GUEST EDITORIAL

Metrics Matter

There is limited evidence to substantially describe the state of Patient Safety (PS) in the Philippines.’* With most
publications reflecting respondent-based assessments of institutional patient safety culture, patient-sensitive and records-based
indicators are scarce.® Despite the Institute of Medicine’s* call to action to address preventable errors and the publication
of patient safety indicators’, there has been slow progress in patient safety in the country.

The Department of Health’s release of the National Policy on Patient Safety (Administrative Order 2008-0023)°
and the creation of the National Patient Safety Committee (NPSC) were pivotal in elevating patient safety as priority in
Philippine healthcare facilities. The creation of PS committees across hospitals and the mainstreaming of patient safety through
campaigns and conferences helped push institution-level research and design programs to reduce events.”® The National
Policy on Patient Safety in Health Facilities (Administrative Order 2020-0007)° presented specific guidelines and strategies
for the full implementation of PS programs, including directives on the roles and responsibilities of patient safety officers,
strategies to address patient safety issues, and indicators for monitoring. The above national and institutional efforts to promote
patient safety strategies are gaining momentum, but without metrics, it is impossible to determine if these initiatives result
in real-world changes.

Accurate, reliable, and timely patient safety-sensitive indicators feed learning systems.'®! Metrics for patient safety allow
for accurate analysis that translate to responsive actions to mitigate risks, ensure continuous improvement, monitor progress,
and impact patient-, organization-, and health worker-related outcomes. However, the findings of incapacitated patient
safety committees, missing risk management and patient-centered initiatives, and inconsistent reporting systems are highly
concerning.

While hospitals have complied with the activities stipulated in the national policies, the superficial compliance reflects
the lack of investment in patient safety architecture. The committee chairs and members are burdened with competing
priorities, leaving them with little time to fulfil their roles in policy development, data analysis, and system improvements.
These responsibilities are mere add-ons to their already brimming schedules, and the meager budget, if any, further hinders
program implementation and their engagement in essential training.

Inadequate time dedicated to engaging in patient safety-focused activities of frontline healthcare personne
also explain why some patient and direct care indicators receive lower reporting than others like falls, medication errors,
adverse drug events, and missed care. Reporting and contributing to learning systems can become a burden for nurses and
physicians with inhumane workloads,*** further exacerbating the issue.

Inconsistencies in available data can be attributed to the lack of a mature patient safety culture, resulting in reluctance
to report indicators. These indicators are often regarded as a reflection of poor performance or incompetence.’®” Moreover,
commendations for low adverse event reports and high patient satisfaction ratings perpetuate the practice of not disclosing an
organization’s shortcomings. A reliable baseline that indicates the severity of the situation is crucial for good results to have
any significance. Without a balanced system that encourages reporting, feedback, and actionable practice changes, reports
will continue to be inconsistent.

The study makes sound recommendations to use a unified set of patient safety indicators and protocols for regular
measurement, analysis, and improvements integrated into a national reporting system. This system would guide collection,
collation, classification, and analysis of patient safety problems that will guide improvements.' It starts with investing in
reliable structures (personnel, funding, policies) and clear processes at the country and facility level. A culture and mindset
shift are also essential to optimize patient safety structures and processes that includes a blame-free environment, the practice
of enhanced feedback, champions and role models, and education and training'>'® on core concepts in patient safety and
how to analyze data to generate meaningful outcomes.

Our goal of establishing a comprehensive patient safety learning system is an arduous and complex undertaking.
Achieving a high-reliability learning system necessitates the cultivation of a safety-oriented culture, which takes time to
develop. However, implementing a metric for reporting and monitoring patient safety issues in hospitals would be a vital initial
step toward this goal. Ultimately, the establishment of a patient safety learning system that addresses the needs of patients
and healthcare workers would result in a significant improvement in patient safety outcomes.

@ @@@ Jenniffer T. Paguio, PhD, MA, RN

Associate Professor
College of Nursing
eISSN 2094-9278 (Online) University of the Philippines Manila

Published: January 26, 2024
https:/doi.org/10.47895/amp.v58i1.9583

12 could

VOL.58 NO. 12024 ACTA MEDICA PHILIPPINA 5



Metrics Matter

REFERENCES

1.

10.

Kang S, Ho TTT, Lee NJ. Comparative studies on patient safety
culture to strengthen health systems among Southeast Asian countries.
Front Public Health. 2021 Jan 12;8:600216. doi: 10.3389/fpubh.
2020.600216. PMID: 33511097; PMCID: PMC7835724.

Acuin J. Assessment of hospital capacities in patient safety in the
Philippines. In: Abstracts of the 19th Cochrane Colloquium; 2011
19-22 Oct; Madrid, Spain. John Wiley & Sons; 2011.

Reis CT, Paiva SG, Sousa P. The patient safety culture: a systematic
review by characteristics of Hospital Survey on Patient Safety Culture
dimensions. Int J Qual Health Care. 2018 Nov 1;30(9):660-77.
doi: 10.1093/intqhc/mzy080. PMID: 29788273.

Institute of Medicine (US) Committee on Quality of Health Care
in America. To Err is Human: Building a Safer Health System.
Kohn LT, Corrigan JM, Donaldson MS, editors. Washington (DC):
National Academies Press (US); 2000. PMID: 25077248.

World Alliance for Patient Safety. Draft Guidelines for Adverse
Event Reporting and Learning Systems Geneva, Switzerland: World
Health Organization; 2005. WHO/EIP/SPO/QPS/05.3

Department of Health, Republic of the Philippines. Administrative
Order 2008-0023. National Policy on Patient Safety [Internet].
[cited 2024 Jan 10]. Available from: https://dmas.doh.gov.ph:8083/
Rest/GetFile?id=336766.

Ramos RR, Calidgid CC. Patient safety culture among nurses at a
tertiary government hospital in the Philippines. Appl Nurs Res. 2018
Dec;44:67-75. doi: 10.1016/j.apnr.2018.09.007. PMID: 30389063.
Valdez KS, Garma PF, Sumpay A, Gamboa M, Reyes MS, Gatchalian
MC, Mendoza E, Forteza AA. Development and preliminary
evaluation of patient perceptions on safety culture in a hospital setting
scale. Acta Med Philipp. 2023 Jul 17. doi: 10.47895/amp.vi0.7822.
Department of Health, Republic of the Philippines. Administrative
Order 2020-0007. National Policy on Patient Safety in Health Facilities
[Internet]. [cited 2024 Jan 10]. Available from: https://dmas.doh.gov.
ph:8083/Rest/GetFile?id=651501.

Health Quality and Safety Commission New Zealand. Patient
safety reporting systems: a literature review of international practice
[Internet]. [cited 2024 Jan 10]. Available from: https://thehub.swa.
govt.nz/resources/patient-safety-reporting-systems-a-literature-
review-of-international-practice/

11.

12.

13.

14.

15.

16.

17.

18.

NIHR Imperial Patient Safety Translational Research Centre.
National Reporting and Learning System Research and Development
[Internet]. 2016 [cited 2024 Jan 10]. Available from: www.imperial.
ac.uk/media/imperial-college/institute-of-global-health-innovation/
IMPJ4219-NRLS-report_010316-INTS-WEB.pdf

Health Quality Ontario. Patient safety learning systems: a systematic
review and qualitative synthesis. Ont Health Technol Assess Ser.
2017 Mar 1;17(3):1-23. PMID: 28326148; PMCID: PMC5357133.
Paguio JT, Pajarillo EJY. Safety culture and safety attitudes of
nurses in the National University Hospital. Philipp J Nurs. 2016 Jun;
86(1):10-6.

Oweidat I, Al-Mugheed K, Alsenany SA, Abdelaliem SME, Alzoubi
MM. Awareness of reporting practices and barriers to incident
reporting among nurses. BMC Nurs. 2023 Jul;22(1):231. doi: 10.1186/
$12912-023-01376-9. PMID: 37400810; PMCID: PMC10318788.
Kaya S, Karaman S, Bilgin Demir 1, Urek D, Kandemir A, Yigit D.
Attitudes and barriers to incident reporting for doctors and nurses
in a university hospital’s surgery departments. ] Basic Clin Health
Sci. 2020;4:108-13. doi:10.30621/jbachs.2020.930.

Martinez W, Lehmann LS, Hu YY, Desai SP, Shapiro J. Processes
for identifying and reviewing adverse events and near misses at an
academic medical center. Jt Comm ] Qual Patient Saf. 2017 Jan;43(1):
5-15. doi: 10.1016/j.jcjq.2016.11.001. PMID: 28334586.

Brubacher JR, Hunte GS, Hamilton L, Taylor A. Barriers to and
incentives for safety event reporting in emergency departments.
Healthe Q. 2011;14(3):57-65. doi: 10.12927/hcq.2011.22491. PMID:
21841378.

World Health Organization (WHO). Patient safety incident
reporting and learning systems: technical report and guidance
[Internet]. Geneva: World Health Organization; 2020 [cited 2024
Jan 10]. Available from: https://www.who.int/publications/i/item/
9789240010338.

6

ACTA MEDICA PHILIPPINA

VOL.58 NO. 1 2024



