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A patient safety package published on 19 June 2014 by the European Commission highlights how the Commission
and EU countries are addressing the challenge of patient safety, progress made since 2009 and barriers to overcome
to improve patient safety as foreseen in a Council Recommendation 2009/C 151/01 (785 KB) (.2

Patient safety package

It consists of the following documents:

The Commission's second implementation report (837 KB) G.J

- Infograph “Patient Safety in the EU: 2014" ) (407 KB) - 2-sided print version fE) (2 MB)

= Public consultation on patient safety and quality of care

= Eurobarometer survey testing citizens' perception of quality of care and patients' experience with healthcare.

= Key findings and recommendations on Reporting and learning systems for patient safety incidents across Europe
(488 KB). Report of the Patient Safety and Quality of Care Working Group of the European Commission

- Key findings and recommendations on Education and training in patient safety across Eurnpe (2 MB). Report
of the Patient Safety and Quality of Care Working Group of the European Commission

= Press release

http://ec.europa.eu/health/patient safet olic ackage en.htm



Implementation by actions
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Implementation by countries
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More than half of all respondents to EU survey think it is likely
patients could be harmed by hospital care in their country

QC6a. How likely do you think it is that patients could be harmed by hospital
care in (OUR COUNTRY)? By hospital care we mean being treated in a hospital
as an outpatient or inpatient.

@ Very @ Fairly @ Notvery @ Notat Don't
likely likely likely all likely know

Inner pie : EB72.2 Sept.-Oct. 2009
Outer pie : EB80.2 Nov.-Dec. 2013 @ EU28



Areas to improve

Education and training Reporting incidents
of healthcare workers and learning systems
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Areas to improve

Patient empowerment
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Progress made, more needed

d Awareness raised at political level, patient safety
embeded in national policies and legislation

d Good climate to improving patient safety in the EU

 Patients better aware of possibilities of reporting
adverse events

BUT
d Lesser impact at healthcare setting level
d No systematic follow-up of reported adverse events

A Citizens still not confident about quality and safety
of healthcare



Directive on the application of patients’
rights in cross-border healthcare

The Directive 2011/24/EU on the application of
patients' rights in cross-border healthcare promotes:

e Transparency for patients

Information about safety and quality standards and
guidelines available for patients and healthcare
providers

o Information about healthcare providers

Refusal of prior authorisation if doubts over quality
and safety of a healthcare provider

o Cooperation of Member States

On standards and guidelines on quality and safety
]



Suggested follow-up measures

1. A common definition of quality of care and support for common

terminology, common indicators and research on patient safety,
2. EU collaboration on patient safety and quality of care;

3. Guidelines on how to provide information to patients on quality
of care;

4. EU guideline on how to build patient safety and quality of care
standards,

5. Reflection on the issue of redress as provided for in
Directive 2011/24/EU),

6. Encouraging training for patients, families and informal carers;

7. Encouraging reporting as a tool to spread a patient safety

culture. —
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2015 = Reflection with Member
States and stakeholders within the
Patient Safety and Quality of Care
Working Group on:

1. What next?
2. In which form?



