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1. INTRODUCTION

SIMPATIE

SImPatIE = Safety Improvement for Patients In Europe

Work package no 2 of this project is Mapping patient safety efforts in 20 European countries.
Objectives
The main goal of the Mapping exercise is to develop a systematic overview of activities related to patient safety in European countries. This information will be made accessible through web based communication. Activities relate to creation of a systematic, easily accessible, knowledge repository related to legislation, regulation and actions in European states directed towards improvement of patient safety. 

Deliverables

· Web based knowledge resource on patient safety activities and practice

· Published overview report 

· Best practice compendium (web-based)
What to map

On the 3rd of April 2005 the reference group (the “brains”) of the Mapping exercise have discussed what to map and how to map (see the report of this meeting). Everybody agreed that a framework would be helpful to order and to limit the amount of information. 
While discussing the practical use of the framework, all kinds of alternative raised. The final conclusion was that there will never be an entirely satisfying framework. It is better just to start and during the process improve the concept.
2. FRAMEWORK 
Matrix

The framework, as proposed in this document, is set up after the brainstorm and discussion of the reference group and is inspired by the framework which the Dutch allied health professionals have used for their quality policy*. 
The proposed framework is a matrix with two dimensions, each having three levels:
· The product: system design, improve and control
· The actors: national bodies concerned with healthcare, specialist patient safety organisations and local healthcare organisations
Definitions

To ensure consistency it is important to give as clear as possible definitions of the levels. 
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Product

By defining patient safety as a product one can distinguish three levels (levels which are comparable with the ISO-systematic): system design, improve and control, with patient safety combining in the three (see figure).
The word ‘Design’ has a lot of synonyms:
· the verb: to create, to invent, to make, to conceptualize and to construct

· the noun: idea, intention, aim, goal, plan and planning
In the matrix ‘System Design’ is meant to cover everything that specifies safer patient care systems in some way, for example laws, regulations, standards or guidelines.

The word ‘Improve’ has even more synonyms: to get better, to progress, to update, to renew. Related to quality, all these words are inherent to the quality circle, an ongoing process that moves to perfection.
To ‘Control’ has the most synonyms as well positive as negative. In the context of this document the following (positive) ones are used:

· the verb: to check, to test, to verify, to inspect

· the noun: surveillance, watch, care, management

Control has to do with ‘holding the gains’ or ‘keep on track’.

Actors
In the arena of patient safety there are three levels of actors: national bodies concerned with healthcare, specialist patient safety organisations and local healthcare organisations.
	National bodies concerned with healthcare:

· Politicians

· Regulators

· Insures

· Alliances for professionals

· Consumer platforms

· ………………………

	Specialist patient safety organisations:

· Researchers/academics

· Educational institutes

· National agencies

· Patient safety specialised organisations

· Quality for healthcare organisations

· Alliances for patients

· ………………………


	Local healthcare organisations:

· Healthcare organisations
· Chief executives & Managers

· Professionals

· Quality & Risk managers

· Patients

· ………………………




The combination of product and actors results in a 2-dimensional framework cq matrix with nine compartments of activities. 
	Level of targets (
	Level of actors
(
	NATIONAL BODIES CONCERNED WITH HEALTHCARE
	SPECIALIST PATIENT SAFETY ORGANISATIONS
	LOCAL HEALTHCARE ORGANISATIONS

	SYSTEM

DESIGN
	Activities
at national level that contribute the design of safer patient care systems

	Activities
in specialist organisations that contribute the design of safer patient care systems

	Activities
at local  level that contribute the design of safer patient care systems

	IMPROVE
	Activities
at national level that contribute the improvement of safer patient care systems
	Activities
in specialist organisations that contribute the improvement of safer patient care systems

	Activities
at local  level that contribute the improvement of safer patient care systems

	CONTROL
	Activities
at national level that contribute the control of safer patient care systems

	Activities
in specialist organisations that contribute the control of safer patient care systems


	Activities
at local  level that contribute the control of safer patient care systems


3. FOR EXAMPLE
Below is a first draft framework based on the brainstorm of the reference group on the 3rd of April. It is meant to start the discussion and thinking towards an usable concept..
	Level of targets (
	Level of actors
(
	NATIONAL BODIES CONCERNED WITH HEALTHCARE
	SPECIALIST PATIENT SAFETY ORGANISATIONS
	LOCAL HEALTHCARE ORGANISATIONS

	SYSTEM
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SYSTEM 

DESIGN

IMPROVE

CONTROL

PS

SYSTEM 

DESIGN

IMPROVE

CONTROL

DESIGN
	· Laws & regulations

· Taxonomy / Classification

· Communication

· Surveys

· Campaigns

	· Education

· Agencies / bodies

· Literature

· 
	· Taxonomy & Classification

· Culture

· Incentive system

· Confidentiality

· Communication between professional

· Communication patient (professional
· 

	IMPROVE
	· Standards & guidelines

· Reporting systems

· Analyzing systems

· Solutions

· Patient information

· Research
· 
	· ICT-system

· Quality methods, a.o. peer review systems, breakthrough)

· Tools

· Innovations 

· Patient education

· Research
· 
	· Reporting systems

· Analyzing systems

· Quality methods, a.o. peer review systems, breakthrough)

· Improvement actions

· Discussions points

· Safety officers & Risk managers

· Patient information

· Patient involvement

· Research
· 

	CONTROL
	· Patient information

· Networks

· Experts

· Priorities on national health agenda

· Rating systems

· Indicators 

· Accreditations systems
· 
	· Topics, e.g. infections, pharmaceutics, ……

· Benchmark system

· Topics

· Examples

· Specialised professionals

· Empowerment issues
· 
	· Best practices 

· Control systems

· Indicators 

· Data

· Complaint systems

· 


4.  DISCUSSION & NOTES
Some notes and points for discussion and/or feedback:

1. The framework can be used for these different purposes:
· to give an overview

· to give direction for questions

· to exchange information 

· to use as a diagnostic instrument

· to use for self assessment 

· to use for rating?
· …………………………

2. This framework is to be seen as a resource or an instrument to help order the items. There will always be a discussion because of the overlap of the compartments.

3. The definitions within the framework have to be very clear. Every country has to understand them from their own perspective. If words fall short, it may be necessary to define an extra compartment. 
Please read the framework very carefully and try to edit them to suit your own perspective. It is useful if you send us information on all kinds of material which you think might be useful in any way.
London, the 5th of May 2005
Gonny Pol, 

also in the name of Andrew Corbett-Nolan
Health & Social Care Quality Centre

3 - 5, Lambeth Road

London SE1 7DQ

Tel: (+44) 020 7582 7100

Mob: (+44) 078 3458 3695 

Fax: (+44) 020 7582 7545

Email: gonny@carequality.org 
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* Timmermans, Sluijs, Dekker, den Hartog “Kwaliteitsbeleid Paramedische Beroepsgroepen”, CBO/NIVEL, 1994, ISBN 90-6905-247-4
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