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• Dundee Workshop: Incentives & counter-

incentives
– Patient perspective

• Antimicrobial resistance
• Patients for patient safety
• HAI and what we should be doing about it

– Healthcare organisation perspective
• Systems models for adverse events
• Theory of organisational improvement

– Two exploratory projects on patient 
perspectives and organisational incentives

• Discussion: report & publication December 
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• To identify on a country-by-country basis the information 

needs of different stakeholders (public health experts, 
policy makers, politicians, health care system managers) 
for their own assessment of the burden of infectious 
diseases caused by antimicrobial susceptible and 
resistant bacterial pathogens 

• To generate country-specific cost models for quantifying 
the economic loss due to AMR

• To identify incentives and counterincentives that impinge 
on efforts to control the spread of AMR

• To illustrate the financial impact of AMR on care in 
European hospitals; besides this, to estimate the human 
and societal dimensions of infections caused by resistant 
pathogens and the repercussions for the health care 
systems, eg loss of confidence in hospitals.
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• Deliverable & Milestone 4.1 Report on country-
identified country-specific needs by different 
stakeholders (June 2007 ), mentioned in all 
publications, hyperlinked with other EU projects (e.g. 
EARSS, ESAC, IPSE and ESGNI)

• Deliverable & Milestone 4.2 Report and 
determination of factors driving and impeding the 
development of  AMR and the costs associated with 
these factors. Recommendations and report, 
(December 2007 ); widely distributed, available as 
printed matter and on website

• Deliverable 4.3 Recommendations to stakeholders 
and final report (December 2008 ), as a feedback to 
participants, EU and  regional governing bodies and 
regulators, scientific community 



Public knowledge and 
perceptions of MRSA
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� Previous work - Infection control and 
management of MRSA:assessing the 
knowledge of staff in an acute hospital 
setting. (Easton, PM et al. J Hosp Infect 2007; 66: 29-33)

� Rates of MRSA colonisation in general 
population; evidence of MRSA in patients 
with previous admission to hospital

� Press portrayal of MRSA and HAI
� No large scale study of public awareness 

conducted
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Have you heard of MRSA?
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Where have you heard about MRSA?

���$���� ��8�96:
Newspapers 659 (65.9)

TV 658 (65.8)

Friends 315 (31.5)

Radio 274 (27.4)

Family 250 (25.0)

NHS leaflets 187 (18.7)

Internet 75 (7.5)

Books 60 (6.0)

Shops 43 (4.3)



Has anyone you know ever 
had MRSA?

$��
%&'

�	(�	������
)*'

�	�����	���
++'



Can a healthy person have 
MRSA without feeling ill?
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Scenario: Mr X is in hospital…. 
he has MRSA infection ….  

What might have caused the infection?

Possible cause ��8�96:

Ward staff haven’t been washing 
hands between patients

;<4�9;<84:

The hospital isn’t clean 5;-�95;8-:

Mr X had a visitor who had MRSA 
and passed it to him

-+*�9-+8*:

Mr X was carrying it and now he’s 
infected

7-5�97-85:

Mr X had allergic reaction to 
medication

7*��978*:



Who can help stop MRSA 

spreading in hospitals and how?
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Doctors, change 
coats daily, don’t 
wear ties

Nurses, by washing
hands before and
after each patient

and don’t wear 
uniform outside hospital

Wear gloves, change them 
between patients, use 
alcohol solutions

Clean instruments, 
pens, stethoscopes
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Would you like more 
information about MRSA?
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Patients for Patient Safety:
the programme, the people

Rachel Heath – Project Manager



Overview of 
presentation

1. WHY: Background – history and value

2. WHAT: Programme – how it works

3. WHO: The Patients for Patient Safety 
Champions



WHY:  WHO World Alliance 
for Patient Safety

• Launched in 2004 based on WHA resolution for 
member states to 
• pay the closest possible attention to the 

problem of patient safety

• Promote awareness & political commitment 

• Expert-led technical programmes to improve 
patient safety



WHAT:  Patients for Patient 
Safety

� Developing the Collective Voice

� Participating actively in WAPS – Clean Care is Safer Care Survey

� Widening and consolidating advocate networks

� Providing a source of information – driving partnership and change

� Growing and nurturing Patient Safety Champion Network 

� Organising Workshops

� Seeking open and honest dialogue

� Building productive and meaningful partnerships

� Advocating for patient involvement in change at all levels



Patient Engagement 
Project

• Awareness raising including Patient Safety: 
Patient Voices DVD

• Guidelines for Patient & Family 
engagement

• Toolkits and resources
• Case studies and best practice
• Campaigning
• Link to project being headed up by Ireland 

called ‘When things go wrong…’



Advocacy and 
Support

Champion Support
� Toolkits – advocacy and partnership
� Information Materials
� Publicity Resources
� Electronic Listserv

Wider Communication
� PFPS News – Email Newsletter

Contact Rachel Heath at safety@patientsorganizations.org to receive.



Role of a PFPS 
Champion

� Inform the Patients for Patient Safety programme of the needs and 
challenges of their particular country and region

� Raise awareness and understanding

� Catalysts for change through dialogue

� Building local and countrywide networks

� Build relationships with key players who want to improve patient safety

� Convey messages locally – in line with the Patients for Patient Safety 
vision of partnership and learning 

� Develop ways that health systems can learn from their experiences

� Raise awareness of the work of Patients for Patient Safety and the WHO 
World Alliance for Patient Safety



Champion Activities

� Connections with regional and country WHO offices

� Establishing Organizations 

� Advocating – articles, presentations, networking, 
raising awareness

� Local networks – building partnerships

� Fundraising

� In-country events



Future Plans

� Run the regional workshops

� Ensure champions voices are infused into new areas of 
focus for the World Alliance

� Develop further support tools

� Build Champion capacity and skills to advocate and 
work in partnership with leaders, health professionals 
and policy makers

� Monitoring successes in order to document change



Real People = PFPS Champions
100+ champions, 75 committed champions 

35 countries represented

“Together we Can”

Ming-Ming, 
Chinese Champion 
presenting on 
P4PS to 4th Asian-
Pacific Conference 
on  evidence based 
medicine

Nagwa Metwally, 
EgyptRobinah Kaitiritamba & 

Cosmos Kalwambo
- Uganda    - Zambia

Claudia Cattivera
Argentina

Hussain Jafri, 
Pakistan Silvana Simi, Italy

Stephanie Newell
Australia



 

 

Quality Patient 
Care 

Safe & Effective Patient Experience  

Clarity about 
purpose 

“what happens 
to me” 

Clinical 
Outcome 

Explanation of 
procedure/risks 

involved 

Choices offered/ 
patient/carer 
engagement 

- Understanding 
 aftercare/self care 
- Compliance assured 
- Lifestyle change 
- Where to get help 

Admission/ 
Referral 

Assessment/ 
Treatment 

Intervention/ 
Treatment 

Discharge Plan/ 
Exit System 

External ‘process’/journey Human ‘internal’/experience 
Rights 
Based 

Approach  

Role  
of  
the 
healthcare 
professional  

What has been done to 
patient 

Impact on patient 

Expectations  
 

Anxiety 
 
 

Empathy 
/Engagement  



An Example of A Way Forward



The Patient Experience Programme

• Consistent information regularly collected 
across NHS Scotland

• Focused on patient experience
• Useful at both local and the national level 

To …Drive forward service improvement



Healthcare Associated InfectionsHealthcare Associated Infections
The Patients PerspectiveThe Patients Perspective

Legacy of AftermathLegacy of Aftermath

NNational ational CConcern for oncern for HHealthcare ealthcare II nfectionsnfections
NCHINCHI

Raising Awareness ~ Supporting YouRaising Awareness ~ Supporting You

Working for Patient Safety Working for Patient Safety 

© NCHI ~ 2007



ContentsContents

�� NCHINCHI

�� Patients Perspective Patients Perspective 

�� Patients ExpectationsPatients Expectations

�� The FutureThe Future

© NCHI ~ 2007



Who Are Who Are NCHINCHI

�� Private Individuals directly or indirectly affected by HCAIsPrivate Individuals directly or indirectly affected by HCAIs
�� Aims & Objectives:Aims & Objectives:

~ Raise HCAI Awareness~ Raise HCAI Awareness
~ Promote Patient Safety~ Promote Patient Safety
~ Offer Support & Advice~ Offer Support & Advice
~ Provide Information~ Provide Information
~ Promote Best Practice~ Promote Best Practice

�� Work in collaboration with Healthcare Providers to improve PatiWork in collaboration with Healthcare Providers to improve Patient ent 
SafetySafety

�� Bring about accountability at all levels (Government & PatientsBring about accountability at all levels (Government & Patients))

© NCHI ~ 2007



Patient ExpectationsPatient Expectations
�� Infection Infection PREVENTIONPREVENTION not controlnot control
�� Clean environmentClean environment
�� Perceive to be safe from the risk of new infectionsPerceive to be safe from the risk of new infections
�� Evidence of good Infection Prevention PracticeEvidence of good Infection Prevention Practice
�� Information freely availableInformation freely available

*  Infection outbreak status before admission*  Infection outbreak status before admission
*  Told how to avoid contamination*  Told how to avoid contamination
*  Informed if they have an infection*  Informed if they have an infection

�� Bed Space is clean and not Bed Space is clean and not ‘‘ warmwarm’’ from previous occupantfrom previous occupant
�� Support is provided post discharge for HCAI patientsSupport is provided post discharge for HCAI patients

© NCHI ~ 2007



The FutureThe Future

�� Code of Practice implementation across the pieceCode of Practice implementation across the piece
�� Research to understand & prevent       Research to understand & prevent       

incidences/transmission of infectionincidences/transmission of infection
�� Core Information for Patients Core Information for Patients 
�� Primary/Secondary healthcare IP funding guaranteedPrimary/Secondary healthcare IP funding guaranteed
�� Everybody working to one agendaEverybody working to one agenda
�� Joined up thinking ~ holistic approachJoined up thinking ~ holistic approach

NCHI ~ No Longer Required !

© NCHI ~ 2007
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• Availability of patient 
information

• Hand Hygiene

• NHS staff uniform 
policy

• Ward cleanliness

• The changing role of 
the Charge nurse

• PRI Pharmacy 
business case

• Services for older 
people

• The changing role of 
the Nurse in the 
Community

• Tayside Alcohol Polic
• GP appointments/48 

hr. access
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• Knowledge about MRSA better than 
expected

• More worried than they need to be
• Clean hospitals are very important to them
• Eager for reliable information on the 

patient experience
• HAI issues high on their list of priorities
• Challenge is to align patient experience 

with patient expectations
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Why care about organisations?
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Reason 1997

Dynamic alignment

but also opportunities for near misses and system f ailures



Some Organisational Themes
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Organisational culture
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(it’s situational – not dispositional)
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Two exploratory projects…

0, #	���
����������������
���1��
� �2�
���
���	���
��
	��	������	
��
	+���������
� ���	����
��	���
������������
	��)����	���
��
� ����
������	�����3�
�	����
��������	��
� ���	�����
���
����
����
�������	
����+����

4, �
��
������$����
���*�
��
����������
��	
����	������	
��	���
�

� ��������������	
��	���
��
��
������������
�	��5
� ���3��	���
����	���
���	
�������5
� ��	��
�
/	���� �����
����
�*���	
��	���
�

�
����
��
��	
�����
�*
�
��	���������5



Integrating knowledge on HCAIs
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