007 (Munro & Smith)

Table 6: Search strategy in PubMed. Search perfdrBec 2007/April 2008 Medication
Errors/Infection (Marlborough & Smith)

Table 7: Search strategy performed 31/01/2008 Mxtin Errors (INO Library & Burke)
Table 8: Search strategy performed 31/01/2008 Habkpicquired InfectiorfINO Library
& Burke)

Appendix Ill: Web-based Information Sources
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Appendix |

EFN Policy Statement

Patient Safety

(EFN Position Statement — 18 June 2004)

Nurses are the largest occupational group in the EU health sector and
play a pivotal role in initiating change and improvement at local and

national levels.

The European Federation of Nurses believes that the Government,
Nursing Associations and health system managers have a
responsibility to ensure a culture of safety in EU health systems

through:

* Working towards an open culture which promotes immediate

reporting of mistakes;

* Exchanging research and best practice between EU Member

States;

* Lobbying for a national reporting system which will ensure a
systematic collection of data and communication of research

findings.

Please contact Mr. Paul de Raeve, General Secretary of the European Federation of
Nurses Associations for a position paper on this issue.
efn@efn.be or Tel: +32 251274 19
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Appendix Il: Search Strategies

Table 1: Search strategy in PubMed. performed 20072-07: Medication Errors
(Nillson & Willman 2008)

1. When searching 'patient safety’ in PubMed:s Mafatabase, the suggested MeSH-term is 'Safety
management’. The MeSH-tree consists of three bemdh order to get the best result 'Accident
Prevention’, 'Risk Management’ and 'Safety Managathare searched (searches #1, #2 and #3), and
combined into one search-block (search #4).

2. The next step is to include articles on medazaérrors. The thesaurus of PubMed has 'Medication
Errors’ as a MeSH-term which is searched with ient’Medication Systems’ [MeSH] (searches #5 and
#6) and combined (search #7).

3. The third step is to involve ‘nursing’ in theaseh. ‘Nursing’ is searched as a MeSH-term anddteioto
get as wide a search as possible the term was nethkiith a search on the truncated textword ‘nurs*
(searches #8 and #9) and combined (seach #10).

4. In the fourth step the combined searches (seanth, #7 and #10) are added to each other wittethe
‘AND’, thus reflecting articles on patient safetyedication errors and nursing (search #11).

5. The final step is to add limits to the last skawhich means that search #11 is limited to lagic
published in the last ten years and written in EhglGerman, Danish, Norwegian or Swedish.

Search Searcherm Results
#1 "Accident Prevention” [MeSH] 37 812
#2 "Risk Management” [MeSH] 101 050
#3 "Safety Management” [MeSH] 8123
#4 #1 OR #2 OR #3 129 336
#5 "Medication Errors” [MeSH] 6 540
#6 "Medication Systems” [MeSH] 3092
#7 #5 OR #6 8 660
#8 nurs* 485 721
#9 "Nursing” [MeSH] 180 589
#10 #8 OR #9 490 673
#11 #4 AND #7 AND #10 462
#12 #11 Limits: Published in the last 10 years, 383
Language: English, German, Danish,
Norwegian, Swedish
#13 #11 Limits: Publication Date from 2002/01/01 330
to 2009, Language: English, German, Danish
Norwegian, Swedish
#14 sweden 52 962
#15 #11 AND #14 1

All in all a total of 330 abstracts were read inelegently of each other. In an effort to try to itiign
articles from Sweden we added searches #14 andi#g5one article we found in search #15 were writte
in the year 2000 and discussed whether it was Iplessi delegate medication administration to a @aid

in the community-based/home health care. Afterirgathe 330 abstracts we agreed on assessingl atota
50 articles. When assessing the abstracts as svéfieaarticles we sorted out articles not desagilaictual
scientific studies, reviews assessing articlesistudhat were old (ie published before 2000), ksic
suggesting educational programs (not implementedevaluated) and articles describing medication
systems not in use in Sweden or to our knowledgcandinavia leaving a total of 20 papers.
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Table 2: Search strategy in PubMed. performe@008-01-31 Cross Infection
(Nillson & Willman 2008)

Any infection that a patient contracts in a heal#ine institution. Year introduced: HOSPITAL
"INFECTIONS was see under CROSS INFECTION 1971-19%8 see CROSS INFECTIONS 1963-

1970°

In this search, the search-block for nursing (de#&fcand #6) was used in search #11 but then delete

search #12 as it seemed to limit the result ingatiee way as articles about ‘hospital acquireédtibn’
and ‘patient safety’ were not necessarily relatedurses or nursing.

Search Search History Results
#1 "Accident Prevention” [MeSH] 38,214
#2 "Risk Management” [MeSH] 102,979
#3 "Safety Management” [MeSH] 8,297
#4 #1 OR #2 OR #3 131,478
#5 "Cross Infection” [MeSH] 33,633
#6 "hospital acquired infection” [Text Word] 44
#7 #5 OR #6 33,756
#8 nurs* 488,113
#9 "Nursing” [MeSH] 181,321
#10 #8 OR #9 493,087
#11 #4 AND #7 AND #10 166
#12 #4 AND #7 807
#13 #12, Limits: Published in the last 10 years, 599
Language: English, German, Danish,
Norwegian, Swedish
#14 #12, Limits: Publication Date from 2002/01/01 511
to 2009, Language: English German, Danish,
Norwegian, Swedish
#15 Sweden [Text Word] 52,962
#16 #12 AND #15 5
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Table 3: Search strategy in Medline February 26th, 2008 Medation Errors/Cross Infection
(Sveinsdottir)

(ALL("patient safety") OR ALL("medication errorsQR ALL("risk management") OR ALL("hospital
infection”) AND ALL(nurs*)) AND (ALL(danmark) OR AlL(denmark) OR ALL(norge) OR
ALL(norway) OR ALL(holland) OR ALL(netherlands)) AD (LIMIT-TO(PUBYEAR, 2008) OR LIMIT-
TO(PUBYEAR, 2007) OR LIMIT-TO(PUBYEAR, 2006) OR LIM-TO(PUBYEAR, 2005) OR LIMIT-
TO(PUBYEAR, 2004) OR LIMIT-TO(PUBYEAR, 2003) OR LIM-TO(PUBYEAR, 2002) OR LIMIT-
TO(PUBYEAR, 2001) OR LIMIT-TO(PUBYEAR, 2000)) ANDL(MIT-TO(SUBJAREA, "NURS") OR
LIMIT-TO(SUBJAREA, "SOCI") OR LIMIT-TO(SUBJAREA, "HEAL") OR LIMIT-TO(SUBJAREA,
"MULT"))

Search ** Search History Resuilts
1 Medication Errors/ 4,548
2 NUIRSFS 25 794
3 NDenmark 19908
4 1 and 2 and 1

5 NORWAY/ 2 027
6 1 and 2 and 0

7 NFTHFRI ANDS, 5392
] 1 and 2 and 0

9 1and: 3

10 1 and: 3

11 1 and! 3

12 1and’ 4

13 Hosnital infection. mn. or Cross Infectic 9 285
14 2 and R and 1 0

15 Rand 1. 16

16 2 and 5 and 1 0

17 5and 1: 11

18 2 and 7 and 1 1

19 7 and 1: 54

20 ICFI AND/ 243

21 2 and 2 ]

22 1 and 21 0

23 12 and 2 0

*The searches were limited to English, Danish, Nagi&n, Icelandic and Dutch and year 2000 to 2008.
**Apstract from studies detected in searches 42814-19 and 21-23 were reviewed
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errors/Infection (Sveinsdaéttir)

(ALL("patient safety") OR ALL("medication errorsQR ALL("risk management") OR ALL("hospital

infection”) AND ALL(nurs*)) AND (ALL(danmark) OR AlL(denmark) OR ALL(norge) OR

ALL(norway) OR ALL(holland) OR ALL(netherlands)) AD (LIMIT-TO(PUBYEAR, 2008) OR LIMIT-
TO(PUBYEAR, 2007) OR LIMIT-TO(PUBYEAR, 2006) OR LIM-TO(PUBYEAR, 2005) OR LIMIT-
TO(PUBYEAR, 2004) OR LIMIT-TO(PUBYEAR, 2003) OR LIM-TO(PUBYEAR, 2002) OR LIMIT-
TO(PUBYEAR, 2001) OR LIMIT-TO(PUBYEAR, 2000)) ANDL(MIT-TO(SUBJAREA, "NURS") OR
LIMIT-TO(SUBJAREA, "SOCI") OR LIMIT-TO(SUBJAREA, "HEAL") OR LIMIT-TO(SUBJAREA,

"MULT"))

Search* Search History

Results

#19

#18

#17

#16

#15

#13*

#14
#12

#11
#10
#9
#8
#7
#6
#5
#4
#3
#2
#1

Search #8 AND #10 AND #17 Field: MeSH Major Togianits: Publication Date
from 2000 to 2008, English, Danish, Dutch, IcelantNorwegian

Search #8 AND #10 AND #17 Limits: Publication D&t@m 2000 to 2008, English,
Danish, Dutch, Icelandic, Norwegian

Search #15 OR #16 Limits: Publication Date frorf@@ 2008, English, Danish,

Dutch, Icelandic, Norwegian

Search Hospital Acquired infection Limits: Pubtioa Date from 2000 to 2008,
English, Danish, Dutch, Icelandic, Norwegian

129

Search Cross infection Limits: Publication Datenir2000 to 2008, English, Danish,

Dutch, Icelandic, Norwegian

Search #8 AND #9 AND #10 Limits: Publication Daterf 2000 to 2008, English,
Danish, Dutch, Icelandic, Norwegian

Select 372 document(s)

Search #8 OR #9 OR #10 Limits: Publication Datenfr2000 to 2008, English, DanisR14342

Dutch, Icelandic, Norwegian
Search #8 OR #9 OR #10
Search #6 OR #7

Search #4 OR #5

Search #1 OR #2 OR #3
Search Nursing

Search Nurs*

Search Medication Systems
Search Medication Errors
Search Safety Management
Search Risk Management
Search Accident prevention

642105
511182
9132
135078
427098
489923
3142
7013
8629
106017
38929

*Abstracts from studies detected in searches 1318ndere reviewed
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Table 5: UK Government websites: Medication Error & Hospital Acquired Infection
November 2007(Munro & Smith)

All titles read and content reviewed where appipras all available online.

Scottish Executive Publications website —

e Search on Hospital Acquired Infection — No hitst@@00
e Search on MRSA — 4 hits —

« MRSA and nursing — no hits

SHOW Search

*  “Hospital Acquired Infection” and Nurse or Nursir@ hits (google powered search engine)
* Medication errors” and nurse or nursing — 2 hitappropriate

« Adverse events " and nurse or nursing — 20 hitapfiropriate

Department of Health Publications Website:

e “Hospital Acquired Infection” — 107 hits searchtlwfor Nurse or Nursing - 26 hits: 0 appropriate

e “Medication and Error” — 5 hits — search with féurse or Nursing — 3 hits: O appropriate

e Search — “Patient Safety” — | hit. Search Patient Safety — 97 hits — search within Nurse or Nuysin
— 10 hits: 1 appropriate

e Search Adverse Events — 13 hits —search with fegenar nursing - 2 hits: 0 appropriate

Health & Safety Executive Website

« Search : Hospital Acquired Infection and NurseBlorsing — 8 hits: 0 appropriate
» Search: Patient Safety and Nursing or Nurses -it68:10 appropriate

« Search Adverse Events and Nurse or Nursing — $9 Giappropriate

e Search Medication errors and nurse or nursing it D lappropriate
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Table 6: Search strategy in PubMed. Search perfornrteDec 2007/April 2008Viedication
Errors/Infection (Marlborough & Smith)

10
11
12
13
14
15
16

17

Search Search History

(patient$ and safety and (adverse effect* or méidicarror* or hospital acquired
infection$ or MRSA)).mp. [mp=title, original titl@bstract, name of substance word,
subject heading word]

Medication Errors/nu [Nursing]

"Nursing Staff, Hospital"/ or "Nurse's Role"/ ordffent Care Team"/ or "Nursing
Assessment"/ or "Nursing Methodology Research"Nursing"/ or "Nursing Staff"/ or
"Nurse-Patient Relations"/ or "Nurse Attitude"/"dlursing Care"/ or "Nursing
Research"/ or "Nursing Process"/ or "Nurses"/

"Medication Errors"/ or medication error*.mp. [mjitfe, original title, abstract, name of
substance word, subject heading word]

"Patient Safety"/
exp united kingdom/

(scotland or united kingdom or uk or england oresaimp. [mp=title, original title,
abstract, name of substance word, subject headind]w

"New South Wales"/

(eire or ireland or new south wales).mp. [mp=titigginal title, abstract, name of
substance word, subject heading word]

(6 or 7) not (8 or 9)

1and 3 and 10

2 and 10

3and 4 and 10

4 and 5 and 10
1lorl12or13o0ri14
remove duplicates from 15

limit 16 to yr="2000 - 2008"

Results

4327,

217

99240

4507

0
103806

74799

4462

14354

123615
12

29

62

0

69

69

65
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Table 7: Search strategy performed 31/01/2008 Medition Errors (INO Library & Burke)

Search | Search History Results

1 No fault mp 56

2 From 1 keep 17-18, 21-22, 24, 28-29, 46 8

3 No blame 10

4 From 3 keep 2,4,6,8, 4

5 Medication Errors/ 4548

6 Exp EUROPE/ 162942

7 5and 6 248

8 Limit 7 to (research and English) 55

9 Europe/ or Andorra/ or Austria/ or Belgium / aarice/ or germany/ or Greecef 26047
or iceland/ or Ireland / or italy/ or lichtenstenr/ luxembourg/ or mediterranegn
region/ or monaco/ or Portugal/ or san marino/pairy or switzerland/

10 5and 9 19

11 From 10 keep 1-4, 7-8, 10, 13-17, 19 13

12 Patient Safety/ 11146

13 9 and 12 110

14 Limit 13 to (research and English) 31

15 2or4orllorl4 52

16 From 15 keep 1-52 52
Of these only four were relevant many were exdiuale they referred to
prescription errors, 19 excluded as they wereedléd specific drugs, blood,
equipment, not relevant to nursing care or thisensv
Pubmed Search History

Feb 08 medication error and Europe AND ("last 1@&rg4§PDat] AND (English[lang]) | 53
AND (Clinical Trial[ptyp] OR Meta-Analysis[ptyp] ORandomized
Controlled Trial[ptyp] OR Review[ptyp]))

‘Snowballed’ the references of relevant studiedl motnew pertinent citations emerged
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Table 8: Search strategy performed 31/01/2008 Hogpl Acquired Infection (INO Library &
Burke)
Search| Pubmed Search History Results
Hospital Acquired infection and Irish* 11
Safety Culture and Ireland 8
Medication Error and Europe (limits last 10 yed&sglish and clinical trials, meta 52
analysis RCTs and reviews).
Relevant 6
# Search History — Pubmed March 08
1 Hospital acquired infection 34144
2 #1 (Limits English and from 01/01/2000) 9768
3 #3 and Ireland 57
4 Europe (Limits English and from 01/01/2000) 218311
5 #3 and #4 1918
6 ((andora/ OR austria/ OR belgium/ OR france/ @Rmany/ OR greece/ OR iceland/ OR 66640
Italy/ OR liechtenstein/ OR mediterranean/ OR Marid@R portugal/ OR san Marino/
OR spain/ OR switzerland AND (("2000/01/01"[EDatP008"[EDat]) AND
(English[lang])))) AND ((hospital acquired infecticAND (("2000/01/01"[EDat] :
"2008"[EDat]) AND (English[lang])))) AND (("2000/0D1"[EDat] : "2008"[EDat]) AND
(English[lang]))
7 #6 and # 2 (Limits English and from 01/01/2000) 749
8 Nurs* 131140
9 #8 and #7 65

‘Snowballed’ the references of relevant studiedl motnew pertinent citations emerged.

In relation to accessing ‘grey literature’ the fri&overnment, the Irish Health Service Executiv&E)

and the Irish Health Information and Quality Autitpr(HIQA), the Organisation for Economic Co-
operation and Development (OEDC) web pages andhgttsites and the Google search engine were used.
This helped to pick up on conference proceedingsfarunately the INO had hard copies of some eféh
presentations. The websites of tertiary referralpitals, particularly in relation to their pharmaaowrsing

and research departments were also searched
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Appendix Ill: Web-based Information Sources

Opportunities
European Commission

Information/Web addresses

http://ec.europa.eu/yourvoice/ipm/forms/dispatchPfepatientsafety

Purpose
Public consultation on Patient Safety
Deadline to respond is 20 May 2008

Joint Commission
International Center fo
Patient Safety

http://www.jcipatientsafety.org/28091/

“We invite your participation in an important omdi survey
for the World Health Organization's Collaboratingn@re for
Patient Safety. The survey seeks your help inrohéténg the
final content for the 2008 Patient Safety Solutidisice the
solutions will be distributed to all WHO membertsta your
assistance is needed to ready them for widespazatian.”

Joint Commission
International Center fo
Patient Safety

http://www.cipatientsafety.orq/24725/
Accessed April 2008

WHO Collaborating Centre for Patient Safety Solutians
Nine Patient Safety Solutions

National Patient Safety
Agency - UK

http://www.npsa.nhs.uk/patientsafety/
Accessed April 2008

http://www.nres.npsa.nhs.uk/
Accessed December 2007

“The Patient Safety Division aims to improve patient cai
through the analysis of patient safety inciderapjd response
to incidents and the development of actions, irtrgaship,
that can be implemented locally, to build a strongdture of
patient safety. A ‘patient safety incident’ is amyintended of
unexpected incident which could have harmed orlekdl to
harm for one or more patients being cared for leyNhational
Health Service (NHS).”

“The National Research Ethics ServicNRES) works to
maintain a UK-wide system of ethical review thattpcts the|
safety, dignity and well being of research partcifs whilst
facilitating and promoting ethical research withie NHS.”

[¢']

1)

Healthcare Systems
and Ergonomics and
Patient Safety

http://www.heps2008.org/
Accessed April 2008

Aimed at creating bridges among different discigéin
(medicine and surgery, information technology, @ational
psychology, clinical engineering and architectimanan
factors and ergonomics) in order to share a stimtegest in
the promotion of human factors and ergonomics aitheare
and patient safety

International
Conference on Patient

Safety Research

The EFN General Secretary participated
For further informationhttp://www.patientsafetyresearch.org/
Accessed April 2008

Patient Safety Research Conference: Shaping thepEan
Agenda, September 24-26 2007, Porto, Portugal

The conference was the first time that patienttgatesearct




Workgroup of European Nurse Researchers (WENR)

Organised by the UK
Faculty of Public
Health, University
College London and
the WHO World
Alliance for Patient
Safety, with the
financial support of the
European Commission
and the Portuguese
Ministry of Health

had been discussed at a European level. Its olgsatiere to:
ensure collaboration on patient safety researelm at
international level; change the culture of patigafiety within
healthcare settings; and set the agenda for réssapport by
Member States and the EU. Brought together reseerch
policy makers, and research commissioners fromsacro
Europe but the clinicians were absent. It becamardhat
further efforts are needed to develop the dialdmpteeen
researchers and policy-makers.

It became clear that strong consortiums, cost-t¥eeess and
impact assessments of research outcomes are niecolédge
the gap between the researchers and the politidiaméng the
event it was announced that the EU projects oreRa8afety,
to which EFN signed up, had been signed by the Cisgiom.

Patient Safety on
Longwoods.com

http://www.longwoods.com/rss/patientsafety.xml
Accessed April 2008

Latest articles about Patient Safety

Accent on Integration
Introduces Patient
Safety Screening Tool
TM to Facilitate Early
Detection of Sepsis

More information on the Patient Safety ScreeninglTor Sepsis is
available at the Accent on Integration Web site at
http://www.accentonintegration.com/

Accessed April 2008

Microsoft releases software tool to monitor adversents in
hospitals
25 February 2008

The Public Health
Portal of the EU

http://ec.europa.eu/health-
eu/care for me/patient_safety/index_en.htm

Center for Disease
Control and Prevention

http://www.cdc.gov/

WHO: Patient Safety

http://www.who.int/patientsafety/en

WHO Homepage for patient safety: In October 200HQV
launched the World Alliance for Patient Safety@sponse to
a World Health Assembly Resolution (2002) urging Wend
Member States to pay the closest possible attetuitime
problem of patient safety. The Alliance raises @mass and
political commitment to improve the safety of carel
facilitates the development of patient safety poéad
practice in all WHO Member States. Each year, thiarce
delivers a number of programmes covering systemic a
technical aspects to improve patient safety aragbhadvorld.

National Board of

Health and Welfar:

http://www.socialstyrelsen.se/en/

Patient safety, analysis of risk pages
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(NBHW), Sweden

OECD Directorate for
Employment, Labour
and Social Affairs

http://www.oecd.org/document

OECD Work in Patient Safety

OECD Health Care Quality Indicators Project: A particular
focus for the HCQI Project is the review, testimgl aeporting
of data for a targeted set of indicators of patsaifety that can
be reliably reported across OECD countries. Tloskvis
being undertaken in close collaboration with nadland
international organisations specialising in quadibd patient
safety, including the World Health Organization’®al
Alliance on Patient Safety, the European Commission
sponsored SIMPATIE Project and national safety
organisations in OECD member countries. The HCQ)det
has recently developed a manual to facilitate cnas®nal
comparisons of indicators for patient safety thiotlge
provision of detailed practical advice on calculgteach
indicator in a selected set of Patient Safety laidics utilising
national hospital administrative databases.

The Health Information
and Quality Authority
(Ireland)

http://www.higa.ie/
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