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Towards Better 
Outcomes  

Triona Fortune

MD, Fortune Quality 
Accreditation Services 

11th November 2019 

Agenda

• Quality Improvement

• Patient Safety 
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Quality is never an 
accident. It is always the 
result of high intention, 
sincere effort, intelligent 
direction and skilled 
execution.

John Ruskin 1819‐1900

3

4



11/26/2019

3

Quality Dimensions

Institute of Medicine 2009

Patient 

• Listen to patient / client

Professional 

• Best practice / Research based 
guidelines

Management 

• Value for money

• Effective/efficient use of limited 
resources 

Prof. John Ovretveit 2008
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Quality 

Who is responsible?

What are the components 
of a healthcare quality 
framework?

Everybody's responsibility 
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Leadership

Patient 

Managers  

Service delivery

Culture 

Leadership

ClinicalCorporate

Supports a culture of Quality and Safety 
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Clinical 
Governance

A framework through which organisations are 
accountable for continually improving the quality of 
their services and safeguarding high standards of care 
by creating an environment in which excellence in 
clinical care will flourish

• high standards of care 

• transparent responsibility and accountability for 
those standards, and a 

• constant dynamic of improvement.

NHS 1995

Governance of Quality

Corporate 

• Governing Body & Deed

• Executive

• Strategic plan ‐MVV

• Legal

• Delegated management

• Operational plan

• Financial control

• Effectiveness measures

Clinical 

• Standards / Guidelines / PPG’s

• Safety & Risk Management

• Proactive & Reactive

• Partnership with patients

• Proactive & Reactive

• Audit

• Effectiveness measures

Responsibility and Accountability
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Quality Framework 
Structure

• Leadership

• Competent Human Resources 

• Strategic & Organisational plans

Process 

• Policies, Procedures & Guidelines 

• S&RM

• PCC 

• Audits 

Outcome

• KPI’s

• PROM’s

????  

Person

Complaints 

Experience 

S&RM 

Incidents 

Register 

EBM 

Standards 

PPG’s

Audit

Clinical 

Corporate
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Accreditation

Person

Complaints 

Experience 

S&RM 

Incidents 

Register 

EBM 

Standards 

PPG’s

Audit

Clinical 

Corporate

Accreditation 

Corporate 

• Governing Body & Deed

• Executive

• Strategic plan ‐MVV

• Legal

• Delegated management

• Operational plan

• Financial control

• Effectiveness measured

Clinical 

• Standards / Guidelines / PPG’s

• Safety & Risk Management

• Proactive & Reactive

• Partnership with patients

• Proactive & Reactive

• Education & Research

• Effectiveness measured

A Quality Improvement Framework
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Accreditation 
or

Regulation? 

What we 
need is 

Carrot Sticks!
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Safety & Risk Management

Reactive

• Reporting system‐ simple & 
accessible

• Track & correlate – all reports

• Root cause analysis – isolated

Proactive

• Risk register 

• Risk mitigation plan 

• FMEA – complicated

• Risk matrix – simple  

Culture of No Blame, Feedback, Board Reports, informs Strategic & 
Operational Plans   
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Person Centred Care is the care given in accordance with the 
Values and Principles of…..

ISQua 2015

Values
Partnership: Is the process of mutual agreement between the health care professional, the 

person and their significant others on a decision or care treatment plan.

Holistic: Is the process of the putting each person, and their individual needs at the core of 

the healthcare delivery process.

Respectful: Is care delivered in a manner, that is respectful of each individual`s dignity, culture, 

beliefs, values and preferences.

Compassionate Is care delivered with humanity, kindness and warmth
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Person centered

Reactive 

• Complaints

• Investigations 

Proactive 

• Satisfaction 

• Experience

• PROMs

• PREMs

• PAMs

Culture of No Blame, Feedback, Board Reports, informs 
Strategic & Operational Plans   

What does patient‐centered mean to HCAC ?

Dignity and respect Information sharing

Participation   Continuity 

23

24



11/26/2019

13

The evidence 

Decreases mortality

Decreases rates of HAI’s

Decreases surgical complications

Improves clinical outcomes

Supports compliance with medication safety

Produces higher levels of staff satisfaction and retention

Decreases malpractice claims

Do we always include the patient?

1004 clinicians in DK, US, UK & Israel – 2009
• 90% ‐ important to ask patients
• 16% ‐ actually did
• 20% ‐ nurses vs 11% doctors

What would make a difference? 
• Leadership support

CLINICIANS’ ATTITUDES AND SELF PERCEPTIONS TOWARDS MANAGING PATIENT EXPECTATIONS AND PATIENT SATISFACTION: 
AN INTERNATIONAL SURVEY  R. Rozenblum et al, ISQua 2010 
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Measurement / 
Audits

• Schedule

• Clear roles 

• Burden 

• Validated instruments / measures

• Aligned with other data  

• Act 
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QMS Quality Management 
System

29

30



11/26/2019

16

Example of an accreditation standard  
1.0 An effective system of document control is in place for both electronic and paper based 
documents/records that ensures the appropriate versions are accessed, used and available to staff,
clients, and other stakeholders. 
 
Guidance  
The document control system could include: 
i. a document control policy and/or procedure; 
ii. a register (electronic or paper based) being maintained of all documents with the respective issue 

or amendment status, the authorising person and the distribution list/procedure identified; 
iii. the distribution of all accreditation or certification related documents being controlled to ensure that 

only current, appropriate documentation is used; 
iv. new or revised documents being reviewed and approved for adequacy by appropriately authorised 

and competent personnel prior to them being issued and implemented; 

Patient Safety 
Triona Fortune 

MD, FQAS 

10 Nov 2019 
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Twenty years 

Why 

34

84 Children Are Killed by Medicine 
in NigeriaHSE Apologies for Medical Negligence 

Which Caused Death of Baby

HSE apologises to woman’s family over 
death during ‘routine’ surgery

33

34



11/26/2019

18

Reducing medical errors by 
50% in 5 years

• National goals for patient safety

• Mandatory into voluntary reporting, 
legislating confidentiality no‐blame

• Role of Accreditation & Consumers

• Commit to patient safety by 
• providing leadership, 

• incorporating proven safety principles from others and 

• commence with medication. 

Lucien Leape 

To make health care safe, we have to 
change the culture

The most important culture changes we 
need are:

• To learn to work in multidisciplinary 
teams

• To develop more effective systems 
of accountability

Neither will happen without strong 
leadership
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Crude statistics 

1999

US & Australia 10% harmed

2014

WHO Global

• 14% HAI

• 10% harmed 

• 40% budget wasted US

2019

WHO Global

• 8% HAI

• 8% harmed – 50% 
preventable 

• 42 billion wasted

Lessons 
learned  
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Peter 
Pronovost’s ‐

Bundle of Care

1 ICU in 2001 replicated in 50 ICU’s in Michigan

• Checklist to prevent central line infections

• Results: 66% reduction in infections, saving 2000 
lives 

• Conclusion: standardisation of performance is 
effective, but only in case of support by leaders, 
improved team work and physicians who accept 
advice from nurses

.

Pronovost et al NEJM 2001

Pronovost 
2010

• Barrier medical hierarchy

• Any practice guideline could be a 
checklist 

• But adapted to local context by 
MDT

• Dedicated time

Safe Patients, Smart Hospitals, 2010
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Checklists
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Evidence of success 

44

Haynes AB, Weiser TG, Berry WB, et al. A surgical safety checklist to reduce 
morbidity and mortality in a global population. New England Journal of 
Medicine. 2009
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WHO Patient 
Safety Solutions

2007  

• Look‐alike, sound‐alike 

• ID

• Patient hand‐overs

• Performance of correct 
procedure at correct body site

• Control of concentrated 
electrolyte 

• Assuring medication accuracy 
at transitions in care

• Catheter and tubing 
misconnections

• Single use of injection devices; 
and

• Hand hygiene

To date 

• Hand Hygiene 2007

• Safe Surgery Saves Lives 
2008 

• Medication without Harm 
2017

• Patient Safety Day Sept. 27th
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Doing it differently  
Insanity is doing the 
same things the same 
way and expecting 
different results 

Cultural Context 
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The future of 
healthcare  

17 Sustainable Development Goals (SDGs) ‐ UHC 

Refugees 

Moving away from 
Illness to health 

Acute to community 

Ageing population

Limited resources, 30% Cheaper, Medical Tourism  

Technology 

Environmentally friendly ‐ Climate change 

2014
‐ Safety along ICP

‐ with patient 
‐ constantly changing 
context
‐revised objectives & 
language
‐educate everybody.
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Safety 2 

• From Safety‐I to Safety‐II: A 
White Paper (2015) Hollnagel 
et al. 

• Improvement Science 

15 years 
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Who’s your 
person? 

Safety or Quality ? 
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Thank‐you 

Triona Fortune 

www.fqas.ie

tfortune@fqas.ie

@trionafortune

triona‐fortune
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