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Further inspiring data 

• Only 5% of incidents are adequately 
reported ( to avoid blame / litigation) 

• Medical error 3rd leading cause of death 
after cardiac and cancer deaths (US) 

• IC serious complications 75% related to 
infections, 40% of which are preventable 

• Perspective: AMR will kill up to 10 Million 
people p.a. extra (by 2050)    

   



  

Patient Safety, European Actors 
and policies  

• EU Council / Commission / Parliament 

 

• (DE, FR, IE, IT, NL), UK 

 

• WHO ( High 5s;WHA) 

 

• IMPO 

 

• Miscellaneous 



  

 



  

 



  

 



  

 



  

 



  

 



  

Aims of Permanent PaSQ Network in Europe 
 

– Share experiences to avoid duplication  

– Efficient implementation of good practices   

– Involve local, regional and national experts 
and stakeholders   

– Common principles for quality improvements 
initiatives in the EU member states.  

– Knowledge exchange and mutual learning via 
PaSQ web tools is credible alternative to 
European standardization.  

– Permanent network for PS and Q in the EU will 
contribute to patient involvement and 
empowerment, implementation of GCP, 
reporting and learning  



  

 



  

 



  

 



  

EP-Report on  
Safer Healthcare in Europe: improving patient safety 

and fighting antimicrobial resistance ( “Pedicini 
Report”) 

• 8-12% of patients in hospitals suffer adverse events 

• around 4 Million HCAI, of which 20-30% preventable 

• Worldwide 700.000 deaths by resistant infections 

• Estimated extra costs by 2050: 100,000 million EUR. 

 

= Unacceptable, unnecessary life and financial costs for 
society 

 



  

EP-Report on  
Safer Healthcare in Europe: improving patient safety 

and fighting antimicrobial resistance ( “Pedicini 
Report”) 

• Ensure appointments of managers, doctors and non-
medical staff free from political influence, but on merits 
and competences 

• Economic austerity should in no way affect the proper 
functioning of the system and health institutions 

• Monitor Adverse Effects / HCAI and ensure the use of the 
data  

• Adequate training for all health professionals in these 
issues and verify the effects of training 

• Independent institution to which all professionals and 
practicioners may report adverse events anonymously 

• Collective redress mechanism for claims of damage by 
HCAI or medical error  

• More appropriate use of ABs by campaigns and training 

 

 

 



  

 



  

Prof Soricelli highlighted the importance of a global approach 
towards patient safety, which involves procedural safety, physical 
safety, equipment safety, and healthcare staff safety. To 
implement such an approach, he strongly recommended the 
creation of  
 

 a specific patient safety programme within each 
healthcare setting, and the appointment of a dedicated 
and accountable ‘patient safety manager’  

  
 within the programme. The programme should clearly define: the 

quality objectives to be achieved; the mode and frequency of 
quality control checks to be performed; the relative level of 
accuracy of the instrumentation; the acceptance criteria of the 
test results; and the corrective measures to be undertaken in 
case of detection of abnormal situations.  

  Prof. Andrea Soricelli 



  

Patient Safety Global Action 
Summit 2016, London 

• World’s most respected leaders discussed the future 
of patient safety, around the Patient Safety 2030 
report  

 

• Holistic, system-based approach 

 

• Novel and innovative tools to safeguard care, 
including behavioural insights, digital health, and 
design  

 

• Learning from other industries and health systems 



  

4 Pillars of safety strategy 

• A systems approach 

 

• Culture counts 

 

• Patients as true partners 

 

• Bias towards action 



  

Emerging Threats to Patients 

• Increasingly complex cases 

 

• Increasingly complex care 

 

• Budget constraints 

 

• Antibiotic resistance 
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 The first step toward reducing patient harm is to understand 
the magnitude of the issue. This can only  be achieved with 
accurate reporting. In the UK, it is estimated that only 5% of 
incidents are adequately reported, largely as a result of 
attempting to avoid blame—that reporting an incident will 
lead to holding individual health-care workers solely 
responsible, and putting them at risk of litigation. 

 

Using antimicrobial resistance as an example, Sally Davies, 
Chief Medical Officer for England, highlighted the increasing 
gap between knowledge and implementation of patient safety 
measures, saying “if only we put into practice what we know, 
millions of lives could be saved”. 

 



  

Recommendations PS 2030 

• Leadership at all levels 

• Education and training traslating 
knowledge into practice 

• Digital solutions, with rigorous 
evaluation 

• Smartphones for measuring safety 
data 

• Changing behaviour is fundamental 

 



  

 

  



  

 



  

 



  

 



  

 



  

Status High 5s project  
(Leotsakos et al , 2014) 

SOPs established for 3 of the 5 risk areas:  

  - surgery on the correct bodysite  

  - medication reconciliation 

  - concentrated injectable medicines  

These SOPs are now being implemented and 
evaluated in multiple hospitals in 7 countries 

 

“Only the beginning of an exercise in behaviour 
management, asking care givers to adapt 
behaviour and environment to standardize care 
process”   

 



  

 



  

    



  

“Midsummary” for the hospital manager 

• Patient Safety now on the agenda of the highest 
international health policy podia 

• Gradual shift in attention: more towards infections 

• Initial emphasis on standardizations and international 
regulations 

• but increasingly on implementation and use of data for 
improvements; leadership, culture, attitude and behaviour.  

• This calls for a strong role of local hospital managers   

• Such role needs a work-out, development, training ( f.i. 
IMPO model for Quality and Safety ) 

• (btw the same holds for patient leadership and participation) 

 

 

 

 

 

 



  

The IMPO model 

• Inspired by Donabedian and EFQM 
management models, but more specific 
for healthcare organisations 

 

• Differentiates between management 
and processes, but emphasises their 
interaction 

 

 



  

4 Pillars of IMPO model 

• Inputs are all that is brought externally and 
internaly into the organisation 

 

• Management is a specific process: Processes of 
the daily work performed by (medical) staff but 
manegement oversees those processes 

 

• Outcomes should be patient-centred (containing 
all the effects of healthcare on patients and 
population) and should be of societal and 
macroeconomic relevance  



  

Miscellaneous 

 



  

 



  

 



  

IS-Pro Diagnostics 

 



  

“Black box” in the operating room 

 



  

Miscellaneous (2) 

• Transparency and openness about errors and calamities, 
including the heigth of fines/redresses 

• Registering and study of non-verbal communication 
behaviour between the doctor and patient in cabinet 

• Staff safety 

• Risk of Outsourcing 

• Patient Safety in Personalized medicine/ 
Pharmacogenomics 

• Collaboration with partners 

• Overdiagnosis ( thyroid, prostate, ovarial ca, etc) 
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