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NATIONAL CENTER FOR QUALITY ASSESSMENT IN 
HEALTHCARE(NCQA), 1994 - onwards; WHO CC 2006-2016

• Accreditation 

• Patient safety programs: Surgical checklist; Clean Care is Safer Care; Medication Reconcilliation, Patient 
Safety Curriculum; Medication Safety

• Quality indicators (PATH system, OECD HCQI,)

• Patient opinion surveys (PASAT)

• Staff surveys (SAPER)

• Decubitus register

• Evaluation of high specialty procedures

• National ranking of hospitals „Safe Hospital”

• Partnership in EU projects (Marquis, Handover, Joint Action on Patient Safety and Quality of Care, Human 
Capital projects)

• Annual conference „Quality in Healthcare” since 1995

• Education  and training in quality for healthcare professionals, managers and teams



Law on quality improvement
and patient safety to be in 
force by December 2018



Staffing levels









PATH PROGRAM
www.pathqualityproject.eu



„Higiena rąk to bezpieczna opieka”HAND HYGENE IS SAFE CARE
(CLEAN CARE IS SAFER CARE)







SURGICAL CHECKLIST

IN POLAND

Adaptation, pilot

• 2009, General Surgery

• Support: TChP, PTAiIT, TPJ

• 08.2011  Recommendation to use by MoH

• 2013 adaptation for 7 surgical specialties; 

recommendations by national consultants.

• 19.08.2015 legislation for mandatory

checklist use since 1.09.2015



Removed healthy kidney instead of the ca kidney

26 July 2011 | 01:00 

W Centrum Onkologii w Warszawie pacjentowi wycięto zdrową nerkę.
Czy to zdecydowało o nagłym odwołaniu dyrektora prof. Macieja Krzakowskiego? 



Outstanding doctors’ errors. Patient’s healthy kidney removed! The second time!!!                                                                           

May 12, 2015



SCC is beaurocratic, useless burden if
mandated top down and done prior to 
or after surgery



"Checklists play a role, but they're not a magic bullet," 

said James P. Bagian, MD, chief patient safety officer

at the Veterans Health Administration, where he helped

pioneer the use of checklists in medicine to avoid 

wrong-site surgeries. 

"We use them to drive a conversation, but that conversation

needs the participation of the people involved in

a meaningful way. If it's just going to be done pro forma, 

you might as well talk about who did what in snowboarding

in the Olympics.” 



MEDICATION RECONCILLIATION
OR

AGREEING THE MEDICATION LIST

SOP IMPLEMENTATION
AND PROCESS EVALUATION







MEDIA COVERAGE OF PATIENT HARM



What do we know about patient safety?

• Lack of adequate patient care
on weekends and/or holidays

• Sudden, unexpected patient death after a 
simple surgery

• Heavy complications, not anticipated by a 
patient nor patient’s family

• Lack of effective doctor-patient communication

Prof. B.Świątek, Dept. of Forensic Medicine, 

Medical School, Wroclaw,1994; updated 2005



European Union Street….


