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1. Introduction 

There are millions of interactions between patients and the health service every year. This includes 

more than 1 million contacts with GP Out of Hours services, home support provided to 53,000 

people, more than 642,000 inpatient discharges and 1.3 million attendances in our emergency 

departments. For the great majority of patients, their interaction with healthcare services has been 

positive in terms of the effectiveness and safety of their care.   

Over the course of lives each one of us will have the experience of being a patient or a user of one of 

these services.No healthcare system is risk free as it is full of unpredictable challenges which involve 

human skill and judgement and the input of many different types of professionals. Healthcare in 

2019 has never been more complex or effective. Outcomes for cancer, heart disease and stroke have 

improved considerably in recent years reflecting the improvements that have been developed and 

implemented. Despite such advances, there are times when things go wrong. When they do, they 

can significantly impact patients, particularly when it results in a life altering impairment or death.  

The purpose of this Briefing is to set out some of the key activities being undertaken by the HSE to 

improve patient safety, reduce harm to patients and respond compassionately when harm occurs. 

Kevin’s story as told by his mother Margaret 

 ‘…Kevin’s death certificate lists multi-organ failure, hypercalcaemia, parathyroid tumour…. Kevin 

was more than a statistic, he was more than a medical condition. He was a real person, a young 

man, full of life. But above all, he was my beautiful boy – handsome, strong and carefree…’ And that 

was the end of Kevin’s patient journey, a journey which could and should have been much less 

prolonged, and with a happy ending…if only the obvious had been properly flagged and appropriate 

interventions made. 

Even worse was the apparent lack of learning from the tragic events. Margaret recalls a chance 

meeting with the SHO, 6 weeks after Kevin’s death. ‘He said “Kevin was very unlucky” that was all he 

brought away from the tragedy. What a waste of an opportunity for learning and self-growth for 

that young man. The organisation took the easy way out and left him with a superficial perception of 

what had happened.’ This is despite the fact that the family have a special memory of that young 

SHO on the afternoon of Kevin’s death. As Margaret recounts ‘…Kevin’s friends started to arrive at 

the hospital – they were confused, bewildered and in a state of shock, many of them sitting on the 

hospital corridor floor with their backs to the wall, heads in hands. That SHO passed by, stopped, 

took off his white coat (the barrier), rolled it up, placed it on the ground and, saying nothing, he just 

sat with them – a most wonderful spontaneous demonstration of solidarity. He showed himself to be 

a decent, empathic and insightful young man. He deserved better than a superficial explanation.’ 

Margaret and her family were in shock and left with so many unanswered questions. How can a 21 

year old young man be admitted to hospital on Thursday and die on Sunday? What went wrong? In 

the immediate aftermath of Kevin’s death Margaret says ‘…there were initial honest and humane 

reactions from individuals, especially the nurse, for which I will always be grateful.’ But this was soon 

replaced by a process of damage limitation. Because their confidence in being able to find the truth 

through honest dialogue was shattered, Margaret and her husband were forced to go the litigation 

route. ‘Almost five years later, they were vindicated in the High Court where medical experts stated 

(and the judge agreed) that Kevin’s condition should have been clearly evident and, properly treated, 

‘…Kevin would have had surgery to remove the over-active parathyroid gland. He would have been 

cured and would still have been alive today.” Margaret says ‘…monetary compensation was never an 

issue for us as a family… we donated the settlement figure to two charities.’  
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2. Responding in the aftermath of a serious incident 

While the health service had clear policies in relation to incident management in place, having 

listened to Margaret’s experience and the many real experiences of patients and staff, it was evident 

we needed to improve our response to patients and their loved ones in the aftermath of serious 

harm occurring. As a result, the HSE published its Incident Management Framework [IMF] in 2018 

[summary in Appendix 1]. This Framework was developed in collaboration with patients who had 

experienced harm. The goal of the Framework is first and foremost the avoidance of harm. If does 

occur however, there are a set of explicit responsibilities placed on health service providers which 

include; 

 Ensuring that the needs of the person harmed are the first priority, in particular, that the impact 

of the incident is minimised and that they will be supported throughout.  

 An early assessment to ensure that any immediate actions required to prevent the risk of 

recurrence are identified and responded to. 

 That there is full, honest and compassionate disclosure of what happened [Open Disclosure] 

 Undertaking an incident review to ensure there is an understanding of what went wrong and 

how the learning can be applied. 

3. The HSE and the State Claims agency working together. 

The HSE and the SCA work together to support improvement in the quality and safety of services 

delivered by providers of publicly funded health and social care services. It is in this context that a 

Statement of Partnership has been developed and agreed between the two organisations. There are 

a number of joint governance groups in place as part of this partnership. These are described below. 

 

3.1 National Joint SCA/ HSE Governance Group 

The executive teams of both organisations meet together at least twice a year to discuss the overall 

partnership and common priorities. The purpose of the Joint Governance Group is to have high level 

and strategic oversight of the work carried out by the HSE and the SCA. 

3.2 Joint SCA/ HSE Clinical Risk Forum 

A joint Clinical Risk forum has been established and meets quarterly. The purpose of this group is to 

consider emerging clinical risks within the health service being reported by and to the SCA. This 

group is chaired by SCA’s Head of Clinical Risk. 

The role of the Clinical Risk Forum is to provide a forum for the SCA and HSE to identify emerging or 

concerning trends of a clinical nature identified by analysis of data recorded on the National Incident 

Management System [NIMS], to consider risk mitigation strategies related to any risks identified and 

to escalate to the HSE, service user risks in health / social care enterprises or hospital groups, which 

it believes have not been or are not being addressed satisfactorily at local or hospital group level. 

3.3 National Incident Management System [NIMS] Sponsorship Group 

A joint Sponsorship Group comprising senior personnel from the HSE and the SCA has been 

established to oversee the ongoing development, maintenance, use of and engagement with NIMS 

within the health service.  The sponsorship group establishes a number of key sub groups to 

facilitate delivery of an agreed annual work programme of development, maintenance and 

improvements in reporting and learning from the system.   
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4. Does openness and transparency help avoid litigation? 

As stated above, we know from the stories of patients that have been harmed, that they often go 

to Court solely because they haven’t got the answers to their questions. They want to know why it 

happened, how, and what have we done to fix it. 

Open disclosure is a process of open, honest, transparent and timely communication with patients 

or another relevant person following a patient safety incident. It means there is an 

acknowledgement of what has happened and of the impact on the patient [including physical, 

psychological, financial and/or social impact], providing a factual explanation of what has happened 

and why it happened, and providing an apology or expression of regret that is sincere and personal 

to the patient and/or their relevant person. 

The HSE launched its revised open disclosure policy in May 2019. The Patient Safety Bill which is 

expected to be signed into law in 2019 will place a mandatory obligation for open disclosure for a 

specified list of serious patient safety incidents. 

5. Information sources for patient safety 

5.1 National Incident Management System [NIMS] 

It is the policy of the Health Service Executive (HSE) that all incidents are identified, reported and 

reviewed so that learning from events can be shared. Health services are required to report all 

incidents of harm on NIMS which is the national incident management system hosted by the State 

Claims Agency. There is a particular focus given to major and severe incidents, that is those that lead 

to serious injury or death.  

The number of all incidents reported on NIMS continues to increase. This is a positive development 

and should not be construed as services becoming less safe but reflects the focus that has been 

placed on reporting. We know that good reporting of incidents is an indicator of a good patient 

safety culture. 

5.2 Using incident data for learning 

While information from legal claims is important, it is more critical that health services report and 

act on incident data, particularly incidents that result in serious harm. 

Quarterly reports are produced from the National Incident Management System. These reports 

detail safety incidents in acute hospitals and community services. Analysis of trends feature over 

four quarters allow for trends on levels of reporting, timeliness of reporting, severity levels and 

incidents per 1000 bed days.    

5.3 Incident Reviews 

Keeping patients and those who use our services safe is the overriding priority for those of us 

working in, or overseeing the work of the health service. National and international evidence 

however shows us that as many as 1 in 8 patients suffer some harm while using healthcare services 

and up to 70% of this harm could have been prevented.  

In the vast majority of cases, the causes of incidents are due to failures or weaknesses in the systems 

of care or management, rather than the actions of any individual. Once harm has occurred there is a 

need to understand why an incident occurred and using this knowledge to improve safety. 
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Where the incident has been deemed to have been potentially avoidable or preventable, each 

service is required to undertake a formal review. The HSE has introduced a number of new 

approaches to reviews to improve the timeliness of learning from serious incidents. The HSE also has 

formal arrangements in place with the Forum of Postgraduate Medical Training Bodies to provide 

clinical support for safety incident reviews. 

5.4 National Healthcare Quality Reporting System [NHQRS] 

The NHQRS Report is published annually and provides information on a broad range of measures of 

health service structures, process and outcomes. The report shows that the mortality rate for the 

most common type of stroke has dropped 34% over the past 10 years and that the mortality rate for 

heart attacks has fallen steadily for the past 10 years, down by 51%. 

 
5.5 Patient safety statements 

The HSE now publishes data in relation to key patient safety indicators. The objective in publishing 

this data is to provide public assurance that our services are delivered in an environment that 

promotes open disclosure.  It is intended that reporting in an honest and open way helps build trust 

and improves clinical performance and the culture of safety. Examples of these are set out below. 

Maternity Patient Safety Statement: Monthly Maternity Patient Safety Statements are published for 

each of the country’s 19 maternity hospitals and units. The Maternity Patient Safety Statement 

contains information on 17 metrics covering a range of clinical activities, major obstetric events, 

modes of delivery and clinical incidents.  

Hospital Patient Safety Indicator Report: The monthly Hospital Patient Safety Indicator Report 

collates a range of patient safety indicators and is reviewed by the senior accountable officer at both 

hospital and hospital group levels. 

5.6 Complaints 

The Final Report of the Mid Staffordshire NHS Foundation Trust Public Enquiry found that the 

Trust appeared largely compliant with the then applicable standards of its regulators, was 

rated by the NHS Litigation Authority for its risk management, local scrutiny committees and 

public involvement groups detected no systemic failings. In the end, the truth was uncovered 

in part by attention being paid to the true implications of its mortality rates, but mainly 

because of the persistent complaints made by a very determined group of patients and those 

close to them.  

The HSE has commenced a project with the London School of Economics and National University of 

Ireland, Galway who are currently undertaking an analysis of approximately 2,400 complaints from 

across the health services. The purpose of this analysis is to improve the classification system used 

by the HSE and hence our understanding of the nature and severity of complaints.  

The use of this analysis approach in other jurisdictions has improved the way in which complaints 

serve as an important component of an overall patient safety surveillance system. 

5.7 Claims, Incentivising safety and indemnity 

Legal actions taken against the health service are significant in their cost both human and financial. It 

is expected that by the time any individual action reaches the Courts that where there has been a 

patient safety incident, that this will already have been reviewed and improvements put in place. 

Any systemic issues that emerge in the legal process are brought to the HSE’s attention by the SCA. 
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The HSE has recently undertaken a major review of its approach to risk management in the health 

service. While still in draft form, the Review proposes that the HSE should explore the use of a risk 

rated model of indemnity to increase awareness of indemnity liabilities at service level and 

incentivise continuous improvement in the delivery of healthcare services through risk management 

and patient safety initiatives. 

6. Patient Safety Strategy 2019-2024 

The HSE’s vision for patient safety is that all patients using our health and social care services will 

consistently receive the safest care possible. Nurturing a culture of patient safety which places 

emphasis on of transparency and organisational learning is key to this. The draft National Patient 

safety which we expect to publish before the end of 2019 will make 6 commitments. They are to;  

 Empower and Engage Patients to Improve Patient Safety.  

 Empower and Engage Staff to Improve Patient Safety. 

 Anticipate and Respond to risks to Patient Safety. 

 Reduce Common Causes of Harm. 

 Use Information to Improve Patient Safety. 

 Provide effective Leadership and Governance to Improve Patient Safety. 

7. Tackling the leading causes of harm 

The HSE has put in place a number of major improvement programmes in response to safety 

concerns identified through clinical and incident data and incident reviews. Examples of these are 

set out below. 

7.1 Safety in Maternity Services 

Ireland remains as one of the safest countries in the world to have a baby.  However, a small portion 

of babies die or suffer severe brain injury because of events in pregnancy, many of which occur 

during labour.  The impact of these incidents is profound, with lifelong consequences for the babies 

and families involved.   

Annually a small number of obstetric related claims will account for a significant proportion of claims 

related expenditure. Apart from the significant financial cost, the human cost both for the babies 

concerned and their families is inestimable.  

Neonatal Encephalopathy [NE] is a clinical condition in the term infant defined by abnormal 

neurological behaviour with the onset occurring at or shortly after birth. NE is manifested by an 

abnormal level of consciousness with or without the presence of seizures and is often accompanied 

by difficulty initiating and maintaining respirations, depressed tone and depressed reflexes, poor 

suck and swallow. 

As part of the HSE’s larger patient safety framework, the HSE has together with the State Claims 

Agency established a National Neonatal Encephalopathy (NE) Action Group. The purpose of the 

Group is to reduce avoidable instances of NE through the identification of known causes and risk 

factors and driving initiatives to eliminate or mitigate same.  The expected outcome is an 

improvement of the quality of care with a reduction of avoidable NE cases in our 19 national 

maternity units/hospitals. 

The extensive human [and financial] cost of these incidents demands a unique response. The 

formation of this Group is a high-level acknowledgement that this priority issue that requires an 

equally unparalleled response. 
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The Group will concentrate on 

 Review of national data on the death (intrapartum or intrapartum related) or encephalopathy of 

normally formed neonates occurring in term infants or infants weighing more than 1800 grams 

and/or ≥36 weeks gestation.   

 Consider and implement strategies to reduce the occurrence of such incidents.   

 Address any issues of safety which are uncovered in the course of review. 

 Create and implement an audit framework in all 19 maternity hospitals/units. 

The membership of the group includes representation from the HSE, the Department of Health, the 

State Claims Agency and patient advocates.   

7.2 Falls 

Patient falls are a major cause of inpatient injury and even death with 26% of all incidents recorded 

on the National Incident Management System relating to falls.  

The HSE are supporting a quality improvement collaborative aimed at reducing falls. In a partnership 

with the CAWT Patient Safety Programme. This pilot project saw a 58% reduction in falls over 9 

months and 100% improvement in bone health awareness. 

This improvement collaborative is being extended in 2019 to 31 Multidisciplinary teams from around 

the country (12 CHOs and 19 Hospitals). 

7.3 Venous Thromboembolism VTE [blood clots] 

VTE is one of the most common causes of hospital deaths. A quality improvement collaborative has 

been established by the HSE to address Venous Thromboembolism (blood clot) prevention. 60% of 

all blood clots arise during, or in the 90 days after a hospital stay. If the patient’s risks are assessed 

and the appropriate action taken, many can be prevented.  

In 2016-2017, multidisciplinary teams from 27 hospitals engaged in an improvement collaborative. 

Together, they have achieved a one-third improvement in blood clot prevention.  

7.4 Pressure Ulcers: 

Pressure ulcers represent a major burden of sickness and reduced quality of life for people and their 

carers. They can be debilitating for the patient, with the most vulnerable people being those aged 

over 75. Pressure ulcers can be serious and lead to life-threatening complications such as blood 

poisoning or gangrene. 

The HSE’s Pressure Ulcers to Zero (PUTZ) collaborative was the first large scale quality improvement 

collaborative to take place in Ireland. Three phases have been completed. Phase 1 in the former 

Dublin North East Region led to a 73% reduction in avoidable Pressure Ulcers, Phase 2 across the 

Ireland East Hospital Group, Community Healthcare Organisations 5, 6, 8, & 9 and private residential 

nursing homes led to a 49% reduction, Phase 3  focused on the acute sector with an initial 23 

multidisciplinary teams participating from all acute hospitals in the South South-West Hospital 

Group (SSWHG) and Dublin Midlands Hospital Group (DMLHG) with a 67.5% reduction in avoidable 

Pressure Ulcers. 

7.5 Recognising and responding to clinical deterioration in patients 

Research and incident investigations have shown that failure to rescue patients whose condition is 

rapidly deteriorating is an area of significant unintended harm in the healthcare environment. 
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In response to this, the Acute Medicine Programme identified the need to support delivery of an 

early warning system (EWS) to eliminate preventable deaths in hospitals. It was closely followed by 

the introduction of similar systems for paediatric patients, maternity patients and more recently 

patients in Emergency Departments.  

The new Deteriorating Patient Improvement Programme (DPIP) was established in 2018  and reports 

directly to the HSE’s Chief Clinical Officer who has identified the review, implementation and 

evaluation of all the EWS as a key patient safety priority within the 2019 HSE National Service Plan.   

7.6 Sepsis  

Sepsis occurs when the body reacts to an infection and releases chemicals that result in organ 

dysfunction and failure. Early detection of sepsis, with the timely administration of appropriate fluids 

and antibiotics, appear to be the single most important factors in reducing morbidity and mortality 

from sepsis. 

A National Clinical Programme for Sepsis was established to improve the recognition with the 

initiation of early appropriate treatment to reduce mortality and to measure the burden of sepsis.  

In 2011, the number of patient diagnosed with Sepsis was 6,495. This increased to 17,106 in 2017 

[an increase of 163%] as a result of improved recognition and documentation as well as an increased 

incidence commensurate with the ageing population. As a result of the Programme, the Age 

standardised mortality rate per 100 in-patients dropped from a mean of 23.4% (2011 to 2015) to a 

mean of 18.2% (2015 to 2017), a 30% mortality reduction. 

7.7 Health Care Associated Infections and Antimicrobial Resistance 

Millions of patients are affected by health care-associated infections worldwide each year, leading to 

significant mortality. In Ireland, almost one person per day develops hospital acquired 

Staphylococcus aureus blood stream infection and about 2 people per day develop hospital acquired 

C. difficile infection.  

 As is the case for many other patient safety issues, health care-associated infections create 

additional suffering and come at a high cost for patients and their families. Infections can prolong 

hospital stays, create long-term disability and cause avoidable deaths. Health care associated 

infections also mean increased use of antimicrobial agents to treat infections and that increases the 

problem of antibiotic resistance. 

Antimicrobial resistance is a major challenge world-wide. It means that many older antibiotics no 

longer work to treat some infections.  The problem is made worse because there are few new 

antimicrobial agents coming on stream.  

 Carbapenemase Producing Enterobacterales (CPE) is the newest in a long line of 'superbugs' 

(bacteria that are hard to kill with antibiotics). Of all the superbugs, CPE is the most difficult to kill 

with antibiotics. Most patients who carry CPE never get sick,  but those who do develop serious 

infection with CPE. Getting effective and safe antimicrobial treatment delivered on time can be very 

challenging. Where CPE has not been controlled, for example in Italy and Greece, it is now a major 

cause of blood stream infection in vulnerable hospitalised patients. Controlling CPE can have major 

impact on the operation of the healthcare system and is costly. The long term consequences of 

failure to control it are very serious. A key response to tackling the spread of CPE is its early 

detection. Screening for CPE has more doubled in the last 18 months and is now taking place in 

every hospital in the country [24,000 screens per month] although there is still a need for improved 

screening in a small number of hospitals. The increase in screening for CPE is a significant initiative 
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that is helping stem the spread of CPE and the potential for CPE associated morbidity and mortality. 

Putting in place measures to control spread of CPE from those patients who carry it is causing 

significant costs and operational problems for our hospital system given that we have very high 

occupancy levels.    

Work to control the spread of CPE is part of a larger programme within the HSE to control 

Healthcare Associated Infection and Antimicrobial Resistance. This work is supported by an 

enhanced national team providing technical expertise and by new governance systems within the 

HSE to support this work. (The AMRIC Implementation Team and the AMRIC Oversight Group).  

8. Communications 

The National Patient Experience Survey [a joint initiative between the HSE, HIQA, Department of 

Health and Patient Groups] identified that while there were many examples of care and compassion 

in Irish Hospitals, there were also some problems with the communication between hospital staff 

and patients and their loved ones. 

The HSE has established a national Communications Training Programme. The Programme has been 

developed in partnership with EACH, the International Association for Communication in Healthcare 

and is supported by the Training Colleges (RCSI, RCPI), States Claims Agency, Irish Medical Council, 

Nursing and Midwifery Board of Ireland and the Medical Protection Society. One of the core 

objectives of the Programme is to assist hospital clinicians develop skills for the times they have to 

break bad news to or where they have to discuss medical errors with patients.  

9. Other approaches to sharing learning 

The HSE has put in place a number of other initiatives to strengthen learning from serious incidents. 

These include; 

 Implementation of Recommendations arising from Incident Reviews [e.g. miscarriage 

misdiagnosis review, maternity service reviews Portiuncula and Portlaoise hospitals]. 

 Patient safety learning notices and alerts. 

 National learning events. 

 Analysis of completed incident reports. 
 

10. Leadership for Patient safety 

10.1 HSE Board 

Under the Health Service Executive (Governance) Act 2019, which commenced on the 28th June 

2019, the Board as the governing body of the HSE was established and met for the first time. The 

Board is accountable to the Minister for Health for the performance of its functions and the CEO of 

the HSE is accountable to the Board. 

The Board has decided that patient safety will be one of their primary areas of focus. 

10.2 Quality and safety at service levels 

A number of fora have been put in place at national and service levels to review incident data and 

learning from incident reviews, particularly but not exclusively those incidents resulting in serious 

harm. In addition dedicated quality and patient safety teams are in place and Hospital Group and 

Community Healthcare Organisation levels.
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Appendix 1: Overview of the Incident Management Process 
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