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1. Background 

 

The 53 Member States of the WHO European Region differ widely in the development, funding 
mechanisms and resources of health systems. Varying rates of socioeconomic growth and 

changes in demography and lifestyles have resulted in widening gaps in life expectancy between 

groups of countries and sometimes population groups within countries. At the same time, 

expectations towards the performance of health systems are mounting, challenging their 
readiness to change and adjust to technological development and emerging health threats (such 

as avian flu) (1). 

Patients and consumers of health care are achieving more freedom of choice in a constantly 

changing environment generated by ongoing health sector reform, including decentralization and 
privatization, in a quest for increased cost efficiency. The enlargement of the European Union 

(EU) and the enhanced permeability of national borders have led to labour migration and more 

tourism, with cross-border movement becoming both a regional phenomenon and an additional 
challenge to equitable access to uniform quality of care across Europe. 

It is increasingly recognized that significant failures in health care often harm patients. The 

Institute of Medicine report To err is human (2) started to define the magnitude of the problem, 

raising awareness of the need for a national focus on patient safety and the creation of reliable 
mechanisms to learn from errors. 

Even though dedicated European research has only recently begun to develop, figures show that 

up to 850 000 annual hospital admissions end with an adverse event in the United Kingdom; in 
Italy poor health care causes up to 30% of all premature deaths (3). Data also indicate that every 

tenth patient in Europe experiences preventable harm or adverse events in hospitals (4). These 

cause suffering and loss for patients, their families and health care providers and take a high 

financial toll on health care systems (5). According to reports from the United Kingdom (6), the 
extra cost of adverse events has been estimated at £200 million annually in hospital spending 

only, not including the litigation claims. 

Health care should be seen as a high-risk industry, and undesired outcomes are therefore possible 
at all levels of its services. However, even the health sector itself does not have a true perception 

of the risk it generates, and key interventions and strategic approaches therefore need to be 

evaluated and properly addressed to strengthen the quality of care and patient safety. 

World Health Assembly resolution WHA55.18 emphasizes the need to promote patient safety as 
a key issue in improving the performance of health systems and reflects the commitment of all 

Member States to patient safety. WHO initiated the World Alliance for Patient Safety following 

the Fifty-seventh World Health Assembly in 2004 to support coordination and accelerate 

international improvements and subsequently advance patient safety goals. Since then, in 
pursuing its mandate, the fields of action of the World Alliance for Patient Safety have 
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expanded, including two global patient safety challenges, draft reporting guidelines, global 
research and important advancement in ensuring that “the voice of patients is at the core of the 

patient safety movement worldwide” (7). 

At the European level, in accordance with this, the WHO Regional Committee for Europe 

adopted resolution EUR/RC55/R8 on strengthening European health systems, where patient 
safety is seen as an underlying factor. The upcoming WHO European Ministerial Conference on 

Health Systems in 2008 is expected to further enforce strategic approaches addressing various 

challenges within patient safety. 

The European Commission (8) and the Council of Europe (9) have supported this agenda 

through recommendations and by commissioning targeted research and innovative projects. 

Public statements, such as the Luxembourg Declaration on Patient Safety (10) and the Warsaw 

Statement on Patient Safety (11) have further enhanced the political commitment to develop and 
support effective mechanisms for strengthening patient safety. Several subsequent EU 

presidencies have chosen patient safety as a key issue for their political agenda. The increasing 

recognition of the issue has prompted several international organizations and national 
stakeholders to take action. 

The development of specific indicators to evaluate and monitor the quality of services and their 

effectiveness in each health care facility, such as the WHO Performance Assessment Tool for 

Quality Improvement in Hospitals (12) and the Organization for Economic Cooperation and 
Development (OECD) indicators project (13), have been an important part of the process. 

Further, the special working group on patient safety under the High Level Group on Health 

Services and Medical Care of the European Commission, including the participation of WHO, 

OECD, EU institutions and professional groups, has consistently contributed to sharing 
information and experiences in the field, including priority-setting processes and strategies for 

fostering patient safety at the EU level. 

The broadness of the issue has raised difficulty in setting boundaries at its conceptual level and 
has led to rather comprehensive classification. Patient safety has been practically viewed as the 

mechanisms, tools, underlying resources and required action to reduce and ultimately avoid 

unintentional harm to patients. 

2. Rationale of the survey 

The high level of awareness of patient safety and its magnitude and complexity have generated a 

constant need for data. European research on patient safety has been initiated in recent years 
based on national and regional initiatives primarily for EU countries. 

Targeting a broader European review (great disparities across the WHO European Region, 

including cultural features), the WHO baseline survey aimed to assess the current situation in 

relation to patient safety (reporting, analysis and communication) in the European Member 
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States. Initially planned as a two-stage exercise, this first-stage research project did not address 
the service dimension in detail (inpatient, outpatient and social services). 

3. Methods 

The survey comprised a questionnaire addressed to key respondents at the government level in 

all Member States, aiming to initially collect basic information on benchmarking and strategic 

needs. 

The European Region is very diverse, with some countries performing well in health and social 
services and others not recognizing issues pertaining to patient safety. The survey was therefore 

also designed as an advocacy tool to build understanding and to raise awareness of the fact that 

patient safety is embedded in the quality of health systems, and many of its elements are already 

in place. 

It further resulted in the identification of dedicated national counterparts (Annex 2) (and 

potentially of national stakeholders (Annex 3) and subsequently in a regional network of national 

respondents. 

The questionnaire (Annex 1) was developed in consultation with a core group of international 

experts, who reviewed and discussed the conceptual design of the survey, instigated by a 

literature review. It was divided into three sections addressing policy-makers, health 

professionals and patients respectively. All sections comprised sets of closed questions (some 
with multiple choice answers), for ease of analysis. However, space was provided to include 

variation according to the respondent’s choice. An additional box with potential factors limiting 

patient safety interventions was included for each of the three sections mentioned above. 

A list of national stakeholders involved in promoting various aspects of patient safety was 

requested as part of this exercise. 

The questionnaire was piloted and then translated into English, French, German and Russian. As 

the process took place while the World Alliance for Patient Safety was coordinating discussions 
of a common patient safety taxonomy, no glossary was provided to respondents. The responses 

were validated by several control questions provided in the questionnaire. 

Data collection was initiated in April 2005, and forms were received by the end of February 
20061. Of the 53 Member States, 42 responded. The rate of response reflected the generally 

growing interest in patient safety in the European Region. 

The data collected were compiled and analysed by means of statistical tools such as descriptive 

statistics, basic statistics and data mining (clustering techniques). To better understand 

                                                
1 The analyzed data were considered to cover the interval 2004-05 according to the time of incoming questionnaires. 
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mechanisms supporting the safety agenda, correlations with 25 selected indicators from the 
WHO Health for All database were analysed. 

The selected Health for All (HFA) indicators were as follows: percentage of urban population, 

real gross domestic product in US$ purchasing power parity (PPP) per capita, literacy rate 

(percentage) among the population aged 15+ years, reduction of life expectancy through death 
before 65 years, disability-adjusted life expectancy, neonatal deaths per 1000 live births, 

standardized death rate (SDR) for ischemic heart disease per 100 000 population, SDR for 

infectious and parasitic diseases per 100 000 population, SDR for symptoms, signs and ill-
defined conditions per 100 000 population, SDR for appendicitis per 100 000 population, SDR 

for adverse effects of therapeutic agents per 100 000 population, percentage of the population 

assessing their health as being good, number of hospitals, number of primary health care units, 

hospital beds per 100 000 population, private inpatient hospital beds as a percentage of all beds, 
physicians per 100 000 population, percentage of physicians working in hospitals, nurses per 

100 000 population, percentage of nurses working in hospitals, number of all hospital 

admissions, average length of stay in acute care hospitals only, total health expenditure in 
US$ PPP per capita, expenditure on inpatient care in US$ PPP per capita and pharmaceutical 

expenditure in US$ PPP per capita. This report only includes results with both statistical and 

technical significance. 

Bearing in mind the regional variation in health indicators, the analysis was moreover structured 
according to the three following subgroups: western European countries2, central and eastern 

European countries3, and the newly independent states4. The technique chosen for visualizing the 

data was box and whisker plot (Tukey) statistics. This has been applied for the comparative 

analysis of HFA indicators’ value distribution, as well as for the compiled survey results. 

In the case of survey results, the answers were coded as: yes = 1, partly = 0.5 and no = 0; and 

where the case marked (ticked) answer = 1, unmarked (non-ticked) answers = 0. The numbers on 

the vertical axis of the resulting graphic representations represent the scale for measuring the 
averages (means) of the coded answers. The scaling procedure was created by default to improve 

the display of the results and achieve an appropriate scale for the averages. Therefore negative 

values can appear on the scale, in order to place the graph in the middle of the figure. Only the 

mean (not median) values were used. 
 

                                                
2 Andorra, Austria, Belgium, Cyprus, Denmark, Finland, France, Germany, Iceland, Ireland, Israel, Italy, 

Luxembourg, Malta, Monaco, Netherlands, Norway, Spain, Sweden, Switzerland, Turkey and United Kingdom. 
3 Albania, Bosnia and Herzegovina, Bulgaria, Croatia, Czech Republic, Estonia, Hungary, Latvia, Montenegro, 

Poland, Romania, Serbia, Slovakia, and Slovenia  
4 Armenia, Belarus, Georgia, Kazakhstan, Republic of Moldova, and Uzbekistan. 
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4. Results and discussion 

For easier management, the results were grouped and briefly discussed following the three 
sections of the questionnaire. Each section was analysed using the above-mentioned statistical 
tools, and only relevant outcomes are included. 
 

4.1. General information (regulations and infrastructure) 

4.1.1. Statistical analysis 

Almost all respondents indicated that quality and safety are priorities on the national health 

agenda, supported by various laws and regulations. 

Table 1 summarizes the responses related to existing policy dimensions of quality and safety. It 

indicates that 97% of the countries have laws, regulation and policies related to safety and 
quality of health care and, of these countries, many have national bodies or agencies to uphold 

the respective policies or regulations. 

Table 1. Responses related to existing policies on quality and safety 

Issue addressed 
% of countries 

Yes 

% of countries 

No 

Safety and quality identified on the national health agenda  97 3 

Laws and regulations to support safety agenda  97 3 

National agencies responsible for policy regulation  95 5 

System of accreditation of health care settings 45 yes + 29 in part 26 

Periodic inspections 72 28 

 
Most respondents reported that accreditation systems for health care facilities are being 

organized or initiated on a national basis. However, the type and level of facilities to which this 

applies remain unclear. The responses might imply, in certain cases, a vague delineation between 
licensing and accreditation procedures. Of the respondents, 72% reported that health care 

facilities are inspected regularly. 

Clustering analysis of questions covering national policies and the regulation of quality and 

safety might indicate that, even for matters of high priority, the numerous dedicated interventions 
are not necessarily seen in a comprehensive manner, this being also implied by the reported 

discrepancies at the implementation level.  Further, the process of revising (developing or 

updating) the legal background for patient safety interventions has a very different pace (Fig. 1), 
as illustrated by the hierarchical tree diagram (item 1.7, linkage distance 9) 5 

                                                
5 The taxicab metric is also known as city block distance or Manhattan distance. Concretely, if we have two vectors 
x = (x1, x2, x3) and y = (y1, y2, y3), then this distance is given by: d(x, y) = | x1 - y1| + | x2 – y2| + | x3 – y3|. In the case of 
binary vectors, that is, xi and yi taking values of 0 and 1 (coded answers), this distance is known as the Hamming 
distance. It is usually used to compare sequences of answers. 
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FFiigg. 1. National policies and regulatory framework for quality and safety: hierarchical tree 

diagram6 

Hierarchical tree Diagram for  
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Legend: 1.1 – quality and safety as priorities on the health agenda; 1.2 – national laws, regulations, policies on 

quality and safety; 1.3 – national agencies and bodies to support implementation and oversight; 1.7 – revision 

and/or updating existing legislation with respect to patient safety. 

This is further reflected in the low percentage of respondents with national safety programmes in 

place, except for infection control, including vaccination (85%) and pharmaceuticals (77.5%) 

(Fig. 2). The concurrence between dedicated legislation and its implementation is variable, 

indicating difficulty in translating legislation into practice. 

Fig. 2. National safety programmes 
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Legend: National programme in operation for (1) infection control, (2) safe use of pharmaceuticals,  (3) safe 

clinical practice, (4) a safe environment for care, (5) safe equipment and (6) others 

                                                                                                                                                       
 
6 Note: The names Manhattan and city block allude to the grid layout of most streets on the island of Manhattan, 
which causes the shortest path a car could take between two points in the city to have length equal to the points’ 
distance in taxicab geometry. 
. 
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Correlations were statistically significant between safe clinical practice and safe environment for 

care (Pearson’s r = 0.75), safe use of pharmaceuticals (r = 0.69) and safe equipment (r = 0.66). 

At the health care facility level, the survey determined the availability and use of quality and 

safety standards and evidence-based guidelines. The overall rates of availability range from 67% 
to less than 50%, with use rates lower (Fig. 3). 

Fig. 3. Availability and use of quality and safety standards and evidence-based guidelines 
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Legend: Existence at the health care facility level of: (a) national norms and quality standards; (b) good 

working practices; (c) evidence-based guidelines; (d) preventive maintenance of equipment; and (e) an 

auditing process 

The greatest divergence between availability and use was identified for the level of 
implementation of good working practices, followed by equipment maintenance and auditing of 

work areas, indicating the need for increased awareness, responsibility and mechanisms to 

enforce the process. 

The results yield significant links between national norms and quality standards with good 

working practices (r = 0.54) and evidence-based guidelines (r = 0.52), supporting the reported 

information. 

The use of information technology appears to be focused chiefly on medication, prescribing and 
patient identification (reported around 60%). Correlations between information technology use 

focused on pharmaceuticals and patient identification (r = 0.67) as well as incident reporting 

(r = 0.52) support this assertion. 

The issue seems to be drawing increasing attention, as almost half the respondents reported using 

patient electronic files and 40% electronic reporting systems. It appears, however, that electronic 

reporting systems are not always complete and that some countries do have e-health action plans 

in process. 

b a c d e 

No. of countries 
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Although several national programmes (contributing to the quality and safety of care) are 
reported to be functioning, the related reporting systems do not appear to be well represented in 

the European Region. 

Electronic or paper-based reporting mechanisms need to be developed and coordinated on a 

national basis. Overall, 54% of all respondents have reporting systems for undesired health care 
outcomes. The remainder (except for 3% blanks) have initiated or planned pilot experiences at 

the institutional level, foreseen as policy interventions.  

Revision of existing legislation has accordingly been considered in 67% of the countries, and 
some have already undertaken this process or are simply changing priorities according to 

national circumstances. Table 2 summarizes the current situation with respect to reporting. 

Table 2. National reporting mechanisms 

 

General reporting  

% of countries 

Yes 

% of countries 

No 

According to the International Classification 

of Diseases 

87.5 12.5 

Adverse events  48.7 51.3 

Specific reporting   

Blood transfusion 
Drug administration 
Obstetrics 
Surgery 
Patient falls 

Other 

76.2 
62.5 
50 

47.5 
32.5 

23.8 

23.8 
37.5 
50 

52.5 
67.5 

76.2 

Type of undesired events reported   

Adverse events 
Sentinel events 
Hazards 

Errors 
Near misses  

47.5 
35 

32.5 

30 
23.8 

52.5 
65 

67.5 

70 
76.2 

Reporting systems 

Voluntary 
Mandatory 
Non-punitive 
Confidential 
Anonymous  

 
50 
35 
35 

32.5 
23.8 

 
50 
65 
65 

67.5 
76.2 

Information analysed and used  77 10 No + 13 No response 

Feedback provided to provider  46 + 38 in part 16 
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The International Classification of Diseases (ICD) reporting schemes appear to be in broad use 
(87.5%). The ICD version used was not determined. Almost half the countries have a general 

scheme for reporting adverse events in health care settings and ambulatory services.  

The frequency of dedicated reporting (such as for blood transfusion, drug administration and 

obstetrics) is much higher, indicating established monitoring practices for specific health care 
areas.  

Existing experience can already be used to successfully develop and expand these reporting 

mechanisms at various levels of health care settings, including ambulatory services. An 
interesting correlation identifies links between reporting on adverse events in drug administration 

and reporting of in-hospital patient falls (r = 0.32). This correlation may result from high rates of 

drug-related adverse events being correlated with high rates of in-hospital patient falls. 

The need for a commonly agreed classification of the types of adverse events to be reported is 
illustrated by the various practices across countries and the supportive regulations in place. 

When in place, reporting of undesired outcomes is mainly voluntary, with only 35% of the 

countries indicating mandatory reporting. Table 3 summarizes the profile of a functional 
reporting system according to the statistically significant correlations established. 

Table 3. Reporting of undesired events related to health care 

 Voluntary Mandatory Anonymous Confidential Non-punitive 

Voluntary  r =  -0.20 r = 0.29 
����(+) 

r = 0.37 
r = 0.00 

Mandatory r =  -0.20  r = -0.01 r = 0.27 r = 0.23 

Anonymous r = 0.29 r = -0.01  
����(+) 

r = 0.65 
����(+) 

r = 0.36 

Confidential 
����(+) 

r = 0.37 
r = 0.27 

����(+) 
r = 0.65 

 
����(+) 

r = 0.61 

Non-punitive r = 0.00 r = 0.23 
����(+) 

r = 0.36 
����(+) 

r = 0.61 
 

The significantly correlated answers (P < 0.05) are ticked.   

Note that mandatory reporting is not correlated with any other option. 

 

Even though reported information may be analysed and used at the national and/or institutional 
level, the feedback process to providers and reporters is slow and limited. 

The financial costs of adverse events have rarely been considered important enough to be 

calculated, including indirect and hidden costs and the human factor. Only 13% of the 
respondent countries reported that the financial burden generated by adverse events is calculated 

in total (5%) or in part (8%) (Fig. 4).  
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In the current regulatory context, despite the high recognition given to patient safety at the 
political level, the cost of error is virtually overlooked at the national scale. 

 

 

Fig. 4. Regulatory framework for quality and safety and the calculation of the costs of 

adverse events 
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The most common potential factors limiting the success of patient safety and health care quality 

programmes relate to insufficient funding (85%) and insufficient supportive information 

technology (67%) dedicated to safety and quality. 

The countries also acknowledged cultural constraints (including health care traditions and patient 

expectations) and the need for appropriate information and regulatory support for the required 

change of attitudes. About half the respondents identified the need for clear legal provisions with 
respect to reporting mechanisms, and 4 of 10 indicated that hospital refurbishment requires 

increased attention. 

 

4.1.2. Correlations with selected Health for All indicators 

Development of patient safety interventions is closely linked to the real gross domestic product 

and the percentage allocated to health care, allowing a more balanced distribution of resources to 

support the patient safety agenda at the national level. The likelihood that reporting systems are 
in place corresponds to the funding available. 

The number of primary health care facilities as well as hospitals appears positively correlated 

with information technologies and national programmes for a safe environment for care. This 

assumption is biased by the huge variation in health system development across the European 
Region and the ongoing process of reform in some countries targeting redistribution of health 

care services and reduction of hospital beds. It underlines, however, the increasing trends 
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towards using information technology systems in health care, particularly linked at this stage to 
pharmaceuticals and incident reporting processes. 

The existence of a private health sector (private inpatient hospital beds as a percentage of all 

beds) seems to indicate positive trends with respect to national norms and standards as well as 

reporting schemes in place. The assumption of correlative analysis is supported by the increasing 
attention given to the private sector in terms of both funding and liability. 

Correlations between reported data and the average length of stay in acute- or emergency-care 

hospitals underline the strong links with national programmes for safe clinical practice and the 
need for revising or updating existing legislation on the quality of health services and patient 

safety.  

The longer the average length of stay, the lower the level of development and implementation of 

the national programme for safe clinical practice and the greater the need for a modern, dedicated 
legal framework. 

 

4.2. Health professionals 

4.2.1. Statistical analysis 

Three entry points have been chosen to address health care workers’ active role in promoting 
patient safety: reporting responsibilities, information and education and professional standards. 

The results indicate that adverse events or failures in health care are usually reported in hospitals 

(72.5%), with almost half the respondents covering emergency services and about one fourth the 

day care facilities. Reporting in primary health care is poorly rated.  

Attending physicians have the main responsibility for reporting procedures, and nurses bear or 

share this responsibility in 45% of countries. Other health care personnel are encouraged to 

report incidents locally wherever possible in 37.5% of countries, and mostly in countries 
indicating open systems and shared reporting responsibilities.  

However, most respondents do not have a system of incentives to promote reporting (82%), and 

some indicate sanctions included in the current legislation, which are imposed for failing to 

report serious adverse events (Table 4). 

The best-monitored field, according to the highest level of reported failure, appears to be drug 

administration and medication-related adverse events. It is closely followed by reported failures 

in clinical practice and patient management.  

Only about one quarter of the countries indicate that they monitor hospital ergonomics and 
clerical errors. 
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Table 4. Reporting responsibilities 

 

Reporting performed on a usual basis 

% of countries 

Yes 

% of countries 

No 

Hospitals 
Emergency services 
Day care facilities 
Other (including primary health care) 

70 
45 
35 
25 

30 
55 
65 
- 

Responsibility for reporting % of countries 

Yes 

% of countries 

No 

Physician 
Nurse 
Other 

72.5 
45 

37.5 

27.5 
55 
- 

Incentives for reporting (includes positive ones 
(rewards) and negative ones (sanctions)) 

% of countries 

Yes 
% of countries 

No 

 18 82 

Reported failures  % of countries 

Yes 
% of countries 

No 

Drug administration 
Clinical practice 

Patient management 
Clerical errors (registration and identification) 
Hospital ergonomics 
Other 

62.5 
57.5 

57.5 
30 
25 

22.5 

37.5 
42.5 

42.5 
70 
75 
– 

 

Correlations were statistically significant between reported failures in patient management and a) 

drug administration (r = 0.69) and b) clinical practice (r = 0.69). Reported failures related to 

hospital ergonomics are strongly correlated with clerical errors (r = 0.50) and “other” (r = 0.38). 

The levels at which reporting data are collected across the European Region vary highly, with 
almost half of the countries indicating that results are not (37%) or partly (8%) aggregated and 

monitored at the national level.  

Existing reports appear to be available (in full or in part) to the public in about 45% of 
respondent countries, which is an encouraging opening to a shared learning culture. The level of 

access to information is not specified (Fig. 5). 
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Fig. 5. Availability of reports to the public and collection and aggregation of reports at the 

national level 

    

Availability of reports to the public

8%

37%

55%

YES PARTLY NO

          

Collection and aggregation of reports 

at the national level

55%

8%

37%

YES PARTLY NO

 

As may be expected, the process and level of education in patient safety for all categories of 

health workers vary across the European Region. Ninety per cent of respondents reported 

continuous education and training programmes for updated professional knowledge, with 
participation (beyond individual or institutional interest) often linked to periodic health 

professional licensing (when in place). However, countries give less attention to fostering 

internal and external communication, as both team training and communication protocols 

account for less than half the reported interventions. 

Few countries indicate basic training in patient safety and risk management tools, listed under 

the “other” category. Increasing awareness of patient safety as a general measure is often 

addressed by meetings and publications and to a lesser extent by alerts. Mass-media campaigns, 
professional networks and specific patient safety projects are also used (Table 5) to build the 

necessary background of knowledge and understanding required for stepwise cultural change. 

Table 5. Countries using various methods of increasing awareness about patient safety 

 % of countries 

Yes 

% of countries 

No 

Updated professional information available for health workers  

Continuous education and training 
Team training 
Communication protocols 
Other 

90 
47.5 
37.5 
15 

10 
52.5 
62.5 

– 

Increasing awareness of patient safety among health care providers  

Meetings 
Publications 

Alerts 
Other 

70 
65 

50 
20 

30 
35 

50 
– 

 Statistically significant correlation between communication protocols and team training (r = 0.40). 
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To better assess the level of technical implementation of quality of care and safety approaches, 

several questions have details on general professional standards, seen as codes of practice, and 
evidence-based guidelines and standards, as well as enforcing, monitoring and evaluation 

mechanisms.  

Slightly more than half the respondents indicate that international or national codes of practice 
are applied to physicians (60%) and nurses (55%), followed closely by pharmacists (42%). 

From the practitioners’ perspective, the use of evidence-based guidelines to support decision-

making in health care appears to be higher than perceived at the level of regulators and closer to 

their reported availability.  

Use of protocols by health care providers indicates a statistically significant correlation with 

evidence-based guidelines (r = 0.43), quality and safety standards (r = 0.59) and programmes 

(r = 0.55). Local measures support the implementation and use of guidelines in most respondent 
countries.  

The involvement of health care professional bodies and quality management programmes 

supported by education and adaptation to local needs are the main enforcement mechanisms 

quoted (Fig. 6). 

Fig. 6. Implementation of guidelines supported by local measures 

74%

26%

YES NO

 

The institutional variation is strong, however, leading to a rather approximate overall result at the 
national level. 

Although almost 70% of health care providers are using evidence-based guidelines and 

protocols, clinical performance is monitored and evaluated to a much lesser degree. This is 
mostly focused on internal quality control (57.5%) and external quality assessment of 

laboratories (65%).  

Competency assessment and periodic review of clinical and prescribing practices are at a much 

lower level: 20–32.5% (Table 6). 
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Table 6. Monitoring clinical performance 

(a) Survey results 

 

Clinical performance monitored and periodically 

evaluated  

% of countries 

Yes 

% of countries 

No 

Competency assessment 
Implementation of clinical guidelines 
Internal quality control 
External quality assessment for laboratories 
External quality assessment for clinical practice 
External quality assessment for prescribing practices 
External quality assessment for other 

27.5 
35 

57.5 
65 

32.5 
20 
10 

72.5 
65 

42.5 
35 

67.5 
80 
– 

 

(b) Statistical correlations: significantly correlated answers (P < 0.05) ticked 

 
Competency 
assessment 

Implementation 
of clinical 
guidelines  

Internal 
quality 
control 

External 
quality 

assessment 
for 

laboratories 

External 
quality 

assessment 
for clinical 

practice 

External 
quality 

assessment 
for 

prescribing 
practices 

Competency 
assessment  ����(+) 

r = 0.49 
����(+) 

r = 0.53 
����(+) 

r = 0.45 
����(+) 

r = 0.41 
����(+) 

r = 0.67 

Implementation of 
clinical guidelines 

����(+) 
r = 0.49 

 ����(+) 
r = 0.63 

����(+) 
r = 0.43 

����(+) 
r = 0.50 

����(+) 
r = 0.42 

Internal quality 
control 

����(+) 
r = 0.53 

����(+) 
r = 0.63 

 ����(+) 
r = 0.64 

����(+) 
r = 0.38 

����(+) 
r = 0.43 

External quality 
assessment for 
laboratories 

�(+) 
r = 0.45 

�(+) 
r = 0.43 

�(+) 
r = 0.64  

 ����(+) 
r = 0.40 

����(+) 
r = 0.37 

External quality 
assessment for clinical 
practice 

�(+) 
r = 0.41 

�(+) 
r = 0.50 

�(+) 
r = 0.38 

����(+) 
r = 0.40 

 ����(+) 
r = 0.59 

External quality 
assessment for 
prescribing 
practices 

�(+) 
r = 0.67 

�(+) 
r = 0.42 

�(+) 
r = 0.43 

����(+) 
r = 0.37 

����(+) 
r = 0.59 

 

 
The factors most highly correlated with external quality assessment of prescribing practices are 
competency assessment (r = 0.67) and external quality assessment of clinical practice (r = 0.59). 

The factor most highly correlated with internal quality control is implementation of clinical 

guidelines (r = 0.63). 

Few countries are classifying clinical procedures in terms of risk (11%), although an increasing 

proportion of countries (36%) are starting to take action in this direction. 



Patient safety in Europe 

Page 18 

 

The number of working hours per month for health care personnel can substantially add to the 
risks of health-related interventions if they are excessive or inappropriately distributed (that is, 

successive shifts). The average monthly working hours ranges around 160, with slight variation 

between physicians (mean 167, range 100–220), nurses (mean 162, range 100–200), technicians 

(mean 164, range 100–200) and auxiliary staff (mean 165, range 100–200). Among the various 
categories of personnel, reported data indicate an increasing workload for physicians, with the 

highest reported range of working hours (22% working 200 hours per month and 3% working 

220 hours per month). The reported data were analysed as a non-population-weighted regional 
average and not related to national circumstances such as the number of trained health 

professionals, their distribution and organization of health care services. One fifth of the 

respondents did not provide data on this item. 

The most common potential factors limiting the success of health professionals’ performance 
seems to be low proactive risk assessment. About half the countries reported not classifying the 

risk of clinical procedures. This corroborates the low proactive risk assessment identified and 

calls for action in this direction. 

 Limited availability of guidelines is the second main constraint. The apparent contradiction with 

the previous evaluation of availability and use of guidelines could be explained by the differing 

perceptions of regulators and the health care professions in this respect as well as by different 

sets of guidelines and their applicability at various levels of care.  

Other limitations quoted are the lack of awareness of the limited priority given to patient safety 

on competing agendas, unclear division of reporting responsibilities, the blame culture and 

insufficient resources. 

4.2.2. Correlations with selected Health for All indicators 

Correlating the percentage of the population rating their health as good with the responses 

received leads to surprising results.  

A high percentage of health care providers commonly using quality and safety standards in daily 
practice in a country is correlated with lower percentages of the population rating their health as 

good. This may indicate that standardized approaches to quality and safety foster awareness of 

health status in the general population.  

It is also expected that both increasing access to information and complex health technologies 
will lead patients to place greater pressure on the health care system. This might become a 

potential disincentive for improvement in particular circumstances. 

The number of hospitals and the number of hospital admissions in a country appear to be closely 
correlated to the use of clinical procedures classified in terms of risks. This might be the result of 

overspecialized services, improved patient-related risk assessment, perhaps the higher number of 

staff involved and the sustainability of dedicated services.  
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The same trends are observed for the correlation between hospital beds per 100 000 population 
with implementation of guidelines and periodic monitoring of clinical performance. 

The presence of a private health sector is associated with increased performance of the reporting 

system, with reporting responsibilities delegated to various categories of staff, and including 

clerical errors. 

4.3. Patient involvement 

4.3.1. Descriptive statistics 

In the European Region, more than half the countries encourage their patients to communicate 

their expectations to health care professionals and have the possibility of reporting adverse 

events through local systems (more than 60%).  

About one third of the countries indicate that no systems are in place to facilitate patients 

reporting adverse events. Moreover, only every third country has the patient reports analysed in 

conjunction with the reports coming from the health care settings and, in one of four cases, no 

feedback is provided to the patients reporting. 

Patient reports seem to be seldom analysed in conjunction with reports coming from health care 

settings (35%), indicating a need for collecting and comparing data at the national level (a 

specialized body, agency or structure).  

The level of feedback provided to patients on their reports is much higher (65%), also compared 

with the percentage of feedback provided on health care personnel reporting adverse events. 

These are most probably linked to the potential legal and financial consequences of unexpected 

or undesirable health care events (Table 7), and directly impact on the expected learning 
outcomes. 

Table 7. Feedback about health care 

Issue addressed 
% of countries 

Yes 

% of countries 

No 

Patients encouraged to communicate expectations  61 39 

System in place for patients to report adverse events  67 33 

Feedback provided to patients as to their reports  65 25 + 10 no answer 

 

Overall (with one exception), the percentage of respondents indicating no patient reporting 

systems in place does match the responses concerning feedback on patient reporting (no or no 

answer). 
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Many statistically significant differences are seen between reported patient representation in 
policy development (regulatory frameworks and vision) compared with the limited participation 

in developing guidelines and safety standards, which are perceived as more technical issues.  

Patient representation indicates the evolution of the health policy process, and significant 

differences are recorded within the European Region. 

Most of the countries responding indicate the presence of patient associations, but their level of 

visibility and social involvement is reflected in the encouraging but still insufficient level of 

involvement in both policy developments, mostly board representation, and open consultation 
processes (32%) (Fig. 7). 

Fig. 7. Patient representation and organization in national associations 
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Legend: (1) national committees; (2) reference groups;  

(3) open consultation; and (4) other 

 
Representation appears to be correlated with the strength of national patient associations, often 
organized around specific disease groups. 

Patient empowerment is well on its way, but according to existing research figures and 

Eurobarometer’s special issue on patients’ involvement and satisfaction with health care (14), 
data reported within the framework of this survey seem to present an overly optimistic picture of 

patient empowerment (Fig. 8).  

This might be generated by both the existing policy trends in a country and the level of 

coordination of response within the framework of this research. 
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Fig. 8. Patients’ expectations and reporting adverse events 
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The clustering analysis supports the results above (Fig. 9), indicating the lack of coordination 
between existing interventions, reducing their potential impact in the process of improvement 

expected and required. Particular reference is made to the limited analysis of patient reporting in 

conjunction with reports coming from the health care level (item 9.4 with a linkage distance of 

10 versus patient reporting and feedback and linkage distance 6 versus dedicated systems for 
patient reporting). 

FFiigg..  99. Patient reporting: status, responsiveness and compilation 
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Legend: 9.1 – patients encouraged to communicate; 9.2 – systems for patient reporting; 9.4 – patient reports analysed in 

conjunction with health care reports; 9.5 – feedback provided to patients on their reports. 

In 85% of the responding countries, the process of patient empowerment is supported through 

education and information provided to patients by health practitioner with respect to factors 

influencing their health status and details on their current condition and treatment options. This 
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probably relates to the traditional paternalistic approach among physicians and the variation in 
education and desire of patients to share responsibility for treatment choice and outcome, as well 

as the broad range of detail of the information provided, which are not covered by this survey 

(Table 8). 

Table 8. Empowerment of patients 

 

Patients generally empowered in: 

% of countries 

Yes 

% of countries 

No 

Clinical intervention 

Education 

Information on the procedures and outcome 

Counselling on informed consent 

Shared decision-making 

 

55 

67.5 

70 

45 

 

45 

32.5 

30 

55 

Management of chronic disease 

Diabetes 

Hypertension 

Other 

 

80 

75 

45 

 

20 

25 

– 

Basic health needs 

Orientation about hospital services 

Day schedules 

Other 

 

62.5 

55 

25 

 

37.5 

45 

– 

General information on factors influencing health  85 15 

Attention appears to be focused mainly on supporting the informed consent procedures (subject 

to legal liability), managing widespread chronic diseases such as diabetes and high blood 
pressure and informing about hospital services (availability and distribution). 

General information on factors influencing health is largely available to the public in 85% of 

countries and provided through public health campaigns (often coordinated by public health 
national bodies and part of national public health programmes) supported by the mass media, 

lectures and printed promotional materials. The role of the general practitioner or family doctor 

appears crucial in disseminating this information as well as in enhancing the subsequent level of 

awareness, understanding and applicability.  

The remaining 15% negative responses (a significant percentage with respect to the substance of 

the issue) highlight the need for increased investment in education and promotion campaigns for 

healthy lifestyles and the underlying factors of disease addressing the general population. 

The existing pressure on health care services (the imbalance between capacity for delivery and 

increasing demand) appears to generate cautious attitudes among the health professions towards 

patient involvement in the process. This is therefore often perceived as potentially leading to 

ever-increasing and inappropriate patient demand, with rapid exhaustion of limited resources.  

Correlations with the availability of and access to information for the general public emphasize 

the need to reshape increasing public expectations through appropriate information and 
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education programmes, also acknowledging the limitations and risks of health care. Inadequately 
resourced health care workers often limit health care delivery and the system’s responsiveness 

due to physical inability to cover demand. This seems to be further deepened by weak 

cooperation between health and social services, leading to duplication of effort and breakdown of 

the information chain. Inappropriate patient demand (r = 0.62) and inadequately resourced health 
workers (r = 0.60) are the most frequently cited limitations at this  level of the survey, 

demonstrating that improved communication and collaboration between health and social 

services have a huge potential to improve the quality and effectiveness of health care response to 
patient demands. 

Attention is drawn once more to the need to implement a safety culture and to change attitudes, 

as in each of the previous sections, since these are a primary force for implementing and 

strengthening the patient safety agenda at the local, national and regional levels. 

 

4.3.2. Correlations with selected health for all indicators 

The level of patient awareness and education with respect to chronic diseases such as diabetes 
and hypertension appears to substantially increase as the real gross domestic product per capita 

increases. The reported presence of patient associations is increased in countries with lower real 

gross domestic product, as these associations probably become the advocates in the process of 

patient empowerment, otherwise sustained weakly by public health interventions. 

Development of the private health care sector appears to be positively linked to patient 

representation in the course of developing guidelines and open consultation processes, 

expressing increased consistency and transparency of health care delivery and expanding the 

policy dialogue with the consumer (the higher the recorded percentage of inpatient hospital beds 
in the private sector, the higher the patient participation rate as per above). 

The same trends apply to patient empowerment in clinical interventions and the number of 

hospital admissions, both being correlated positively. 

An interesting result is represented by the links between pharmaceutical health expenditure, 

patient participation in the policy dialogue for quality and safety and the availability of health-

related information (public and practitioner level). Countries with high pharmaceutical 

expenditure report lower patient participation in dedicated policy dialogue and limited 
availability of public health–related information (health status and health determinants). This 

supports the important role of appropriate public health promotion and education campaigns as 

well as open communication at all levels of decision-making (be it policy development or 
treatment options) as factors enhancing the quality and safety of health care and cost-

containment mechanisms. 
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4.4. Variation within the WHO European Region 

To better reflect the variation in health indicators and status of patient safety interventions across 

the WHO European Region, data were organized and analyzed according to the three previously 

mentioned groups: western European countries, central and eastern European countries and the 

newly independent states.  

Only the relevant results are presented below. In the figures, the numbers on the vertical axes 

represent the means, along with 95% confidence intervals of the data, and therefore represent the 

same particular measure of the original data. 

Overall, the value span in selected Health for All data while moving from the western part of the 

Region to the eastern part emphasizes the need for an integrated approach to harmonizing the 

response of health systems to the needs of populations. The quality and safety agenda requires 

particular attention in service provision, with a direct impact on the equitable availability of care 
at the broader regional level. 

Funding of the health sector ultimately defines the framework for development and the 

subsequent capacity of delivery. Total health expenditure is, as expected, closely correlated with 
disability-adjusted life expectancy, with proportional distribution across the Region (Fig. 10).  

FFiigg..  1100. Total health expenditure in US$ purchasing power parity (PPP) per capita 

(HFA23) in central and eastern European countries (C), western European countries (W) 

and the newly independent states (N) 
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The higher the health expenditure (western European countries), the better the results in terms of 
quality of care and patient follow-up, as reflected by the overall value of disability-adjusted life 

expectancy (Fig. 11). The group with the lowest health expenditure (the newly independent 

states) has lower life expectancy both in general terms and disability-adjusted, with a wide cross-

sectional range of results reflecting the various underlying disease and/or disability. 
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FFiigg..  1111. Disability-adjusted life expectancy in years (HFA5) in central and eastern 

European countries (C), western European countries (W) and the newly independent states 

(N) - analytic comparison 

 
Regional comparison

HFA5

 Mean 

 ±SD 

 ±1.96*SD C W N

Subregions

52

54

56

58

60

62

64

66

68

70

72

74

76

 
 

Standardized death rates for parasitic diseases at all ages per 100 000 population have been 

considered a proxy indicator for the quality of the environment (water and sanitation) as well as 
related prevention and care programmes.  

The countries in the N group show important differences and an extended range of parasitic 

infections when compared with the others, indicating significant environmental health threats 
and weak public health programmes (Fig. 12). 

Fig. 12. Standardized death rates for infectious and parasitic diseases for all ages per 

100 000 population (HFA8) in central and eastern European countries (C), western 

European countries (W) and the newly independent states (N) - analytic comparison 
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The level of health system funding and environmental threats affect population health, reflected 
proportionally in a decline in disability-adjusted life expectancy and increased standardized 

death rates for infectious and parasitic diseases. The lack of performance monitoring and control 

of the health service level is an additional challenge, particularly in the settings where this would 

be required the most (Fig. 13).  

The countries in the N group show almost no lethal adverse effects of therapeutic agents 

compared with western or central European countries. The range of therapies available might be 

reduced due to local resources and capacity of delivery. However historically based practices and 
the increased toxicity of potentially outdated medication are also expected to adversely affect 

therapeutic outcomes and are therefore probably not observed and/or reported. 

FFiigg..  1133. Standardized death rates (SDR) for adverse effects of therapeutic agents for all 

ages per 100 000 population (HFA22) in central and eastern European countries (C), 

western European countries (W) and the newly independent states (N)                          
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The regional variation in setting the quality and safety agenda, supportive mechanisms, 

availability of resources and patient involvement follow the distribution of Health for All 

indicators seen above.  

All countries give quality and safety programmatic priority. The central and eastern European 
countries have made major progress, and the EU integration trends have been playing an 

important role as a political impetus for change (Fig. 14). Action is increasingly needed in the 

newly independent states to further coordinate and enhance the integration of already existing 

dedicated interventions. 
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FFiigg..  1144. National policy and regulatory framework in central and eastern European 

countries (C), western European countries (W) and the newly independent states (N) - 

analytic comparison 
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The health care profession appears to be more or less evenly regulated, and professional 
standards are commonly reported in all three groups of countries (Fig. 15). However, the 

comparison illustrates a rather wide variety of standards, requiring national assessment and 

regional harmonization for optimized performance of health care workers. The data used are 

reported at the national level, but local and institutional differences often coexist. 

FFiigg..  1155. Professional standards for health care workers in central and eastern European 

countries (C), western European countries (W) and the newly independent states (N)  
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All groups have reporting mechanisms in place for health system failures (such as adverse 
events, near misses etc), with more comprehensive approaches and packages in the western 

European countries (Fig. 16). Distinction might also relate to the various classification systems 

used and the degree of severity of the event to be reported. Under the current regulations, 

particularly in the central and eastern European countries and in the newly independent states, 
mandatory reporting is required mainly for life-threatening conditions.  

The graphic patterns confirm the assumptions previously generated by analysis of the latest 
available standardized death rates for therapeutic agents. 

FFiigg..  1166. Reporting mechanisms in central and eastern European countries (C), western 

European countries (W) and the newly independent states (N) - analytic comparison 
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The degree of patient involvement in the reporting process is increasingly encouraging. Mostly 

expressed in the central and eastern European countries (closely followed by the western 
European countries), it comprises a wider span of interventions, possibly reflecting the 

translation of eclectic political agendas into practice. Once more, the regulations of the EU and 

its widening borders appear to play an important role in the process of implementing the safety 
agenda with increased consumer involvement (the right to health).  

The need for increased coordination of interventions is potentially reflected by the spread of 

values around the core average (for the corresponding graphic box - Fig. 17). 
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FFiigg..  1177. Patient reporting in central and eastern European countries (C), western European 

countries (W) and the newly independent states (N) - analytic comparison 
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The same trends apply to patient representation and patient voices being heard at the decision-

making level (Fig. 18). The lowest level is recorded in the newly independent states, where 

cultural attitudes raise important challenges to the process in terms of patient recognition as a 
partner in the act of care but also in patients’ desire to share responsibility in the therapeutic 

decision-making process. 

FFiigg..  1188. Patient representation in central and eastern European countries (C), western 

European countries (W) and the newly independent states (N) - analytic comparison 
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The issue of patient empowerment is still linked to legal liability in many cases. With the rising 
trends in changing the blame culture into a shared capacity-building exercise based on 

communication and continuous improvement, patient empowerment is increasingly related to 

information and education campaigns (Fig. 19).  

One apparent correlation that applies to all groups indicates that countries with sustained disease 
prevention programmes, where patient information is widely available, have lower overall 

pharmaceutical expenditure. This might imply a potential role of empowered patients in the 

process of containing costs in health care. 

Fig. 19. Patient empowerment in central and eastern European countries (C), western 
European countries (W) and the newly independent states (N) - analytic comparison 
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The significant differences in terms of health system development and available resources 

between countries emphasize the need for nationally adapted strategic profiles and 
comprehensive interventions to enhance the quality of health care delivery and strengthen patient 

safety. These imply the adjustment of change to existing capacities, respecting cultural 

differences, and acknowledging the human factor: health professional, patient, family, public. 

5. Conclusions 

Patient safety is emerging as an increasingly important priority on the political agenda of the 

Member States of the WHO European Region. Many respondent countries have shown positive 
trends in expanding and updating quality and safety regulatory frameworks and establishing 

agencies or mechanisms to support legislation oversight and implementation. However, their 

degree of functionality and adaptability to the continuously changing and increasingly 

demanding environment of care needs to be ensured to cover the apparent gap between political 
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will and its practical application. Periodic evaluation of the cost of errors to health care would 
increase the awareness of their potentially significant impact on cost-containment policies. 

Changes in the socio-political and demographic environment are increasingly facilitating the 

cross-border movement of patients, requiring reorganization of health services around the 

patient’s journey. There is a need to refocus on reducing risks and hazards (including proactive 
risk assessment) and providing wide accessibility to services and equity of outcome for patients, 

based on integrated and standardized health care protocols. Increased use of evidence-based 

guidelines and quality standards are enhancing factors for both quality and safety but also 
containing the costs of health services; these must therefore be ensured by further developing 

accreditation programmes and agencies. The support of information technology appears to be 

crucial in the appropriate implementation of quality and safety interventions at various levels of 

care. 

Health care performance is supported and monitored through various mechanisms. Reporting 

systems are in place for specific issues, such as blood safety and pharmaceuticals, which appear 

to be the most widespread. This requires a Region-wide consensus on general reporting 
mechanisms following an agreed classification. The experience of the existing reporting systems 

can be a good way of learning how to overcome various communication challenges. According 

to the survey, a functional reporting scheme should be voluntary, anonymous and confidential 

with respect to the identification of the person reporting. 

Reporting responsibilities are not always clear, and the unspoken fear of legal consequences 

often jeopardizes the process. The increasing degree of specialization of services and the 

expansion of private secondary and tertiary health care are linked to increased delegation of 

reporting duties from doctors to nurses and other categories of personnel. Feedback on the 
adverse event report, an important element of the learning culture, seems to be provided more 

often to patients’ reporting than to health care providers. 

Nevertheless, general data show that efforts are required to enhance team training and 
communication skills for health care workers to reduce potential information gaps or failures and 

to enhance cooperation within and between health and social services. 

Patient empowerment seems well on its way, with patient representation or participation at least 

in open consultation policy processes. Patient empowerment and the availability of general 
information related to health must be ensured, as these are shown to enhance the improved 

performance of health care and increase satisfaction. 

A systemic approach and long-term national involvement are needed to respond to national 
priorities. Patient safety, as an overarching issue, reflects the need for change towards a culture 

of safety as an integral component of the quality of health care. Raising awareness (without 

creating a blame culture) and increasing confidence in the system require overcoming barriers 

generated by low investment in system redesign, limited use of information technology and 
inadequately resourced or competent staff. 
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Concerted efforts are essential to develop active networks of providers able to share experiences, 
facilitate effective and efficient health care and support patient empowerment and public 

education. 

6. Emerging considerations 

Despite the existence of national policies targeting quality and safety issues, these do not appear 

to be coordinated under a single framework and their degree of implementation is not always 

clearly demonstrated. The ever-increasing demands on national health systems have delayed the 
effective translation of these policies into comprehensive strategies, with concomitant challenges 

for priority-setting. 

The general aim of all health systems is to improve health (15). Balanced integration of health 

system functions is critical to efficiently address the evolving issue of patient safety at the 
national level. Stewardship of the system sets the scene and should provide the political support 

but also evaluate and secure the necessary funding mechanisms and resources for high-quality, 

patient centred health services, a key to attaining and measuring health gain.  

Safety needs to be addressed with a systemic perspective that encompasses the broad 

understanding of direct and indirect effects of policy decisions and subsequent action at various 

levels and the links in between. 

Providing updated information in accordance with technical and managerial progress, supported 
by the promotion and application of evidence-based decisions at various levels (institutional, 

local and national), remains an underlying requirement in recognizing and ranking competing 

demands in the process of reform. 
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Both medical and non-medical services in health care must be given equal importance. This is 
related to their direct impact on efficacy of health outcomes and the mental well-being of the 

patient. Reinstating preventive medicine and primary health care to their real value in relation to 

hospital care is part of the process of enhancing integration of services and ensuring the 

continuity of care and a cross-sectional flow of (patient) information. 

Pondering the system’s capacity for delivery with the fluctuating patient demand and 

expectations raises particular challenges in the European Region, where two divergent 

approaches coexist in health care: increasingly sophisticated technologies and outdated 
historically based medical practices.  

Reducing the opportunities for errors to occur across the health care system and designing 

systems that mitigate the consequences of errors when these do occur are important steps in the 

process. The need for good reporting systems is recognized (full disclosure, feedback and 
corrective action): accessible databases responding to the complexity of the system, information 

exchange and shared experiences, and above all teamwork and team training. Communication 

and active involvement of patients, families and the community at large set the balance in the 
process of improving the outcomes of health care. The psychological weight of knowledge and 

empowerment can play a catalytic role among both physicians and other health care 

professionals. 

Safety is part of the quality agenda and therefore a dimension of the quality culture incorporated 
into the functioning structure of the system. There are standards of quality that may become 

ethical issues, requiring a change of attitude towards transparency in diagnosis and treatment as 

an expression of patient-centeredness in health care. 
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Defining patient safety indicators and measurement tools is part of the cycle of continuous 
improvement (process of monitoring, evaluation and adjustment) of the system and therefore part 

of the response to the constant need for information availability and flow (critical mass, access 
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and dissemination). Indicators often target disease, specific interventions shown to carry higher 
risks or resulting disability-adjusted life-years. The process of overall benchmarking at the 

national and institutional levels, combining patient turnover, related death rate, number and type 

of reported incidents and costing according to size, range and complexity of interventions can 

give relevant information on the weak links to be addressed. Comparative evaluation of events 
and multidimensional costing (compiling the resources implicated and the effectiveness of care, 

including patient satisfaction) could become priority assessment formulas. 

Safety can strengthen the sustainability of the system, by increasing consistency, consolidating 
image and generating financial gain, as shown by different interventions. The estimated costs of 

failure or non-compliance of health systems are huge, but these do not give the full picture of 

loss, which includes the affected system but also the institution, department, health professionals, 

patients and families. The calculation of the real costs of failure is often difficult to accept but 
can provide the required evidence for a strengthened drive towards safety interventions and 

actually translating existing political and professional commitment into practice. 

The economies of scale resulting from reducing failure are expected to be generated by 
integrating services, teamwork, enhanced communication and patient and consumer involvement 

– an overall systemic perspective and intervention chain that benefits health and the economy. 

The quality and safety culture requires broad commitment from both the organization and the 

community. The patient must be seen as a subject and actor in health system performance and 
outcome. 

Active patient involvement, extensive patient information and education dedicated schemes 

should support the accurate understanding of the potential and actual risks across health care. 

Proactive risk management should involve public perception as the recipients and generators of 
information. 

Training and education of health care staff in patient safety (quality and safety interventions 

including the human dimension) are needed to create a critical mass of informed, concerned and 
skilled individuals and teams. 

Coordinating the various partners and stakeholders as well as national and regional aggregation 

of data for analysis and use could provide a good background for action and call for methodical 

engagement in the mandatory stepwise change towards increased patient safety – a road map for 
better health and wealth. 
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Annex 1 

 

Pan-European patient safety survey questionnaire 

 

I. General information 

Country: 

Institution (please provide full denomination and address, telephone, fax and e-mail): 

Type of institution: 

Person completing the questionnaire (please provide full contact details): 

 

1. National policy and regulatory framework (please tick all that apply) 
1.1 Are safety and quality identified as priorities on the 
national health agenda? 

Yes □ No □ 

1.2 Can you indicate existing national laws, regulations or 
policies that support the national health agenda for patient 
safety and health care quality? 

Yes □ No □ 
If Yes, please specify 

1.3 Can you identify national agencies/bodies responsible for 
policy or regulatory oversight of quality and safety issues? 

Yes □ No □ 
If Yes, please name agency and 
indicate their role 

1.4 Is there a national programme in operation for 
� infection control? 
� safe use of pharmaceuticals? 
� safe clinical practice? 
� safe environment of care? 
� safe equipment? 
� others, please specify? 

1.5 Do you have reporting systems in place for health service–related undesired outcomes 
(incidents, accidents, errors) in 

� hospitals? 
� blood transfusion services? 
� outpatient services/community services/ambulatory services? 
� others, please specify? 
� no reporting systems in place 

1.6 If No, do you consider implementing one?  Yes □ No □ 
If Yes, please specify 
 

1.7 Are there any plans at national level for revision/update of 
existing legislation with respect to patient safety issues? 

Yes □ No □ 
 

2. National supporting structures for safety and quality (please tick all that apply) 
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2.1 Does a system of accreditation of health care settings exist 
in your country? 

Yes □ No □ Partly □ 

2.2 Are there information technology programmes in use in the health care settings that 
focus on 

� Pharmaceuticals (medication, prescribing)? 
� Patient identification? 
� Patient-linked information (patient file)? 
� Incident reporting? 
� Others, please specify? 

2.3 At health care facility level, do you have  
 

 National norms and quality standards? 

 Good working practices? 

 Evidence-based guidelines? 

 Preventive maintenance of equipment? 

 Auditing process? 

available in customary use 

�  �  

�  �  

�  �  

�  �  

�  �  

2.4 Are there inspection activities of health care services 
performed on a regular basis? 

Yes □ No □ 

If Yes, please specify 

 

3. National reporting mechanisms (please tick all that apply) 
3.1 Is there a national reporting scheme in place for: 

� General reporting of disease according to the International Classification of Diseases 
(ICD)? 

� General reporting of adverse events: 
� in health care settings? 
� in ambulatory services? 

� Dedicated reporting on specific issues: 
�  surgery? 
�  obstetrics? 
�  blood transfusion? 
�  drug administration? 
�  patient falls? 
�  others, please specify? 

3.2 What type of undesired events related to health care are reported: 
� adverse events (unintended harm to patients associated with their health care)? 
� errors (acts of omission or commission which lead to unintended patient harm)? 
� near misses (events which nearly caused harm to patients)? 
� hazards (potential threats to patient safety, such as unsafe practices, unsafe 

equipment etc.)? 
� sentinel events (a predefined set of events which lead to serious patient harm or even 

death)? 

3.3 Is reporting of undesired events related to health care 
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� voluntary? 
� mandatory? 
� anonymous? 
� confidential? 
� non-punitive? 

3.4 Is information from the reports analysed and used? Yes □ No □ 
If Yes, please specify  

3.5 Is feedback provided to the reporter? Yes □ No □ Partly □ 

3.6 Has the financial cost of adverse events been calculated? Yes □ No □ 
If Yes, please specify 

 

4. Limiting factors (potential factors that limit the success of a patient safety and health 
care quality programme) – please tick all that apply 
4.1 Please mark below all that apply 

� Unclear legal and regulatory framework for reporting 
� Limited funding dedicated to quality and safety 
� Need for hospital refurbishment 
� Insufficient information technology 
� Others, please specify 

 

II. Health professionals 

5. Reporting responsibilities (please tick all that apply) 
5.1 Is reporting of adverse events/failures usually performed in 

� Hospitals? 
� Emergency services? 
� Day care facilities? 
� Other, please specify? 

5.2 Who is responsible for reporting adverse events/failures? 
� Nurse 
� Physician 
� Other, please specify 

5.3 Are there any incentives (positive e.g. reward or negative 
e.g. sanction) to promote reporting? 

Yes □ No □ 
If Yes, please specify 

5.4 The adverse events usually reported are failures in 
� Drug administration 
� Clinical practice 
� Clerical errors (registration, identification) 
� Hospital ergonomics 
� Patient management 
� Other 

5.5 Are reports available to the public? Yes □ No □ Partly □ 



Patient safety in Europe 

Page 40 

 

5.6 Is reported data collected at national level? Yes □ No □ Partly □ 

 

6. Information/education of health care workers (please tick all that apply) 
6.1 Is updated professional information provided to health workers through 

 Opportunities for continuous professional education and training? 
 Team training? 
 Communication protocols? 
 Others, please specify? 

6.2 Is education to standardized vocabulary to be used in 
special circumstances provided to health workers (e.g. vital 
emergencies, terminal disease, others)? 

Yes □ No □ 
If Yes, please specify 

6.3 Is education on communication of clinical information to 
patients being provided to health workers? 

Yes □ No □ 
If Yes, please specify 

6.4 Have measures been taken to increase awareness of patient safety among health care 
providers? 

 Meetings 
 Publications 
 Alerts 
 Others, please specify 

 

7. Professional standards (please tick all that apply) 
7.1 Are there in place national or international codes of practice for 

� Medical professionals? 
� Nurses? 
� Paramedics? 
� Pharmacists? 
� Other? 

7.2 Are health care providers commonly using: 
 Evidence-based guidelines? 
 Quality and safety standards? 
 Protocols? 
 Programmes? 

7.3 Is guideline implementation supported by local measures? Yes □ No □ 
If Yes, please specify 
 

7.4 Is clinical performance monitored and periodically evaluated through 
 Competency assessment? 
 Implementation of clinical guidelines? 
 Internal quality control? 
 External quality assessment for 
 ?laboratories ٱ
 ?clinical practice ٱ
 ?prescribing practices ٱ
 ?others ٱ
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7.5 Are clinical procedures classified in terms of risk? Yes □ No □ Partly □ 

7.6 What is the number of working hours per month for 
 Physicians? ………………. 
 Nurses? …………………… 
 Technicians?……………… 
 Auxiliary staff?……………. 

 
8. Limiting factors (potential factors that limit the success of health professionals’ 
performance) – please tick all that apply 
8.1 Please mark below all that apply: 

� Limited availability of guidelines 
� Low level of competency assessment 
� Unclear responsibilities for the reporting process 
� No precise standards for reporting 
� Low proactive risk assessment 
� Other, please specify 

 

III. Patient involvement 

9. Patient reporting (please tick all that apply) 
9.1 Are patients encouraged to communicate expectations to 
health care professionals? 

Yes □ No □  

9.2 Is there a system in place for patient reporting of adverse 
events ? 

Yes □ No □ 

9.3 If Yes, please indicate the type of reporting: 
� Reporting in person 
� Reporting by mail 
� Electronic reporting (e-mail) 
� No precise system for reporting 

9.4 Is patient reporting analysed in conjunction with the 
reports coming from health care settings? 

Yes □ No □ 

9.5 Is there any feedback provided to patients as to their 
reports? 

Yes □ No □ 

 
10. Patient representation (please tick all that apply) 
10.1 Do patient representatives participate in the development 
of national health policies for quality and safety? 

Yes □ No □ 

If Yes, please specify 

10.2 Are patient representatives regularly invited to participate in the process of health services 
guideline development and safety standards in 

� National committees? 
� Reference groups ? 
� Open consultation process? 
� Other, please specify? 
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10.3 Are patients organized in national associations? Yes □ No □ 
If Yes, please specify 

 

11. Patient empowerment 
11.1 Are patients supposed to receive from the medical practitioner information on 

� Current condition? 
� Treatment options? 
� Factors influencing their health status? 
� Other? 

11.2 Are patients generally empowered in 
� Clinical intervention? 

 Education ٱ
 Information on the procedures and outcome ٱ
 Counselling for informed consent ٱ
 Shared decision-making ٱ

� Management of chronic disease? 
 Diabetes ٱ
 Hypertension ٱ
 Other ٱ

� Basic health needs? 
 Orientation about hospital services ٱ
 Day schedules ٱ
 Other ٱ

11.3 Is general information on factors influencing health 
largely available to the public? 

Yes □ No □ 
If Yes, please specify 

 

12. Limiting factors (potential factors that limit patient involvement in health care) 
12.1 Please mark below all that apply 

� Inappropriate patient demand 
� Inadequately resourced health care workers 
� Weak cooperation between health services and social services 
� Other, please specify 

 

IV. Identifying referral networks 

Please indicate the full name and contact details of other institutions (and of the responsible 
person) in your country involved in a direct or indirect manner in promoting and contributing to 
patient safety. 
 
Institution 
full name, address, telephone, fax and e-mail 

Type of 
institution 

Responsible person 
full contact details 
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Annex 2 

National  patient safety focal  points  

 
Albania 
 
Ehadu Mersini 
Hospital Directory 
Standards of hospital services sector 
Ministry of Health of Albania 
 
 
Andorra 
 
Meritxell Herreros 
Service de Pharmacie, des Produits et des Etablissements Santaires 
Ministère de la Santé, du Bien-Être Social et de la Famille 
 
 
Armenia 
 
Vardan Daveyan 
Pharmaceutical Organisation and Technology Procurement 
Ministry of Health of Armenia 
 
Ara Ter-Grigoryan 
State Health Agency  
Ministry of Health of Armenia 
 
 
Austria 
 
Maria Woschitz-Merkac 
Bundesministerium für Gesundheit und Frauen 
 
 
Belarus 
 
Edouard N. Glazkov 
Foreign Relations Department 
Ministry of Health 
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Belgium 
 
Pascal Meeus 
Acute, Chronic and Elderly Care Policy 
Organization of Healthcare Establishments 
FPS Health, Food Chain Safety and Environment 
 
 
Bosnia and Herzegovina 
 
Sinisa Stevic 
Agency for Accreditation and Quality Assurance 
Republika Srpska 
 
 
Bulgaria 
 
Tatiana Ivanova 
Development of Health Systems and Resources 
National Centre of Public Health Protection 
 
 
Croatia 
 
Mirela Busic 
Romana Katalinić 
Vesna Sokol 
Valerija Stamenic 
Board of Professional Medical Affairs 
Ministry of Health and Social Welfare 
 
 
Cyprus 
 
Evi Missouri 
Medical and Public Health Services 
Ministry of Health 
 
Rodothea Stavrinou 
Maria Evangelou 
Nursing Service Administration 
Ministry of Health 
 
 
Czech Republic 
 
Milena Kalvachova 
Department of Health Care 
Ministry of Health 
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Denmark 
 
Britt Wendelboe 
Bodil Bjerg 
Danish Society for Patient Safety 
Hvidovre Hospital, Department 423 
 
 
Estonia 
 
Mart Einasto 
Laine Peedu 
Tartu University Hospital 
 
 
Finland 
 
Mervi Kattelus 
Anne Nordblad 
Risto Pomoell 
Health Department 
Ministry of Social Affairs and Health 
 
 
France 
 
Anne Farge Broyart 
Dr Aronica 
Direction de l’Hospitalisation et de l’Organisation des Soins 
Ministère de la santé et de la protection social 
 
 
Georgia 
 
Giorgi Gegelashvili 
Committee of Healthcare and Social Issues 
Parliament of Georgia 
 
Eteri Kipiani 
Department of Health and Management of Emergency Situations 
Ministry of Labour, Health and Social Affairs 
 
Tina Turdziladze 
Pharmacy National Coordinator 
Ministry of Labour, Health and Social Affairs 
 
 



Patient safety in Europe 

Page 46 

 

Germany 
 
Hiltrud Kastenholz 
Referat 212A – Qualitätssicherung, Personal im Krankenhaus 
Bundesministerium für Gesundheit und Soziale Sicherung 
 
 
Hungary 
 
Ildiko Szy 
Department of Quality 
Ministry of Health 
 
 
Iceland 
 
Anna Björg Aradóttir 
Directorate of Health 
 
Margrét Björnsdóttir 
Ministry of Health and Social Security 
 
 
Ireland 
 
Brendan Phelan 
Department of Health and Children 
 
 
Israel 
 
Avi Israeli 
Ministry of Health 
 
 
Italy 
 
Alessandro Ghirardini 
Department of Quality 
General Directorate for Health Planning 
Ministry of Health 
 
 
Kazakhstan 
 
Ualihan Ahmetov 
Commitee of Quality Control of Medical Service 
Ministry of Health of the Republic of Kazakhstan 
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Latvia 
 
Kaspars Cirsis 
Division of Health Politics 
Department of Strategic Planning 
Ministry of Health of the Republic of Latvia 
 
Baiba Sveile 
Ministry of Health 
 
 
Luxembourg 
 
Danielle Schroeder-Fischbach 
Direction de la Santé 
 
 
Malta 
 
Mariella Borg Buontempo 
Quality Assurance Office 
 
 
Monaco 
 
Marie-Josée Vezolles 
Division de la Santé Publique 
Direction de l’Action Sanitaire et Sociale 
 
 
Montenegro 
 
Krsto Nikolic 
Slobodanka Krivokapic 
Ministry of Health, Labour and Social Welfare 
 
 
Netherlands 
 
G.J. Buijs 
Ministry of Health, Welfare & Sports 
 
 
Norway 
 
Sveinung Roren 
Division of International Affairs and Preparedness 
Ministry of Health and Care Services 
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Poland 
 
Barbara Kutryba 
National Centre for Quality Assessment in Health Care 
 
Piotr Warczynski 
Department of Health Care System Organization 
Ministry of Health 
 
 
Republic of Moldova 
 
Mihai Ciocanu 
National Centre of Public Health and Management 
Ministry of Health 
 
 
Romania 
 
Codrut Raduta 
Ministry of Health 
 
 
Serbia 
 
Snezana Simic 
Health planning and development 
Ministry of Health of the Republic of Serbia 
 
 
Slovakia 
 
Elene Marusakova 
Section of Medical Control 
Ministry of Health of the Slovak Republic 
 
 
Slovenia 
 
Natalija Berlec 
Ministry of Health 
 
 
Andrej Robida 
Health Sector Development and Coordination 
Department for Quality 
Ministry of Health 
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Spain 
 
Enrique Terol Garcia 
Health Planning and Quality 
Ministry of Health and Consumer Affairs 
 
 
Sweden 
 
Eva Stolpe 
Patient Safety Unit 
National Board of Social Welfare 
 
 
Switzerland 
 
Manfred Langenegger 
Quality Improvement Unit 
Swiss Federal Office of Public Health 
 
 
Turkey 
 
Saime Sedef Oguz 
General Directorate of Curative Services 
Ministry of Health 
 
 
United Kingdom 
 
Hazel Borland 
Clinical Governance and Patient Safety 
NHS Quality Improvement Scotland 
 
David Knight 
Clinical Quality/Patient Safety 
Department of Health 
 
 
Uzbekistan 
 
Irina Gorbunova 
Institute of Health 
Ministry of Health 
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Annex 3 

National  patient safety stakeholders  
as identi f ied by national  patient safety focal  points  

 
Albania 
 
Silva Bino 
Public Health Institute 
Tirana 
 
 
Andorra 
 
Association Andoranne pour la Maladie d’Alzheimer (AAMA) 
Association des Céliaques d’Andorre (ACE) 
Association de familiers des malades mentales 
 
 
Armenia 
 
V. Davidyants 
State Head Sanitary Doctor 
 
A. Vanyan 
State Hygienic and Anti-epidemic inspection 
Ministry of Health of Armenia 
 
 
Austria 
 
Elmar Bechter 
Amt der Vorarlberger Landesregierung 
 
Odo Feenstra 
Amt der Steiermärkischen Landesregierung 
 
Werner Hoffer 
Amt der Niederösterreichischen Landesregierung 
 
Christoph König 
Amt der Saltzburger Landesregierung 
 
Elisabeth Kremeier 
Landessanitätsdirektion 
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Claudia Krischka 
Amt der Burgenländischen Landesregierung 
 
Stefan Meusburger 
Amt der Oberösterreichischen Landesregierung 
 
Christoph Neuner 
Amt der Tiroler Landesregierung 
 
Gerhard Olexinski 
Amt der Kärntner Landesregierung 
 
Hans Serban 
MA-15 – Gesundheitswesen 
 
Josef Weiss 
Burgenländische Gesundheits- und Patientenanwaltschaft 
Eisenstadt 
 
Erwin Kalbhenn 
Patientenanwaltschaft Kärnten 
Klagenfurt 
 
Gerald Bachinger und Dr Alexander Ortel 
NÖ Patienten- und Pflegeanwaltschaft 
Pölten 
 
Rente Hammer 
Mag. Egon Dittrich 
OÖ Patienten- und Pflegevertretung 
Linz 
 
Mercedes Zsifkovics 
Salzburger Patientenvertretung 
Salzburg 
 
Renate Skledar 
Patienten- und Pflegeombudsfrau 
Graz 
 
Frau Kunzfeld 
zuständig für LKH Graz 
 
Johannes Pezzei 
Landesvolksanwaltschaft von Tirol 
Innsbruck 
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Gertrud Kalchschmid 
Patientenvertretung der Tiroler Landeskrankenanstalten GesmbH 
Innsbruck 
 
Veronika Rist-Grundner 
Bezirkskrankenhaus Reutte 
Ehenbichl 
 
Rudolf Pfister 
Vomp 
 
Konrad Moser 
Schwaz 
 
Brigitte Weirater 
Innsbruck 
 
Edith Battisti 
Innsbruck 
 
Ernst Fris 
beim BM für Landesverteidigung 
Vienna 
 
Alexander Wolf 
Patientenanwaltschaft Vorarlberg 
Feldkirch 
 
Felix Dünser 
Landesvolksanwalt von Vorarlberg 
Bregenz 
 
Walter Dohr 
Wiener Patientenanwaltschaft 
Vienna 
 
Volksanwaltschaft 
Vienna 
 
Gerald Bachinger 
Arbeitsgemeinschaft/Patientenanwälte 
St. Pölten 
 
 
Belarus 
 
Olga Eduard Adzerikho 
Republican Scientific-Practical Centre for Cardiology 
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Olga Vitalyevna Aleinikova 
Republican Centre for Child Oncology and Gematology 
 
Mikhail Konsta Kevra 
Belarussian State Medical University 
 
Iosif Viktor Zalutsky 
Research-Scientific Institute of Oncology and Medical Radiology 
 
 
Belgium 
 
Institut d'Hygiène et d'Epidémiologie Louis Pasteur 
Brussels 
 
Agence Fédéral de contrôle nucléaire  
Brussels 
 
Droits de patients 
Service Public Fédéral Santé publique 
Brussels 
 
Service Public Fédéral Santé publique 
Direction Générale Médicaments 
Brussels 
 
Service Public Fédéral Santé publique 
Direction Générale Soins de santé 
Brussels 
 
Surveillance des laboratories 
 
Assurance Maladie Invalidité 
Brussels 
 
Ecoles de santé publique 
 
Région Wallonne 
 
Communautés Flamande 
 
 
Croatia 
 
Ira Gjenero-Margan 
Infectious Disease Epidemiology Service 
Croatian National Institute of Public Health 
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Hrvoje Minigo 
Croatian Medical Chamber 
 
Mate Portolan 
Croatian Chamber of Pharmacists 
 
Sinisa Tomic 
Croatian National Institute for Medicines Control 
 
Zeljko Zubovic 
Croatian Dental Chamber 
 
 
Cyprus 
 
Athanasios Athanasiou 
Department of Labour Inspection 
 
Makis Constantinides 
Ministry of Communication and Public Works 
 
G. Frangou 
Commissioner for the Protection of Personal Data 
 
Petros Klerides 
Legal Office of the Republic 
 
Leda Koursoumpa 
Commissioner of Legal Issues 
 
K. Koutouroushi 
Ministry of Labour and Social Insurance 
 
Christos Loisides 
Ministry of Commerce, Tourism and Industry 
 
Mr Emilios Michael 
Cyprus Chamber of Commerce and Industry 
 
Lena Panayiotou 
Cyprus Employers’ and Industrialists’ Federation 
 
Christos Patsalides 
Ministry of Finance 
 
Soteris Soteriou 
Ministry of Health 
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Andonis Vassiliou 
Pancyprian Medical Association 
 
 
Czech Republic 
 
Ales Bourek 
Center for Healthcare Quality 
 
David Marx 
Czech Society for Quality in Health Care 
 
Ivan Stanek 
Joint Accreditation Committee of the Czech Republic 
 
 
Denmark 
 
Jens Kristian Goetrik 
National Board of Health 
 
Joergen Hansen 
National Board of Health 
 
Beth Lilja Pedersen 
Danish Society for Patient Safety 
Hvidovre Hospital, Department 423 
 
Steen Loiborg 
Ministry of the Interior and Health 
 
Jytte Lyngvig 
Danish Medicines Agency 
 
Statens Serum Institut 
Copenhagen 
 
 
Estonia 
 
Eve Pilt 
Estonian Patient Advocacy Association 
 
 
Finland 
 
Ulla Anttila 
Finnish Medical Association 
 



Patient Safety in Europe 

Page 57 

 

Ulla Idänpään-Heikkilä 
Maarit Outinen 
National Research and Development Centre for Health and Welfare (STAKES) 
 
Eva Ketola 
Finnish Medical Society Duodecim (Current Care) 
 
Annariitta Kottonen 
Finnish Dental Association 
 
Pertii Mustajoki 
Hospital of Peijas 
 
Pirjo Pennanen 
National Authority for Medicolegal Affairs (TEO) 
 
Petri Pommelin 
National Agency for Medicines 
 
Marjukka Vallimies-Patomäki 
Health Department 
Ministry of Social Affairs and Health 
 
 
France 
 
Haute Autorité en Santé 
Paris 
 
 
Georgia 
 
Givi Javashvili 
Georgian Health Law and Bioethics Society 
Health care Ombudsman Service 
 
 
Germany 
 
Dorthea Bronner 
Gemeinsamer Bundesausschuss 
 
A. Encke 
Association of the Scientific Medical Societies (AWMF) 
 
Günther Jonitz 
Vorsitzender der Qualitätssicherungsgem. der Bundesärztekammer 
Bundesärztekammer (BÄK) 
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Alexander Katalinic 
Gesellschaft der epidemiologischen Krebsregister in Deutschland e.V. 
Krebsregister Schleswig-Holstein 
 
Helga Kühn Mengel 
Patientenbeauftragte der Bundesregierung 
 
Günther Ollenschläger 
Guidelines International Network (G-I-N) 
 
Peter T. Sawicki 
Institut für Qualität & Wirtschaftlichkeit im Gesundheitswesen 
 
Ilja Stacke 
Deutche Stiftung Organtransplantation 
 
Sozialministerium Baden-Württemberg 
Stuttgart 
 
Bayerisches Staatsministerium für Arbeit und Sozialordnung, Familie und Frauen 
Munich 
 
Senatsverwaltung für Gesundheit und Soziales und Verbraucherschutz 
Berlin 
 
Der Senator für Arbeit, Frauen, Gesundheit, Jugend und Soziales 
Bremen 
 
Ministerium für Arbeit, Soziales, Gesundheit und Frauen des Landes Brandenburg 
Potsdam 
 
Behörde für Soziales und Familie 
Hamburg 
 
Hessisches Sozialministerium 
Wiesbaden 
 
Sozialministerium des Landes Mecklenburg-Vorpommern 
Schwerin 
 
Niedersächsisches Ministerium für Soziales, Frauen, Familie und Gesundheit 
Hannover 
 
Ministerium für Gesundheit, soziales, Frauen und Familie 
Düsseldorf 
 
Ministerium für Arbeit, Soziales, Familie und Gesundheit des Landes Rheinland-Pfalz 
Mainz 
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Ministerium für Justiz, Gesundheit und Soziales des Saarlandes 
Saarbrücken 
 
Sächsisches Staatsministerium für Soziales 
Dresden 
 
Ministerium für Gesundheit und Sociales des Landes Sachsen-Anhalt 
Magdeburg 
 
Ministerium für Soziales, Gesundheit und Verbracherschutz des Landes Schleswig-Holstein 
Kiel 
 
Thüringer Ministerium für Sozliales, Familie und Gesundheit 
Erfurt 
 
Bundesministerium für Familie, Senioren, Frauen und Jugend 
Berlin 
 
Bundesverband der Betriebskrankenkassen 
Essen 
 
Bundesverband der Innungskrankenkassen 
Bergisch-Gladbach 
 
Bundesverband der landwirtschaftlichen Krankenkassen 
Kassel 
 
Arbeiter-Erstazkassen-Verband e.V (AEV) 
Siegburg 
 
Verband der Angestellten-Krankenkassen e.V. 
Siegburg 
 
Bundesknappschaft 
Bochum 
 
IKK-Bundesverband 
Bergisch-Gladbach 
 
See-Krankenkasse 
Hamburg 
 
Medizinischer Dienst der Spitzenverbände der Krankenkassen (MDS) 
Essen 
 
Verband der privaten Krankenversicherung e.V. (PKV) 
Cologne 
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Sozialverband VdK Deutschland e.V. Verband der Kriegs- und Wehrdienstopfer, Behinderten 
und Rentner 
Bonn 
 
Sozialverband Deutschland e.V. (SoVD) 
Berlin 
 
Bundesarbejdsgemeinschaft Hilfe für Behinderte e.V. (bagh) 
Düsseldorf 
 
Bundesverband für Rehabilitation und Interessenvertretung Behinderter e.V. (BDH) 
Bonn 
 
Bundesvereinigung Lebenshilfe für Menschen mit geistiger Behinderung e.V. 
Marburg 
 
Bundesarbeitsgemeinschaft der freien Wohlfahrtspflege e.V. (BAGFW) 
Berlin 
 
Bundsarbejdsgemeinschaft der Senioren-Organisationen (BAGSO) 
Bonn 
 
Bundesverband privater Anbieter sozialer Dienste e.V. (bpa) 
Berlin 
 
Verband Deutscher Alten- und Behindertenhilfe e.V. (VDAB) 
Essen 
 
Arbeitergeber- und Berufsverband Privater Pflege e.V. (ABVP) 
Hannover 
 
B.A.H. Bundesarbeitsgemeinschaft Hauskrankenpflege e.V. 
Berlin 
 
Bundesverband Ambulante Dienste und Stationäre Einrichtungen (bad) e.V. 
Essen 
 
Bundesverband der kommunalen Senioren- und Behinderteneinrichtungen e.V. (BKSB) 
Cologne 
 
Deutscher Städtetag 
Berlin 
 
Deutscher Landkreistag 
Berlin 
 
Deutscher Städte- und Gemeindebund 
Berlin 
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Bundesarbejdsgemeinschaft der überörtlichen Träger der Sozialhilfe 
Münster 
 
Deutscher Berufsverband für Pflegeberufe 
Berlin 
 
Deutscher Berufsverband für Altenpflege e.V. (DBVA) 
Duisburg 
 
ver.di – Vereinte Dienstleistungsgewerkschaft e.V. 
Berlin 
 
Deutscher Gewerkschaftsbund (DGB) 
Berlin 
 
dbb Deutscher Beamtenbund und Tarifunion 
Berlin 
 
Bundesvereinigung der Deutschen Arbejdsgeberverbände (BDA) 
Berlin 
 
Kuratorium Deutsche Altershilfe Wilhelmine-Lübke-Stiftung e.V. (KDA) 
Cologne 
 
Deutsches Zentrum für Altersfragen 
Berlin 
 
Bundesinteressenvertretung und Selbsthilfeverband der Bewoherinen und Bewohner von 
Altenwohn- und Pflegeheimen e.V. (BIVA) 
Swisttal-Heimerzheim 
 
 
Hungary 
 
Molnar Pal 
European Organization for Quality (EOQ) 
MNB Health Group 
 
 
Iceland 
 
Leifur Bardarson 
University Hospital 
 
Sigurdur Gudmundsson 
Landlaeknir 
 
Rannveig Gunnarsdottir 
Icelandic Medicines Control Agency 
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Israel 
 
Daniel Gopher 
Research Center for Work Safety and Human Engineering 
 
The Standards Institute of Israel 
Tel Aviv 
 
 
Kazakhstan 
 
All health facilities are governmental and as such contribute directly to patient safety 
 
 
Latvia 
 
Egils Lavendelis 
Health Statistics and Medical Agency 
 
Aija Mezsarga 
Quality Control Inspection for Expert Examination in Medical Care and Ability to Work 
 
Ineta Zirina 
Health Promoting State Agency 
 
 
Luxembourg 
 
Marie-Lise Lair 
Centre de Recherche Public de la Santé 
 
Pierre Plümer 
Centre de Recherche Public de la Santé 
Henri Tudor Division 
Research Centre for  Healthcare Technologies 
 
Paul Weber 
Inspection du Travail et des Mines 
 
 
Malta 
 
Margaret Muscat 
St Luke’s Hospital 
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Monaco 
 
Olivia Keita-Perse 
Centre Hospitalier Princesse Grace 
 
Robert Scarlot 
Direction de l’Action Sanitaire et Sociale 
 
Comité de la Santé Publique 
 
Comité d’Hygiène et de Sécurité 
 
 
Montenegro 
 
Agima Ljaljevic 
Institute for Public Health 
 
Monsud Girbovic  
Dom Zdravlja Podgorica 
 
Nebojsa Cknogorac 
Montenegro Clinical Center 
 
 
Netherlands 
 
I.V. Bennekom 
Federation of Patients and Consumer Organisations 
 
G.T. Boshuizen 
A.W. Brocke 
Dutch Hospitals Association TRIP 
 
E. Gommers 
Stichting Harmonisatie Kwaliteitsbeoordeling in de Zorgsector 
 
H.B. Graatsma 
Nederlandse Verenigung van Ziekenhuis Apothekers 
 
J. Hansen 
Inspectie voor de gezondheidezorg (IGZ) 
 
K. van der Klundert 
Orde van Medisch Specialisten 
 
R. Luijk 
Consumentenbond 
 



Patient safety in Europe 

Page 64 

 

A.J. Mintjes 
Landelijk Expertisecentrum 
 
H. Molendijk 
Platform Patiëntveiligheid 
p.a. ZON MW 
 
J. Pleyte 
ZON MW 
 
Wim Schellekens 
Dutch Institute for Healthcare Improvement (CBO) 
 
H. Schouten 
St. Consument & Veiligheid 
 
S. Slagter 
Coördinatie Commissie ter bevordering van de Kwaliteitsbeheersing van het 
Laboratoriumonderzoek op het gebied van de Gezondheidszorg (CCKL) 
 
M. Sprenger 
National Institute for Public Health and the Environment (RIVM) 
 
A.C. v. Grootheest 
Pharmacovigiliance Foundation LAREB 
 
P.A. van Aken 
Arcares 
 
R. Coolen van Brakel 
Stichting DGV 
 
F. van der Heyden 
Nederlands Instituut voor Accreditatie Ziekenhuizen (NIAZ) 
 
S. van der Hof 
Prevention of nosocomial infections through surveillance (PREZIES) 
 
Cordula Wagner 
Netherlands Institute for Health Services Research 
 
 
Norway 
 
Øystein Flesland 
Norwegian Agency for Patient Safety 
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Poland 
 
Halina Kutaj-Wasikowska 
Polish Society for Quality Promotion in Healthcare 
 
 
Republic of Moldova 
 
Maria Bolokan 
National Agency for Assessment and Accreditation in Medicine 
 
 
Serbia 
 
Ministry of Health Quality Unit 
 
 
Slovakia 
 
The Health Care Oversight Authority 
General Health Insurance Company 
Spolocna zdravotna poistovna 
Chemicka zdravotna poistovna 
Vzajomna zdravotna poistovna Dovera 
Zdruzena zdravotna poistovna Sideria-Istota 
State Institute for Drug Control 
Slovak Office of Standards, Metrology and Testing 
 
 
Slovenia 
 
Bojana Filej 
Nurses Association of Slovenia 
 
Vladimir Pegan 
Medical Chamber of Slovenia 
 
Pavel Poredos 
Slovenian Medical Association 
 
 
Sweden 
 
Kaj Essinger 
Patient Insurance Organization 
 
Carina Svensson 
Swedish Federation of Municipalities 
 



Patient safety in Europe 

Page 66 

 

Switzerland 
 
Marc-Anton Hochreutener 
Fondation pour la sécurité des patients 
 
 
Turkey 
 
Refik Akten 
Division of Patient Rights 
General Directorate of Curative Services 
Ministry of Health 
 
Tevfik Özlü  
Hashayad Association 
 
 
United Kingdom of Great Britain and Northern Ireland 
 
Stuart Bain 
NHS National Services Scotland 
� Scottish Healthcare Supplies 
� Health Protection Scotland 
� Scotland Property and Environment Forum (PEFE) 
 
Douglas Philp 
Health and Safety Executive (HSE) 
 
Jacqui Roberts 
Scottish Commission for Regulation of Care 
 
David Steele 
NHS Quality Improvement Scotland 
 
Healthcare Commission – reports on the quality of NHS care and on independent healthcare 
Monitor – independent regulator in respect of Foundation Trusts 
National Patient Safety Agency (NPSA) 
National Institute for Health and Clinical Excellence (NICE) 
Health Protection Agency 
Medicines and Healthcare products Regulatory agency (MHRA) 
Clinical pathology accreditation (CPA) Ltd  
 
  
Uzbekistan 
 
All medical facilities of Uzbekistan 


