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Abstract

Improving patient safety has become a core issue for modern healthcare systems world-wide. Research has shown that as many as ten percent of hospital admissions incur some kind of serious harm, of which 50% are preventable. Patient safety errors also take place outside the hospital setting, in general practice, pharmacies and the community.  The cost of serious patient safety errors is counted both in human suffering for patients, their families and healthcare professionals, as well as the financial costs incurred by healthcare providers. The WHO and SIMPATIE convened an event to bring together experts in the field of patient safety to share the current initiatives taking place throughout Europe and to develop a consensus agreement for future action.  The participants agreed that although there was a considerable amount of research taking place in the field of patient safety across Europe, there was a need to increase the leaning about what interventions really add value in terms of changing culture, practices, processes and regulatory frameworks to improve patient safety. Participants identified a range of actions that would help move the patient safety agenda forward throughout the European region. They agreed there was a need to create a learning environment where people learn from each other and which  fosters research and development in the field of patient safety, to  develop a ‘common patient safety language’ and to consolidate the  collaborative patient safety projects in the WHO European region through developing a common Regional framework for action for patient safety.  
Introduction 
On the 5th and 6th September 2005 the WHO organisation, in collaboration with Safety Improvement for Patients in Europe (SIMPATIE), hosted an event in Copenhagen to review work being undertaken in the area of patient safety in healthcare. Fifty four participants from 17 countries across Europe subscribed the event.  
The scope and purpose of the event was to bring together stakeholders and key players from various organisations and institutions in the area of patient safety to share the work that is taking place across Europe on patient safety and to develop a consensus statement on patient safety. Current conceptual thinking on patient safety places prime responsibility on deficiencies in system design, organisational and operations, rather than individual providers of care.  Cultural issues, at multiple levels, reflect the need to move towards a culture of safety as an integral component of quality in health care. Appropriate reporting and learning mechanisms and their supportive regulatory frameworks are key factors in this process. Progress of action requires supporting work force and consumer involvement, promoting improvement, shared experiences, services and integrated international collaboration.  Information exchange between all stakeholders involved and concerted international efforts, with a broad system perspective, are essential.  
The objectives of the event were to:- 

·  Enhance ongoing communication bridging initiatives and projects for patient safety 
·  Build on existing networks and existing experiences at national and local levels 
·  Consolidate collaborative action for patient safety in the WHO European Region 

·  Take a further step towards developing a common regional framework for field action  

The Secretariat, for the WHO Regional Office for Europe, opened the event and welcomed participants. The event was chaired by Martin Fletcher and Hilary Coates from the WHO World Alliance for Patient Safety.
Background to SIMPATIE
SIMPATIE is a special research and development programme funded by the European Commission. The project aims to facilitate free movement of services and professionals by developing a Europe-wide commonality in methodology on patient safety for healthcare institutions. The programme is multidisciplinary and includes inputs from patient representatives.  The objectives of the project is to use Europe-wide networks of organisations, expert professionals and other stakeholders to establish, within two years, a common European set of vocabulary, indicators and internal and external instruments for improving safety in healthcare. 
 The project partners include:- 
· Council of Europe (CoE)

· Committee of European Doctors (CPME)

· Dutch Institute for Quality in Healthcare (CBO)

· European Society for Quality in Healthcare (ESQH)

· Haute Autorite de Sante (HAS)

· Standing Committee of the Hospitals of the European Union (HOPE)

· Long Term Medical Conditions Alliance (LMCA) 

Presentations 

Seventeen presentations on patient safety were delivered by speakers - of which 6 are ongoing European projects and initiatives on Patient safety - from a wide range of different backgrounds. The content of the presentations covered many aspects of patient safety and referenced much of the research that has taken place in the field of patient safety over the last decade. The presentations included examination of global health indicators, statistics on the number of serious adverse patient incidents that occur in healthcare, the reasons and causes for why patient safety errors occur, the cultural, systems and human factors associated with patient safety errors, the human suffering and economic factors that arise from patient safety errors, the drivers for improving patient safety and the methods, processes and practices that are being used, world-wide, to try to reduce the number of patient safety errors.  
Individuals who are actively engaged in the various patient safety initiatives throughout Europe gave an overview of their specific projects and discussed the objectives and preliminary findings for each of the different projects. Participants at the event were provided with the hand-outs notes for each presentation. The lists of speakers, together with the presentation topics, are set out in Appendix 1. At the event SIMPATIE launched its website www.simpatie.org. The programme and presentations will also be listed on this website.  
Work Groups  

Following the presentations the participants were invited to take part in work-groups.  Each of the three work groups was asked to consider and discuss the following three questions:- 

1. Identify the three key points/priorities for a European regional framework for patient safety
2. What systems and process are needed to make information on patient safety available and shared?

3. What is the role of the W.H.O. in relation to the Patient Safety agenda?

The consolidated output from each of the work groups was shared with all participants and this is set out in Appendix 2.  

There were a number of key common themes which emerged from the three groups.  Most participants stated that it was a priority a develop a common patient safety language across Europe, to define and support the development of a patient safety culture, to involve patients in developing improvements in patient safety, to recognise both the similarities and differences between European countries in relation to their needs for improving patient safety and to develop solutions that are flexible and adaptable to the different countries needs. They also believed it was important to understand the unique characteristics of Europe in terms of patient safety (especially the issues associated with the cross-border movement of patients and healthcare professionals) and to ensure patient safety education is integrated into mainstream professional training and development.  
Participants believed that the systems and processes that were required to support the patient safety agenda were to ensure that new knowledge and learning that arises from research and practice around patient safety was shared extensively through web-based technology, education programmes and cross-country/organisation collaboration in research projects. It was also felt that there could be value in developing common safety indicators across the European region and bringing the regional wide expertise in patient safety together, through a virtual patient safety observatory. 
It was recognised that for the patient safety agenda to advance further, more quickly, there was need to engage key stakeholders, both at local and regional level, this included raising the profile of patient safety as a key healthcare quality indicator.  
The role of the WHO in relation to patient safety was viewed as important in several aspects.  They were seen to have a leadership and co-ordinating role in moving forward the patient safety agenda throughout the European region. Participants believed there would be value in the WHO, in collaboration with other parties, developing a common Regional framework for action for patient safety.  

Recommendations 

Through the discussion undertaken in the work groups and in the plenary session, participants were able to formulate a number of recommendations for future action. These are set out below:-

· Enhanced ongoing communication to bridge initiatives and projects for patient safety 

· Building on existing networks and national/local experiences that support healthcare providers (including dialogue between professionals and managers) and consumer involvement 

· Fostering and integration of patient safety into all professional education programmes

· Consolidating collaborative action for patient safety in the WHO European Region towards developing a common regional framework for action 

· The WHO to further advocate and raise awareness of the importance of patient safety at decision making level, define regional agenda in collaboration with Ministries of Health and international stakeholders, and support in the collection and broad dissemination of effective information and tools  

The recommendations were incorporated into a consensus statement. 
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Presentations and Speakers 

	Presentation 


	Speaker 

	1. Looking at Patient Safety through Health Systems Prism
	Nata Menabde

Director, Division of Country Support

WHO Regional Office for Europe



	2. World Alliance for Patient Safety 
	Martin Fletcher and Hilary Coates 

World Alliance for Patient Safety

WHO 



	3. Health, Human Rights and Patient Safety for all 
	Piotr Mierzewski 

DG III Social Cohesion 

Health Department 

Council of Europe  



	4. Patient Safety Policies 
	Annette Riesberg – European Observatory on Health Care Systems and Polices 

Department of Healthcare Management 

Technische University, Germany 



	5. The SIMPATIE Project 

Safety Improvement for Patients in Europe 
	Gonny Pol 

Health and Social Care Quality Centre 

London 

UK




	6. The MARQulS Project 

Methods of Assessing Response to Quality Improvement Strategies 
	Rosa Sunol

The Donabedian Foundation 

Barcelona 



	7. Patient Mobility and Patient Safety 

e4P – Europe for Patients – Benefits and Challenges for European Patients     
	M. Rosemuller 

IESE Business School 

Spain 



	8. EuroSOCAP - Development of European Standards on Confidentiality and Privacy among Vulnerable Patient Populations 
	Sefik Gorkey, 

Marmara University
Turkey 




	9. WHO Europe Project 


	Valentina Hafner, 

Quality of Health Systems Programme 

WHO 



	10. Medicines and Patient Safety 


	Kees de Joncheere 

Health Technologies and Pharmaceuticals Programme 

WHO



	11. Patient Safety – An economic perspective 
	Suzette Woodward 

National Patient Safety Agency 

England 



	12. Patient Safety – Reporting systems and regulatory framework -  The Dutch experience 


	Beth Lilja 

Danish Society for Patient Safety, 

Denmark 



	13. How External Evaluation Mechanisms Contribute to Patient Safety


	Charles Bruneau, 

Haute Authorite de Sante 

France 



	14. Practical Aspects of Patient Safety 

   
	Jacques Oskam 

Netherlands 



	15. How  Can We Reduce the Number of Patient Safety incidents 
	Brian Capstick 

Capstick Solicitors 

London 



	16. Creating a National Network for Patient Safety – Synergies Between Public and Private  
	Marcia Pieralli, 

Gutenberg Foundation

Italy 



	17. Legible Writing – a ‘Handy’ Approach to Patient Safety 
	Inga Dubay and Betty Getty 

Portland State University 

USA 




Appendix 2 

Question 1 - Identify the key priorities for a European Regional Framework for patient safety  

	Group 1
	Group 2
	Groups 3

	· Improve safety culture – need to have high level terminology to take account of multiplicity of cultures within Europe

· Reporting culture - ? laws to help change

· Learning culture

· Safety Management Systems e.g. safety committees

· Common language and terminology

· Define what we all mean by a patient safety programme

· Define what we mean by risk etc and have agreed shared performance indicators to enable benchmarking

· Collaborative measurements

· Minimum dataset for region

	· Integrate patient safety training in pre & post educational programmes

· More focus on solution outcomes of patient safety initiatives (more positive view)

· Defining safety culture concert and promote it.

· Reporting and learning systems

· Empowering patients in medication safety.

· Other:

· European research on incidents

· Professional competence.

· Chancing design of providing care (more safety oriented)

· Patient-provider alliance 

· Incentives


	· Scope of the Region 

       - Diversity           ) Legislative 

       - Cross Boarder   ) Framework 

· Epidemiology – Factors 

       - Age Group          )

       - Chronic Care       ) Image/Media 

       - Reporting Issues )

· Integrating patient safety in management reports

· Protection of reporters  - (authors) 
      -  Media Reporting 

-  Basic indicators set  




	Group 1 (continued)
	
	

	· What does success look like?

· What value does a regional framework add on top of existing country wide work

· What is the added value of regional collaboration

· What is unique about Europe

· ?cross boundary patients
· Patient empowerment

· Regional Patient Safety Research 

· Mainstream patient safety

· Education and training at training schools and post graduate

· Embed within everyday work 

· Resource bank to help identify solutions that work

· Work with collaborating centers of WHO

· Careful about different countries needs;

· Outcome focused patient safety

· ‘Same problems – different solutions’

	
	· 


Question 2 - What systems and process are needed to make information on patient safety available and shared?

	Group 1
	Group 2
	Groups 3

	· Patient Safety Observatory

· Toolkits to download

· Diagnostics

· Research information

· Data shared across region

· Knowledge Management System

· Collaborating Centre

· Solutions

· Contextualised
· Generic themes – common problems

e.g. medication, medical devices, ID

· Web based repository and connections

· How do you get experiential knowledge?

· Issues of language links to Q1

· What is the stimulus for change?

· Political, research, clinician led, champions, associations, conferences

	· Campaigns + leaders in different countries - public relation expertise social market.

· Glossary

· Promote sharing of information of serious events among countries

· Formulate European objectives

· Registry of initiatives / research / tools

· Dissemination of good results / practices

· formulating criteria for good practice

· Disseminating learning

· what to solve?

· how to solve?

· barriers

· Recognition of authorship

· Database of stakeholders 

             -  defining, categorising, etc

· Website / newsletter on development

· Co-operation with media strategies

· Political will / budget

· Safety indicators


	· Information 

· Focal point/country

· Comparable data 

· One-click entry 

· Implementation 

· Variation in practice 

· Training & education 

· Incentives 

· Patient empowerment 




Question 3 - What is the role of the W.H.O. in relation to the patient safety agenda?

	Group 1
	Group 2
	Groups 3

	· Provide impetus, stimulus and lever for change

· Set goals

· Clarify concepts and definitions

· Enable all different countries to understand the different concepts and definitions

· Declarations

· Gather / collect information, process information and disseminate information
	· Campaigns + leaders in different countries - public relation expertise social market.

· Formulate European objectives

· Dissemination of good results/ practices

· formulating criteria for good practice 

· Database of stakeholders

· defining, categorising, etc


	· Awareness raising 

· Support through information 

· Web page 

· Agenda setting (working with institutions, international agencies)

· Networking (connecting focal points, inform about practice)
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