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EDITORIAL 
 

In the last couple of months, 
PATH-II was completed with 
data analysis and reports pro-
duced at the international level, 
while PATH’09 was recently 
developed and now unfolds 
with the recruitment of new 
countries and hospitals. At this 
intersection between PATH-II 
and PATH’09, we are pleased 
to present you with this News-
letter which including results 
and recent activities in PATH-II 

countries and the main orienta-
tions for PATH’09. We are es-
pecially honoured to present 
and have the opportunity to 
welcome newcomers to PATH.  
Please take some time to review 
the PATH IV Newsletter. 

 By now all hospitals have re-
ceived their reports and Coun-
try Coordinators are initiating 
or continuing local meetings 
focusing on interpretation of 
the results to identify potential 
for improvement and share best 
practices. 

This Newsletter owes much to 
the hospitals and Country Co-
ordinators who present experi-
ences related to data collection 
and analysis, and to implemen-
tation of actions for improve-
ment, starting with two indica-
tors: c-sections and antibiotic 
prophylaxis. Their description 
of the situation is balanced, 
sometimes critical as they do 
not hesitate to expose some 
controversial results.  But they 
not only highlight the need for 
improvement in a noteworthy 
effort of transparency; they also 
indicate ways forward and 
achievements. In the descrip-
tion from different countries, 
we note important variations 
and the crucial role of an “ena-
bling environment” to sustain 
improvement activities. 

PATH’09 was redeveloped to 
build on the lessons learnt in 
PATH-II and on the numerous 
ongoing activities in the field of 
quality measurement in Europe.  
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The set of indicators for 2009 
was reviewed and includes some 
new indicators while others 
were discarded.  The new orien-
tations as well as the indicators 
are presented in this Newsletter 
and will be discussed during the 
kick-off international coordina-
tion workshop in Ljubljana, 12 -
13 March to discuss and learn 
more about the details. You will 
find more information about 
this event as you read. Invita-
tions and registration forms will 
be sent to the respective Coun-
try Coordinators.  

We are very honoured to wel-
come the new enthusiasts of 
performance measurement who 
have decided to work with 
PATH’09. You will find below 
their profiles and contact de-
tails. Their presence adds much 
to the multicultural climate in 
the PATH community. This 
enhanced interest in PATH 
confirms the new orientations 
defined in PATH’09 with 
a reiterated focus on respon-
siveness to hospitals and local 
capacity building, with 
a strengthened role for the 
Country Coordinator to bring 
data analysis closer to data col-
lection, as well as using PATH 
as a channel for dialogue be-
tween stakeholders and to make 
explicit some strategic priorities 
on quality  . This keen interest is 
also generated by an increased 
awareness  throughout Europe 
of the need not only to collect 
data but to use them, building a 
culture of measurement and 
providing incentives for con-
tinuous improvement.  PATH 
derives from and contributes to 
this increased awareness.  These 
values and actions are made ex-
plicit in the Vienna Statement 
on Performance Assessment in 
Hospitals, to be endorsed by 
members of the PATH com-

munity. And with the signature 
of the Tallinn Charter on 
Health and Wealth all 53 WHO 
Member States committed to 
accountability and transparency, 
performance measurement, 
cost-effectiveness, high quality 
and safety.  This trend is here to 
stay and to grow further, the 
train is on track, so pack your 
bags (with PATH tools) and….. 
enjoy the trip!  

This Newsletter is a tool for 
communication among all 
members of the PATH com-
munity.  It is your tool. So 
please do not hesitate to send 
us your reactions, experiences, 
comments, and suggestions. 
We look forward to hearing 
from you, and hope you enjoy 
reading further. 

Editors 

PATH  LOGO 

 

WHO Performance Assessment Tool 

for Quality Improvement in Hospitals.  

A project of the WHO Regional Office 

for Europe. 

All PATH hospitals are allowed 
to use this logo (complying with 
the criteria as specified in the 
letter of understanding).  

REPORT ON INTERNA-
TIONAL  
PATH CONFERENCE  
IN VIENNA 

The Vienna Conference 
on Performance Assess-
ment in Hospitals 
was held on July 3rd and 4th 2008 
and attended by 150 partici-
pants from 30 countries. It was 
organized by WHO Europe, 
WHO CC Krakow, IQMS and 
the University of Vienna, the 
latter two of whom were indeed 
grand hosts. The event was an 
excellent opportunity for the 
PATH community gathering, 
which welcomed many new-
comers who expressed their 
interest in the model. 
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The Vienna PATH conference 
provided a forum for exchange 
among experts, academicians, 
and PATH users and to present 
PATH to potential interested 
parties. The most valued par-
ticipants were country and hos-
pital coordinators, who came 
forward to share and learn from 
their experiences and reflec-
tions. The relations and interac-
tions initiated in Vienna will 
hopefully translate into sustain-
able commitment to perform-
ance measurement for im-
provement with PATH or any 
other available model. 

The speakers and presenters 
highlighted the issues of com-
plexity of performance meas-
urement, the challenges ahead 
and the variety of solutions 
proposed in the different set-
tings. They also discussed how 
to move forward and develop 
creative and custom-made solu-
tions, assure accountability and 
transparency, define the scope 
of use of indicators, incentives 
for improvement, roles and re-
sponsibilities of the different 
stakeholders in performance, 
and, most of all, the future of 
PATH.  

We shared and reflected on 
PATH developments in the 
past; Jeremy Veillard and Ann- 
Lise Guisset from the WHO 
Regional Office for Europe 
provided an overview of what 
PATH might look like in the 
future. 

Thus, PATH’09 will take on the 
role of intensive in-country 
work with a modified set of in-
dicators, data collection and 
analysis on the national level. It 
will carefully plan and imple-
ment improvement activities. 
With the new countries in-
volved, it will be exciting to see 

how PATH can contribute to 
performance management and 
quality improvement in differ-
ent hospitals in a country. 
PATH’09 will be positioned to 
fit one’s own national context. 

All the above may be found in 
the final conference document, 
and the Vienna Statement on 
Performance Assessment which 
is included in this Newsletter. 

Presentations from the PATH 
Vienna conference are available 
at www.pathqualityproject.eu. 
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VIENNA STATEMENT 
 

 

VIENNA STATEMENT ON HOS-
PITAL PERFORMANCE ASSESS-
MENT 

2nd International WHO Con-
ference on PATH, 4 July 
2008, Vienna  

Health systems in the European 
region are under growing pres-
sure to optimize their perform-
ance so as to meet the health 
needs of the populations in-
creasingly calling for more ac-
countability and transparency. 
Functions carried out by hospi-
tals are an integral part of and 
contribute to the performance 
of health systems. Incentive 
mechanisms encourage health 
care providers to improve their 
contribution to population 
health and to the quality of ser-
vices delivered to patients. 
Monitoring and evaluation 
mechanisms such as external 
assessment, economic incen-
tives, public reporting and in-
ternal continuous quality im-
provement tools are increas-
ingly used to support quality 
improvement, accountability 
and transparency in hospitals. 
In this context, hospitals strive 
to continuously improve the 
quality and efficiency of their 
services and thereby contribute 
to strengthening health systems. 

We, the members of the 
PATH network,  

Recognize that equity, solidar-
ity, and participation are core 
values of WHO Member States 
as stated in the Tallinn Charter 
on Health Systems, Health and 

Wealth, and that accountability 
and transparency are essential to 
promote these.  In particular, 
we recall the commitment made 
by the Member States of the 
WHO European Region 
through the Tallinn Charter on 
Health Systems, Health and 
Wealth to promote transpar-
ency and to be accountable for 
health system performance to 
achieve measurable results.  

Endorse these values and 
commitments and encourage 
the evolution towards more 
hospital accountability.  

Recognize that a comprehen-
sive and holistic view of hospi-
tal performance which goes be-
yond traditional concepts of 
single performance dimensions 
is necessary to adequately re-
spond to the needs of the popu-
lation; that patients are central 
to all health care processes and 
that as such they must be em-
powered to contribute to hospi-
tal performance improvement 
processes; and that mechanisms 
should be developed to involve, 
motivate and enable profession-
als to function in teams and 
maximize their contribution. 

Declare that we are committed 
to quality. Quality is a high level 
of performance which assumes 
a state of functioning that cor-
responds to societal, patient, 
and professional norms. It 
should be based on professional 
competences in applying exist-
ing knowledge, maximizing the 
use of available technologies 
and resources, increasing effi-
cient use of resources, minimiz-
ing risk to patients, promoting 
patient centeredness and work-
ing towards optimal health out-
comes. Within the health care 
environment, hospitals should 
be responsive to community 

needs and demands, integrate 
services in the overall delivery 
system and commit to health 
promotion. Hospital perform-
ance should be assessed in rela-
tion to the availability of hospi-
tal services to all patients irre-
spective of cultural, demo-
graphic, economic, physical and 
social barriers. 

Believe that performance as-
sessment is a cornerstone to 
quality improvement processes 
and that while there are varia-
tions in the way performance 
measurement is currently used 
for performance improvement 
in European hospitals, it is im-
portant that performance as-
sessment tools be adapted to 
the diversity of needs across the 
Region. It must be aligned to 
the strategic orientations of 
each hospital and should be 
embedded in its local context, 
thereby helping to test and re-
vise the hospital’s strategies.  

Believe that quality improve-
ment is further facilitated by 
learning from other hospitals, 
countries and professions. We 
support a collegial and con-
structive dialogue and believe 
that the PATH network is an 
appropriate mutual learning en-
vironment to identify interna-
tional best practices. 

Assume that the effort by hos-
pitals towards continuous qual-
ity improvement is recognized 
and financially supported and 
that appropriate information 
systems are in place. 

Understand that hospitals are 
only one of many actors in 
complex health systems and 
that they need to coordinate 
their efforts with other stake-
holders and sectors. 
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PATH II ONGOING AC-
TIVITIES, RESULTS AND 
LESSONS LEARNT  
 

A look at the PATH-II indica-
tors results and lessons 
learnt 

Introduction 

With data analysis completed at 
the international level and 
PATH-II final reports sent to 
the country coordinators, this 
article reflects on the main re-
sults and lessons learnt from 
this exercise. We take a critical 
look at the data to build on its 
limitations as well as on its suc-
cess. Indeed, those results raise 
a number of issues in terms of 
data collection as well as data 
analysis. This is a natural learn-
ing process that has been de-
scribed in national systems for 
monitoring quality and that 
should not undermine the value 
of PATH. What remains essen-
tial in PATH is also its potential 
for raising awareness and for 
actions. Those have been dem-
onstrated in a number of in-
stances, even before any inter-
national data analysis were 
brought to the countries and 
hospitals.  

Two indicators –c-section and 
antibioprophylaxis– are the fo-
cus of the Newsletter. In this 
article, we describe and discuss 
the main results for both of 
them in more detail. Both pro-
vide a good illustration of many 
of the limitations and achieve-
ments in PATH-II. For ease of 
reference, the definition, ration-
ale, limits and strengths of the 
indicators and support to inter-
pretation are provided in figures 
1 and 2.  

Overview of indicators col-
lected 

International analysis and re-
ports were provided for 12 of 
the 17 core indicators. No re-
ports were made available for 
the remaining 5 indicators be-
cause of either their nature 
(qualitative responses –often in 
the local language– regarding 
surgical theatre use and absen-
teeism), either wide differences 
in operational definitions or 
tools for data collection or re-
porting format (results on pa-
tient surveys, training expendi-
tures, excessive working hours). 
For these indicators, it is advis-
able to have results synthesized 
and discussed at a national level. 
This national approach sup-
poses the active role of the na-
tional PATH Country Coordi-
nator and hence direct access to 
the raw data provided by the 
hospitals. The analysis of the 
qualitative indicators is espe-
cially problematic. As it seems 
the questions were not suffi-
ciently specific, responses di-
verged greatly in their nature, 
even within a country.  

���� Lessons learnt: Restrict 
PATH’09 indicators to quantitative 
indicators. Qualitative questionnaires 
might be provided in addition, as a 
support to interpretation of results, to 
give added meaning to the results, or 
to describe the structure and process 
and initiate benchmarking also on 
structures and procedures. 

Table 1 summarizes the sample 
size (number of participating 
countries, number of hospitals, 
and number of observations) 
for all 12 “international” indica-
tors in the core set. It is notable 
that only two indicators (C3 
mortality and C8 length of stay) 
were reported by a minimum ¾ 
of the sample. This observation 

undermines the assumption that 
core indicators “are relevant to 
all contexts and represent a low 
burden of data collection” and 
are expected to be collected by 
all participating hospitals. 

����Lessons learnt: The distinction 
between core and tailored indicators 
does not hold in practice. Have a sin-
gle list of indicators for PATH’09, 
with proper descriptive sheets for all of 
them and advocate for coun-
tries/hospitals to use a balanced set of 
indicators with at least one indicator 
in each dimension and to have data 
collection both prospective (ad hoc) 
and retrospective (from readily avail-
able administrative databases). 

In some countries, it was cen-
trally agreed at PATH-II incep-
tion not to measure some indi-
cators because of the bur-
den/timeliness of data collec-
tion or the lack of relevance to 
the local context. When exclud-
ing such countries from the 
analysis (table 1), two additional 
indicators were computed by 
more than ¾ of the PATH 
hospitals: antibiotic prophylaxis 
and discharge preparation. Both 
indicators created probably the 
higher burden of data collec-
tion, as they required respec-
tively audit of medical records 
or patient survey. 

���� Lesson learnt: With appro-
priate support and motivation at the 
country coordination level, the burden 
of prospective data collection can be 
compensated by expected usefulness. 
Indeed, experience in both PATH-
pilot and PATH-II suggest that 
monitoring the compliance with anti-
bioprophylaxis guidelines had a great 
impact in terms of raising awareness 
and resulted in concrete actions for 
improvement such as the development 
or revision or dissemination of guide-
lines.  
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Table 1. Description of the sample for 12 core indicators

Indicator code and name 
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C3 mortality* 8 155 120 108 23455 9.5% 7.1% 8.0% 

C8 length of stay 

(median)*** 

7 154 116 105 20166 12.1 11.5 3.2 

C1 c-section 8 155 84 84 unknown(1) 23.2% 21.4% 10.5% 

C2 prophylactic 

antibiotic* 

6 101 78 78 6292 87.7% 100.0
% 

24.3% 

C4 readmission* 6 108 75 67 8407 3.8% 2.8% 4.1% 

C13 needle injuries 8 154 67 67 59648 4.7% 3.9% 3.5% 

C5 day surgery** 5 100 63 60 21325 82% 99% 24% 

C14 staff smoking 6 105 52 50 35680 32% 30% 15% 

C7 Readmission to 

ICU 

6 105 48 48 20865 1.08% 0.98% 0.91% 

C16 score on CTM3 

(discharge 

preparation)  

5 55 47 47 15995 81.9 82.3 6.2 

C15 exclusive 

breastfeeding 

6 105 46 46 6686 82.6% 89.3% 17.2% 

C6 admission after 

day surgery** 

5 100 23 22 13821 no rate computed because 
rare event, average rate on 
sample 0.3%, max 8 admis-
sions (each case to be ana-
lyzed individually) 

* Hip replacement 

** currettage of the uterus 

*** hip fracture 

(1) some hospitals provided rate without including details on number of deliveries 
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On the contrary, less than half 
of the participating hospitals 
have reported on the number of 
needle injuries for all staff ex-
cluding students). This low par-
ticipation rate is troubling as the 
definition was general to ac-
commodate any source of data 
and hence the expected burden 
of data collection was supposed 
to be very low. It might mean 
that a large number of hospitals 
have no central monitoring sys-
tem in place to report needle 
injuries for all staff categories 
and hence lack opportunities to 
identify and eliminate the main 
causes for such incidents. 

���� Lessons learnt: The number 
of participating hospitals might be a 
useful element to consider in the proc-
ess of redevelopment of the PATH’09 
set of indicators but it will not guide 
this process. For indicators such as 
“needle injuries” or “staff smoking” –
reported by only 52 hospitals– one 
might argue that this low participa-
tion calls for more advocacy and rais-
ing awareness on hospitals’ role in 
promoting health, including preventing 
incidents and in supporting its staff to 
quit smoking. Hence, the PATH’09 
descriptive sheet on staff smoking will 
also refer to an auto-audit question-
naire for each hospital to identify ar-
eas needing further attention and to 
provide a guide for smoking 
policy development.  

C1: C-section rate 

The core indicator on c-
section relies on the 
AHRQ definition that 
concentrates on low risk 
deliveries. Complicated 
deliveries (e.g. fetal death, 
breech procedure, pre-
term within 37 weeks or less of 
pregnancy) are excluded with 
the aim of having a more ho-
mogeneous population to en-
able comparisons. 

 
 
 
In two out of five participating 
countries, the average rate was 
higher than in the United States 
(using AHRQ definition, 2003 
data) where it is commonly be-
lieved that c-section is a proce-
dure generally over-used (figure 
4). There is no agreement on a 
“gold standard” for c-section 
rate but rates between 15% and 
25% are generally accepted; 
while WHO targets a rate of 10-
15%. Those reference rates in-
clude all deliveries and should 
be slightly revised downwards if 
applied to the AHRQ definition 
as it excludes complicated deliv-
eries.  

 
 
 
 

Therefore, globally (figure 
3) as well as at the level of 
individual hospitals (figure 
4), results tend to indicate 
an over-use of C-section 
in all countries, even if 
caution in interpretation 
should be exercised, as the 
appropriateness has not 
been assessed.  
 

Seldom do hospitals pre-
sent c-section rates below 
10%. Countries 2, 3, and 5 

(figure 4, red) tend to have a 
higher rate (median and mean) 
as well as a wider dispersion 
(inter-quartile and standard de-
viation) compared to countries 
1 and 4 (figure 4, blue). This 
might signal generally better 
practices in countries 1 and 4 
with more homogeneity in the 
process around a more accepted 
median or mean rate. If socio-
cultural factors (demand in-
duced-c-section) can contribute 
to higher rates in some coun-
tries, it does not explain wider 
variations in those countries. 
However, it might also result 
from more homogeneous pa-
tient populations in countries 1 
and 4 and consequently ques-

tion the reliability of 
coding exclusion cri-

teria in countries 2, 3, 
and 5. 

 

 

 

Figure 3: International comparison on average  
c-section rate within country  

Figure 4: International comparison on average  
c-section rate within country  
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For c-section, the core indicator 
–described above– is comple-
mented with two tailored indi-
cators: primary c-section deliv-
eries and repeat c-section after 
previous delivery. These indica-
tors could not be collected 
based on discharge abstracts or 
other administrative databases 
and hence required ad-hoc pro-
spective data collection. Thus, 
the period of observation for 
the core and tailored indicators 
did not correspond. The proper 
understanding of the indicator 
on primary c-section was ques-
tioned after it was observed that 
some hospitals had higher 
numbers of primary deliveries 
than of deliveries in the same 
day. For such hospitals, the 
mistake was obvious and 
they were excluded from 
further analysis for tailored 
indicator. But for other 
hospitals, without this “ob-
vious mistake” the question 
of how they understood the 
definition remains. Such 
misunderstandings might be 
eliminated with more ex-
plicit procedures for data 
collection (e.g. with 
algorithms) and training. 
The prompt analysis and 
feedback to hospitals is also 
crucial and will be greatly 
facilitated if done at the 
country level. Such quality 
controls of data are 
crucial to ensure that 
the efforts for data 
collection are re-
warded, and that 
comparisons are not 
spoiled by a few hos-
pitals entering mis-
leading data. 

 

C2: Compliance with anti-
bioprophylaxis guidelines  

When taking into account all 
observations and computing a 
global rate, between 62% and 
80% of patients received antibi-
otics in compliance with the 
guidelines (figure 5). These 
seemingly good results (high 
rate of compliance) can be dis-
puted for several reasons.  First, 
how to justify that around 1/3rd 
to 1/4th of the patients receive 
sub-optimal antibioprophy-
lalxis? Second, global rates hide 
wide variations between hospi-
tals (figure 6) and the rate of 
compliance is strikingly low in a 
number of hospitals. 

Third, analysis of the tailored 
indicators suggests that the de-
gree of compliance with anti-
bioprophylaxis guidelines is 
over-estimated by the core indi-
cator or that guidelines do not 
include instructions on timing 
of the first and last dose and 
hence allow for sub-optimal 
care. Indeed, 19, 44, 47, and 39 
patients, representing respec-
tively 8%, 22%, 12%, and 25% 
of the total number of patients 
for which the tailored indicator 
on the timing of last dose was 
computed, received antibiopro-
phylaxis for more than 24 hours 
after surgery but nevertheless 
were considered as having re-
ceived appropriate antibiopro-

phylaxis. This contradicts the 
general understanding that an-
tibioprophylaxis should be 
stopped within 24 hours of the 
surgical intervention. The 
quality of the reference guide-
lines was not assessed as part 
of PATH-II data collection. 
Subsequently, country coordi-
nators indicated that a number 
of hospitals/countries did not 
have any guideline and called 
for wider dissemination of in-
ternational and national guide-
lines. This indicator opened 
a window of opportunity to 
discuss the development, revi-
sion and dissemination of 
guidelines in line with interna-

tionally accepted standards.  

Conclusion 

If a single lesson is to be 
learnt from this exercise, it 
is the crucial role of na-
tional coordinators, includ-
ing training of the PATH 
hospital coordinators to 
build a common under-
standing of the operational 
definition and to standard-
ize data collection, data 

 

Figure 6: Inter- and within-country distribution of % of patients 

receiving antibioprophylaxis in compliance with local guide-

lines for  hysterectomy (minimum, 1st quartile, 3rd quartile, 

maximum) 
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Figure 5: Percentage of patient with appropriate, under-use, 

over-use or other inappropriate use of antibioprophylaxis in the 

international sample 
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analysis and feedback to hospi-
tals. In PATH-II, they were ex-
tremely supportive in linking 
with hospitals to understand 
(and correct or eliminate) some 
irregular results. Unfortunately, 
the delays between data collec-
tion and feedback and request 
for correction to hospitals was 
very long, because of a delay at 
the international level. This 
made it very difficult to go back 
to the data  for some of the in-
dicators. Delays in analysis cre-
ated great difficulties and lim-
ited the impact of reporting.  
This has to be corrected for 
PATH’09. Additional standardi-
zation, to go beyond the opera-
tional definition and extend to 
uniform data collection tools, is 
also crucial. More emphasis will 
be placed on this standardiza-
tion for PATH’09 but it is cer-
tain that data quality will grow 
as data are used and “gaps” in 
definitions are informed by ex-
perience. The intelligence gath-
ered during PATH-II will pro-
vide a great input for PATH’09.  

The difficulties related to data 
should not overshadow the po-
tential for improvement gener-
ated by PATH-II. Some pre-
liminary findings on inter-
country variations (e.g. c-section 
rate) need to be further scruti-
nized and will provide impor-
tant insights for improvement. 
A substantial potential for im-
provement of some indicators 
(e.g. antibioprophylaxis) was 
also highlighted and hopefully 
will help raise awareness of the 
issue and lead to improvement 
(e.g. with the development of 
new guidelines). But also the 
discovery of a lack of reliable 
data –e.g. on needle injuries– is 
major information in itself and 
potentially a strong driver for 
raising awareness. 

These conclusions can be ex-
panded to the other indicators. 
In the next Newsletter, we will 
describe in more detail results 
on additional indicators and also 
propose a transversal approach 
to indicator analysis. Indeed, the 
assumption that indicators can-
not be interpreted in isolation is 
central to the PATH system. 
The theoretical relationship be-
tween indicators/tracers has 
been highlighted and will be 
empirically addressed in the 
“PATH-II results” section of 
the next Newsletter.   

Ann-Lise Guisset, WHO Regional 
Office for Europe 

 

A country coordinator’s 
reflection upon PATH-II 
data collection, analysis 
and impact on quality 
improvement initiatives 

Data collection is finalized. Re-
ports have been produced and 
sent to hospitals (and discussed 
in the above article).  It is now 
time to bring  figures to life, to 
understand what it really means 
and learn from others’ experi-
ence in bringing changes.  In 
the following sections, the 
country coordinators tell us the 
story behind the numbers, with 
a focus on two indicators: C-
section (C1) and antibioprophy-
laxis (C2).  This crucial informa-
tion was gathered through 
a questionnaire sent to all hospi-
tals.  It included questions on 
hospital/country experience in 
terms of data collection, dis-
semination of results, as well as 
the questions and issues raised 
by the indicators, quality im-
provement activities imple-
mented or planned for the near 
future.  

The presentation of c-section 
and antibioprophylaxis in this 
context will be followed by 
a similar presentation for other 
indicators in the Newsletters to 
follow. We are eager to hear 
about the changes implemented 
as a result of PATH.  So, as you 
read this article, you are wel-
come also to share your experi-
ence on the use of indicators in 
your hospital. If you wish to do 
so kindly contact your country 
coordinator to ask for support 
to write a “case study” for the 
next edition of this Newsletter. 
This forum is also open to put 
“questions to the PATH com-
munity” as you strive to under-
stand your results or how to 
improve them. 

PATH in Poland in 2008 – 
our national experience, ex-
change, networking, com-
munication for improvement 

Last year, PL country coordina-
tors held two national meetings 
for Polish hospital coordinators. 

We presented PATH and dis-
cussed the project at the annual 
conference “Quality in Health-
care’, organized in Krakow by 
NCQA and Polish Society for 
Quality Promotion since 1995. 

One conference session was 
devoted entirely to PATH and 
we hosted Dr Ann- Lise Guisset 
from the WHO Regional Office 
for Europe, who leads PATH 
within WHO. Dr Guisset high-
lighted the role and the impor-
tance of performance measure-
ment for quality management 
and presented the PATH sys-
tem as an international initiative 
which originated with WHO.  
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Ann-Lise outlined PATH’s un-
derlying principles (internal 
management use, voluntary par-
ticipation, confidentiality, self-
determination, methodical re-
strictions, impact on hospital 
care, limited burden of data col-
lection), its objectives (serve as 
a managerial tool to support 
hospitals in questioning their 
achievements and join  an in-
ternational benchmarking net-
work) and its unique aspects 
(multidimensional, custom-
made focus on improvement, 
independent, international, 
WHO “seal”).  

There was also a workshop we 
organized in June 2008 at the 
Ministry of Health in Warsaw, 
where we presented the first 
results – our Polish indicators 
compared to international ones. 
We discussed the structure of 
reports, the difference between 
global rate and mean rate for 
the country.  

Based on the chosen examples, 
the measures of location (mean, 
median), dispersion (standard 
deviation, quartile range) and 
the graphical presentation of 
results (how to “read” box-
plots) were discussed. 

Both meetings provided a good 
occasion for exchange, discus-
sion and sharing, especially the 
difficulties in data collection and 

the correct inter-
pretation of data. 

We also provided 
hospitals with 
assisting instruc-
tions on how to 
read their indi-
vidual reports 
and interpret the 
results. 

 

Polish experience in data 
collection for C-sections 
(C1) and perioperative an-
tibiotic prophylaxis (C2) in 
PATH II 

C1 – Caesarean section  

Core indicator:  the percentage 
of Caesarean sections of the 
total deliveries. 

For the core indicator, the year 
2006 has been agreed as the ret-
rospective data collection pe-
riod. 

Optional/tailored indicators:  

a) Number of primary Caesar-
ean sections over number of 
primary deliveries 
b) Vaginal deliveries over all 
deliveries with a previous Cae-
sarean section. 

For tailored indicators a data 
collection period has been 
agreed prospectively for 1 
month (May 2007); where there 
are under 30 deliveries in that 
period, the data collection time 
should be prolonged (be more 
than a month).   

Data source: deliveries register; 
registry of obstetrical OR; 
documentation of obstetrical 
ward; patients’ records.  

Tab. Description of Polish C1 
sample 

 

 
 
 
In response to the request to 
share the experience of data col-
lection in PATH II, 8 hospitals 
out of 19 having collected and 
sent their data and received 
PATH reports have provided  
their input regarding C1. 
 
Time of data collection and 
mode (prospective / retrospec-
tive) for C1 indicator varied. 

The majority (5) collected data 
for core indicator retrospec-
tively for 2006 and 4 of them 
covered one month (May 2007) 
for optional indicators. Other 
hospitals’ data collection peri-
ods were: 39 days, 10 months 
and 2 years.  

The results seem reliable and as 
expected. The numbers corre-
spond to hospital average statis-
tics and reflect the general ten-
dency of C-sections growth. 

The increase in numbers of C-
sections is ascribed to the in-
crease in number of births, 
number of pathology pregnan-
cies and neonates with unusu-
ally high birth weight.  

All hospitals conduct regular 
monitoring of C-sections and 
report their statistics to the re-
gional consultant on Obstetrics 
and Gynecology and regional 
Institutes of Public Health. 

Core indicator: c-section 

rate for deliveries with 

low-risk of c-section 

Poland 

(29 hospi-

tals  

in PATH 

2007)  

Number of hospitals 19 

Number of deliveries in-

cluded in denominator 

14607 

Global rate on the Polish 

sample 

25.7 
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In a group of 8 hospitals, 6 pro-
vide the data on deliveries with 
regard to the inclu-
sion/exclusion criteria (patient 
with abnormal presentation, 
preterm, fetal death, multiple 
gestation, breech procedure, 
delivery within 37 weeks or less 
of pregnancy). Only 2 hospitals 
identified those exclusion crite-
ria from the administrative da-
tabases. 4 rely on other sources 
such as the ward medical 
documents (Book of Deliveries 
or Neonatal Unit Book). This 
illustrates the difficulties and 
need for improvement regard-
ing the hospital administrative 
database and options’ selection. 
Facing these difficulties, 2 hos-
pitals increased the possibilities 
of their administrative database 
for the PATH project.  

Only 3 out of 8 hospitals intro-
duced an internal process to 
review C-sections. 
The improvement undertaken 
as a result of PATH measure-
ment included: 
− Introduction of local regula-

tion to perform C-sections 
only when clinically indi-
cated 

− Initiate proper monitoring 
of C-sections in hospital 
administrative database, al-
lowing for registration of 
the inclusion/exclusion cri-
teria, starting January 2008 

− Critical evaluation of C-
section indication by spe-
cialists other than Ob-Gyn. 

− Promotion of natural deliv-
eries 

− Eliminating C-sections 
upon request 

− Introducing software mod-
ule that enables monitoring 
and analysis of C-sections 

− Introducing focused moni-
toring of C-sections in rela-

tion to the number of 
births. 

− Increase the use of epidural 
anesthesia free of charge. 

 
C2 – Prophylactic antibiotic 
use (over and under use) 

Hospitals evaluate antibiotic 
prophylaxis due to the local 
guidelines accepted in a hospital 
(meaning a hospital has adopted 
the antibiotic prophylaxis; de-
fined the medicines used in 
therapeutic procedures included 
in PATH project; declared the 
lack of antagonism with 
SPC/the manufacturer’s indica-
tions; provided reference to na-
tional guidelines (where these 
are available). Local information 
on the hospital model of pro-
phylactic antibiotic use was sent 
to the WHO CC Krakow. 
In Poland, hospitals were not 
expected to collect data for tai-
lored indicators, i.e. the type of 
antibiotic (including the chemi-
cal drug content).  
 
8 hospitals out of 17 in case of 
colorectal cancer surgery, 20 in 
case of hip replacement and 19 
in case of hysterectomy having 
collected and sent their data and 
received PATH reports, pro-
vided their input regarding C2. 
None of Polish hospital have 
collected and sent data regard-
ing use of prophylactic antibiot-
ics for CABG. 
 
Hospitals’ contributions reveal 
data were collected for different 
tracers but it is not always pos-
sible to identify which ones and 
whether to link them to sepa-
rate improvement activities. 
Sometimes data collection peri-
ods were the same for all trac-
ers, sometimes one cannot 
specify this. 

Data sources were mainly pa-
tient medical records; registry of 
antibiotic use; hospital com-
puter database. 
The results again were consid-
ered reliable and met  expecta-
tions. Some hospitals claim that 
the results’ reliability is high as 
data was collected personally by 
heads of surgical departments. 
Five hospitals do not monitor 
antibiotic prophylaxis on a regu-
lar basis. 
In hospitals that do, the analysis 
goes to heads of surgical units 
and medical directors.  
Trends observed in the prophy-
lactic antibiotic therapy vary: 
decrease, increase or no signifi-
cant change. However such ob-
servations are not supported by 
data. 
Increase of indicator is ex-
plained as the result of more 
rigorous monitoring and follow-
ing the adopted definition of 
antibiotic prophylaxis.  
The decrease is the result of 
limiting antibiotic prophylaxis in 
“clean” surgeries. 
All 8 hospitals have adopted 
definitions of antibiotic prophy-
laxis and developed the local 
scheme, including  antibiotics 
identified for prophylaxis (nar-
row spectrum), timing and ad-
ministration principles. These 
have been defined and based 
upon:  
− Opinion of Therapeutic 

Committee 
− Opinion of hospital epide-

miologist and microbiolo-
gist 

− Opinion of the Hospital 
Infection Committee 

− SPC 
− Quality Director 
The exact time of the first dose 
of prophylaxis administration  
and of the last dose administra-
tion is reflected in patient medi-
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cal record only in 3 respondent 
hospitals. 
 
Improvement activities under-
taken: 
− Detailed analysis of each 

case of prophylaxis by head 
of the department 

− Reducing prophylaxis in 
“clean” surgeries 

− Establishing Hospital Anti-
biotic Committee 

− Initiate systematic monitor-
ing of antibiotic prophylaxis 

− Initiate local analysis of pe-
rioperative prophylaxis 

 
The contributions from hospi-
tals indicate that PATH has 
played a vital role in prompting 
local reflections on very clinical 
aspects of care. The improve-
ments planned or already im-
plemented contribute signifi-
cantly to the quality of patient 
care.   
 
Basia Kutryba,  
Ewa Dudzik-Urbaniak,  
Ewa Wójtowicz 
PATH Country Coordinators, Poland 
National Centre for Quality Assessment 
in Health Care, Krakow, Poland 

 
 

A national indicator in 
prospect  
The French experience 
 
Among 17 indicators of the 
French PATH project, surgical 
antibiotic prophylaxis is particu-
larly interesting for exploring 
two dimensions: clinical effec-
tiveness and safety. France, like 
most of the developed coun-
tries, is in search of reliable in-
dicators to estimate quality and 
safety in healthcare. 
Appropriate antibiotics pre-
scription is a crucial public 
health issue, because antimicro-
bial use is the major determi-

nant of antibiotic resistance. 
Over the last decades most 
Western countries have devel-
oped clinical guidelines for sur-
gical antimicrobial prophylaxis. 
Although the principles of pro-
phylaxis have been defined, 
there is still widespread misuse. 
Studies assessing the current 
practice of prophylaxis 
throughout the world have 
shown that over-consumption 
and inappropriate timing remain 
a problem. In France the guide-
lines published in 1992 by the 
Societе Française d’Anesthésie 
Reanimation (SFAR), were up-
dated in 1999 (1). Claude Martin 
has shown in 1998 that written 
guidelines were posted in the 
operating theatre in only 48% 
of cases (2). The current French 
practice of prophylaxis for total 
hip replacement complied with 
the national guidelines in re-
spectively 66.9 and 53.0% in 
2004 (3,4).  
In the frame of PATH, our 
aims when looking specifically 
at antibiotic prophylaxis were to 
assess the compliance of anaes-
thetic practices with the national 
French guidelines of 1999, to 
investigate the causes of non-
compliance, and to suggest ways 
for improvement.  
 
Study design 
The definition of the indicator 
was in line with the French ex-
perience of PATH 2004. The 
WHO criteria were discussed in 
a multiprofessional workgroup 
and adapted to be operational.  
The 4 surgical tracers proce-
dures were: total hip replace-
ment (THR), hysterectomy 
(HYS), colorectal cancer (CRC) 
and coronary artery bypass graft 
(CABG).  
The sample was constituted by 
50 procedures of each tracer in 
each hospital.  

The exclusions were:  history of 
surgical site infection, betalac-
tam allergy, endocarditis risk, 
Methicillin- resistant Staphylo-
coccus aureus carriage. 
The national coordination team 
worked in close collaboration 
with its regional correspondents 
in Aquitaine, Auvergne and 
Pays de Loire. 
 
Variables studied 
Core set : appropriate use = 
global compliance, over-use 
(too long, too strong, too high), 
under-use (no antibiotic, too 
low, too short) 
Tailored : timing of first ad-
ministration conform to the 
guideline 
 
Evaluation criteria 
Global compliance or appropri-
ate use was defined with five 
essential criteria derived from 
the SFAR consensus statement :  
•Antibiotic use 
•Antibiotic choice  
•Dose of first injection  
•Timing of first injection 
•Duration of prophylaxis (per-
operative reinjection if neces-
sary, no useless postoperative 
injection) 
 
Results 
Among the 47 voluntary hospi-
tals for PATH 2007, 26 partici-
pated in the data collection con-
cerning the prophylactic antibi-
otic for one to four surgical 
procedures. 2628 surgical pro-
cedures were reviewed, and 
2344 were included. Systematic 
review of anesthetic records was 
easy. Inclusion of 50 surgical 
records in each hospital was 
difficult only for colorectal can-
cer. Only 3 hospitals partici-
pated for coronary artery bypass 
graft.  
The appropriate use varied be-
tween 39.8% and 76.8% respec-
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tively for HYS and THR. The 
timing of first injection was 
adequate for 76% of HYS and 
CRC, and 89.4% for THR. 
Over-consumption is defined as 
“prolonged duration of SAP 
and/or large broad-spectrum 
antibiotic”, and “first injection 
after skin incision”. These are 
the 2 major difficulties to com-
ply with national guidelines.  
 
Discussion 
Inappropriate use of antibiotics 
is still a problem in current 
French prophylactic antibiotic 
practices with global compli-
ance <50% for clean-
contaminated surgery (CRC, 
HYS). On the other hand, 
compliance for THR is > 75%; 
surgical site infection is indeed a 
daily concern for surgeons & 
anesthetists.  
Simple guidelines are not 
enough to improve practices, 
indeed only one antibiotic (ce-
fazoline) is recommended for 
HYS, an inappropriate agent is 
used in 30%. The choice of 
Amoxicillin-clavulanate is asso-
ciated with useless injection 
suggesting confusion between 
prophylactic & curative use for 
clean-contaminated surgery.   
 
Conclusion  
The generalization of prophy-
lactic antibiotic indicator re-
quires prior revision of some 
criteria with the SFAR to lead 
to a stabilized version: 
− To clarify the surgical acts 

to be included for CRC (ap-
propriate codes of the 
French procedural termi-
nology “CCAM”), 

− To clarify the timing of first 
injection : strictly within the 
60 min before skin incision, 
or within 30 and 60 min be-
fore skin incision.   
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PATH in Slovenia  

The PATH project has attracted 
quite a lot of attention in Slove-
nia during the last year. Partici-
pation of one of our general 
hospitals in the PATH 2007 
pilot project was found to 
stimulate other stakeholders to 
increase their interest in quality 
control in hospitals. On behalf 
of the Slovenian Ministry of 
Health and of the WHO coun-
try office, the National Institute 
of Public Health accepted the 
PATH coordination role in the 
country.  

The National Institute of Public 
Health (NIPH) is a leading na-
tional institute and major re-
search centre in epidemiology, 
disease prevention and health 
promotion, environmental 
health, health services, systems 
and policies research. Public 
health activities in Slovenia have 
a long-standing tradition. The 
creation of the Institute was one 
of the achievements of Dr. An-
drija Štampar who was the first 
president of the World Health 
Organization.  

Rade Pribakovic Brinovec, MD, 
a researcher in health services at 
the NIPH, became national 
PATH coordinator.  

Our approach in the prepara-
tions for the kick-off was to 
involve all major stakeholders in 
a steering committee. These 
stakeholders were the Ministry 
of Health (the leader), the Na-
tional Health Insurance Fund, 
the Association of Health Insti-
tutions of Slovenia, the WHO 
country office and NIPH. All 
partners have strongly commit-
ted themselves to the success of 
the project. The Ministry of 
Health found PATH to be an 
opportunity for implementation 
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of quality indicators in all hospi-
tals around the country. The 
Ministry will also contribute to 
necessary investments in ICT. 
We believe that these incentives 
are a strong signal to the pro-
viders of health care to join the 
PATH community. Having on 
board the Association of Health 
Institutions of Slovenia which 
involves all hospitals in the 
country adds value to our en-
deavor.  

At the moment, we are planning 
steering committee activities for 
this year. During the next 
months we expect to have sev-
eral presentations of the project 
to the hospitals. We are looking 
forward to our future co-
operation.  

Rade Pribakovic Brinovec, Country Co-
ordinator 

 

PATH in Estonia 

The PATH Estonia group (6 
hospitals)  had a feedback meet-
ing end of 2008. 

We hosted Dr Ann-Lise Guisset 
from WHO Europe, Copenha-
gen as the PATH coordinator, 
who gave an overview of the 
data collection process and the 
results on the country level. The 
main interest of Estonian hospi-
tals was to initiate comparison 
in international peer groups 
which turned out to be impos-
sible for technical reasons. It 
was very interesting to hear 
about the “painful” data analyz-
ing  process and the reasons for 
this as we had the same experi-
ences here in Estonia!  

It took our group of only six 
hospitals many hours to under-
stand the definition of indicator 

in the same  way and to agree 
upon the necessary details to 
enable data comparisons among 
our  hospitals. But this process 
is helpful in understanding the 
aim and the  benefit to the hos-
pital. It has also shown how 
useful the existing IT systems in 
hospitals are and how valuable 
are the systematically collected 
data.  

The main value of our work-
shop in November was the dis-
cussion with Ann-Lise Guisset 
about the interpretation of indi-
cators, learning how to find and  
use the information behind the 
numbers, following the esti-
mated hypothesis.    

The main challenge we have 
identified is how to attract  phy-
sicians to participate in the 
process more actively. Until 
now, we have good experiences 
with this regarding  indicators 
C2 and C9.  

Jane Alop, Country Coordinator, 
 Estonia 
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PATH’09 STRATEGIC 
ORIENTATION 

The cornerstones for imple-
mentation of PATH’09 are local 
ownership, clear positioning of 
PATH in relation to a national 
(or regional) strategy for quality 
improvement and/or for in-
creased accountability, and de-
velopment of local capacities. 
Harmonization and building 
synergies are additional features 
of PATH’09, which is being 
improved in partnership with 
leading international organiza-
tions in hospital performance 
measurement.  

PATH provides hospitals with 
four major features: a concep-
tual framework for performance 
assessment, a toolbox, individ-
ual reports and a national (or 
regional) network. The first two 
components are generic. They 
are proposed by the WHO Re-
gional Office for Europe and 
freely available to all. The last 
two components are to be inte-
grated into the national context. 

PATH is built on a comprehen-
sive framework for perform-
ance assessment which includes 
six dimensions of performance 
and fosters a culture of meas-
urement and evidence-based 
management, cross-department 
dialogue, and integration of da-
tabases. It raises awareness of 
the strategic role of hospital top 
management to components of 
performance which are some-
times overlooked, such as re-
sponsive governance or staff 
orientation, in order to promote 
a broad approach to sustainable 
hospital performance improve-
ment. 

The toolbox includes a single 
set of evidence-based perform-
ance indicators including clear 
definitions of each indicator, a 
review of the current literature 
and suggestions on how to posi-
tion these indicators in the 
global perspective of hospital 
performance improvement. 
These indicators are harmo-
nized with best practices and 
are developed in collaboration 
with leading partner organiza-
tions in each respective domain 
of expertise. PATH also pro-
vides hospitals with data collec-
tion tools (e.g. survey question-
naires).  

The responsibilities for data 
analysis, reporting of individual 
results to hospitals, and enhanc-
ing networking among hospi-
tals, lie at the country1 coordina-
tor level. Suggested mechanisms 
for national or regional net-
working include for instance a 
newsletter, a forum on the web-
site, twinning, working groups, 
workshops or international or 
national conferences. Some 
country coordinators might de-
velop partnerships to exchange 
results to enable international 
comparisons on some indicators 
or to establish common tools 
for international networking 
among their hospitals. We be-
lieve such “regional networks” 
or “thematic networks” will 
emerge and will serve as a basis 
for building an international 
association of hospitals (on a 
model similar to the “Health 

                                                           

1  “Country coordinator” is a generic 

term that we use for ease of 

reading. As PATH can be imple-

mented in single provinces or re-

gions, there might be regional or 

provincial coordinators in those 

contexts.  

Promoting Hospitals” net-
work2) in the future. 

 

PATH’09: The next steps 

The second wave of data collec-
tion (2007-2008) has brought 
preliminary lessons to the coun-
tries and hospitals participating 
in PATH: 

(1) Good quality data are key 
and data quality is best en-
sured at national level ; 

(2) Efforts in collecting per-
formance indicators should 
not distract hospitals from 
having a multidimensional 
perspective on hospital per-
formance; 

(3) There should be a better 
balance between retrospec-
tive data collection (such as 
readmission rates) and pro-
spective data collection 
tools (such as prophylactic 
antibiotic use); 

(4) The performance meas-
urement tools used should 
be as standardized as possi-
ble but interpretation is lo-
cal and should be related to 
hospital strategies; 

(5) Hospitals value sharing ex-
periences with other peer 
hospitals and therefore 
more should be done to 
promote the PATH net-
work as an opportunity for 
exchange. 

Building on these lessons, the 
scientific committee of the 
PATH network met at the IS-
QUA conference on the 21st of 
October 2008 to discuss the 
next steps to improve PATH 

                                                           

2  For further information see 

http://www.euro.who.int/healthpro

mohosp. 
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and strengthen its sustainability. 
A number of steps are being 
taken to ensure that the data 
collection can start in spring 
2009 and that in the meantime 
the PATH system can be im-
proved to reach a high standard 
of quality and sustainability by 
the end of 2009. 

First, the set of performance 
indicators has been reviewed in 
its entirety and suggestions 
made to: improve its face valid-
ity (so that all performance di-
mensions are truly covered); 
further standardize performance 
indicators in light of the work 
of other organizations (such as 
WHO, the OECD); better bal-
ance of prospective and retro-
spective data collection tools; 
and plan the steps to refine the 
descriptive sheets and data col-
lection and data quality check 
tools for national coordinators. 

Second, a thorough evaluation 
of the second wave of data col-
lection will be undertaken in 
early 2009, in order to incorpo-
rate the lessons learned in the 
final set of performance indica-
tors to be calculated by hospi-
tals in 2009. This evaluation is 
led by the scientific committee. 
Results should be available in 
late April 2009. 

Third, the recruitment of the 
countries interested in partici-
pating in PATH for 2009 is cur-
rently underway. A number of 
new countries have committed 
to participate in PATH’09, 
PATH country coordinators 
have been appointed and a few 
more are currently assessing the 
opportunity. Please visit the sec-
tion “Welcome” for the new 
faces in the “PATH commu-
nity”. 

Fourth, a two days workshop 
will gather national coordinators 
and one hospital representative 
per country to initiate or 
strengthen international net-
working, share a common un-
derstanding of indicator defini-
tions and data collection proce-
dures, review the tasks to be 
performed as national coordina-
tor and find ways to build syn-
ergies between countries. Hos-
pital representatives are also 
invited to attend to serve as 
“feasibility check” on data col-
lection and to make sure that 
the focus remains on final users.  
Their role is crucial and their 
participation will allow them to 
establish personal contacts with 
their counterparts across 
Europe.  

Fifth, the PATH website will be 
drastically revised with the ob-
jective of hosting a forum for 
PATH participants, and news-
letters and tools such as a per-
formance improvement guide-
book developed in 2009 for par-
ticipating hospitals. This rede-
velopment will take place in two 
phases to develop as PATH’09 
is being implemented. 

The data collection procedure is 
separated into two phases, to 
recognize different degrees of 
complexity or readiness for data 
collection. Some indicators need 
further refinement, or transla-
tion and validation in the na-
tional language, or setting up 
ad-hoc procedures for data col-
lection, or some training. Other 
indicators already have ex-
tremely specific definitions, are 
built on international indicator 
systems and are extracted from 
readily available databases. Also, 
we suggest splitting data collec-
tion to 1) have rapid results on 
at least a few indicators and 

build on the momentum imme-
diately following on recruitment 
of participating hospitals and 2) 
distribute the burden of data 
collection over a longer period.   

The following table clarifies the 
steps which are going to take 
place in the next few months. 
No doubt the deadlines are 
challenging and it will be a busy 
period for the PATH participat-
ing hospitals and national coor-
dinators, who are interpreting 
the data and in the meantime 
preparing the implementation 
of PATH’09. Your experiences 
will be very useful to improve 
PATH. WHO Europe and the 
WHO Collaborating Centre in 
Krakow will attempt to share 
them through the website and 
our newsletter. 
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Steps Timeline Responsibilities 

Finalize re-selection of performance indicators and contact 

partners for development of descriptive sheets and data collec-

tion tools.  

On-going WHO EURO with scien-

tific committee and 

WHO CC Krakow 

Web-site “facelift” By Mid-March  WHO CC Krakow 

Commitment of participating countries and hospitals – list closed 

– PATH coordinators in hospitals appointed 

By end March 09 Country coordinators 

Finalize data collection tools for 1st phase indicators By end March 09 WHO EURO, WHO CC 

Krakow, with external 

partners 

Organize locally to facilitate national networking Dec 08 - April 09 Country coordinator 

Two days workshop with country coordinators and one hospital 

representative per participating country (see invitation) 

March 09 WHO EURO 

National workshop with participating hospitals to share a com-

mon understanding on data collection procedure and initiate 

networking 

April 09 Country coordinators 

and hospital coordina-

tors 

Collection of data for 1st phase indicators Report to country 

coordinators by July 

09 

Hospitals with support 

from national coordi-

nators 

New website with forum and other interactive modalities 

opened  

By July 09 WHO CC Krakow with 

support from external 

consultant 

Finalize data collection tool for 2nd phase indicators By July 09 EURO, CC, with exter-

nal partners 

Second international workshop with country coordinators and 

one hospital representative to discuss data collection proce-

dure for first phase, share reporting tools and learn from experi-

ence in first phase, plan “the way forward” for international 

networking, and prepare for next phase of data collection 

September 09 WHO CC Krakow 

Results for 1st phase indicators available By October 09 Country coordinators 

with external support if 

needed (modalities to 

be defined – maybe 

workshop with all 

Country Coordinators) 

Collect data for 2nd phase (and repeat data collection for indi-

cators in 1st phase, if relevant) 

September- No-

vember 09 

Hospitals with support 

from national coordi-

nators 
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Whom to contact if you 
wish to join PATH?   

1. Your Country Coordinator 

2. The PATH International 
Secretariat 

 

3. The WHO Regional Office 
for Europe 

If you wish to discuss how to 
position PATH in your country 
and the next steps or to receive 
additional information, please do 
not hesitate to contact Ann-Lise 
Guisset at WHO. 

 

 

 

 

 

 
 

 

Basia Kutryba, Ewa Dudzik-Urbaniak, 

Ewa Wójtowicz 

WHO Collaborating Centre for Developing 

Quality and Safety in Health Systems 

PATH International Secretariat 

Syrokomli 10 

30-102 Krakow 

Poland 

Phone/Fax:+48 12 427 82 51, ext. 26, 23, 13 

E-mail: who.krakow@cmj.org.pl 

Ann-Lise Guisset 

World Health Organization 

Regional Office for Europe  

Country Policies and Systems (CPS) 

Scherfigsvej 8 

DK-2100 Copenhagen Ø 

Denmark 

Phone: + 45 39 17 12 54 

Fax: + 45 39 17 18 18 

E-mail: agu@euro.who.int 
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ANNOUNCEMENT OF  
WORKSHOP IN  
LJUBLJANA  

Invitation to the PATH’ 
09 Kick off meeting in 
Ljubljana, Slovenia 

 

To kick off PATH’09, Country 
Coordinators joined by one  hos-
pital representative are invited to 
attend the international coordina-
tion workshop which will take 
place in Ljubljana on the 12ve and 
13th of March 2009. The Ministry 
of Health of the Republic of Slo-
venia as well as the Institute of 
Public Health are kindly co-
hosting the event by providing 
meeting rooms for the workshop 
and lunches during the breaks. 
The workshop in Ljubljana will 
take place at the Institute of Pub-
lic Health in the beautiful historic 
center of Ljubljana – the Slovene 
capital.  

This event is  crucial for the suc-
cessful implementation of 
PATH’ 09 as country coordina-
tors and hospital representatives 
will get together to learn from 
each other, discuss the channels 
to facilitate national and interna-
tional networking and initiate 
collaborations to share tasks and 
build synergies.  

Numerous technical issues will 
be tackled during the workshop. 
We will review PATH’09 indica-
tors in order to assess their rele-
vance in the respective settings, 

develop common understanding 
on the terminology, highlight any 
shadow zone in indicator defini-
tion and data collection and fur-
ther refine if relevant, and also to 
estimate the burden of data col-
lection, and assess potential for 
international comparisons.  

Hospital representatives are in-
vited to act as “reality check”. 
The workshop with the atten-
dance of hospital representatives 
will provide opportunities to ini-
tiate sub-networking, such as 
among university hospitals – as 
interest in such sub-networks  
has been repeatedly expressed.  

For the official invitation and 
practical issues related to this 
workshop, country coordinators 
will be directly contacted by the 
PATH International Secretariat 
at WHO CC Krakow. 

The workshop is to be a major 
step for shaping PATH'09, so do 
not miss a full report on this 
event in the next PATH News-
letter. 

 

 

WELCOME TO THE 
PATH COMMUNITY 

As PATH’09 unfolds, new 
countries are joining in. We 
welcome the enthusiasts from 
Bosnia and Herzegovina, 
Croatia, Czech Republic, 
Lithuania, Slovenia and Tur-
key, and thank them for bring-
ing their experience and ex-
pertise to the network. We 
very much look forward to 
working and learning together 
in 2009.  

Croatia: PATH Country Coor-
dinator:  Jasna Mesarić, M.D. 
PhD, president of the Croatian 
Society for Quality Improvement 
in Health Care.  

 

E-mail: jasna.mesaric@mef.hr 

Czech Republic: PATH 
Country Coordinators: 

Pavel Bruna – economist, advi-
sor, CFO, COO Na Homolce 
Hospital (1997 – 2008), Manager 
of the year in the field  Health-
care (2002),  The European 
Healthcare Leadership Program- 
INSEAD, University Utrecht – 
Health Care in Transition, Thun-
derbird – Arizona,-EI MBA in 
global management.  

 

E-mail: pbruna@seznam.cz
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Petr Cech, M.D. – neurosurgeon, 
advisor and co-creator of the 
Czech modification of case mix 
payment system  currently used  
in the Czech Republic based on 
3M IR-DRG 1.2.,  member of 
National Reference Center (rela-
tive weights authority) within for 
the last 8 years.  

E-mail: Petr.Cech@consulth.cz 

Petr and Pavel are owners and 
partners of Consult Hospital 
consulting company -  focus on 
quality, efficiency, critical path-
ways , evidence- based medicine, 
DRG coding, etc. 

Bosnia and Herzegovina:  
Nominations of Coordinators are 
currently pending. 

Greece: PATH Country Coor-
dinator: Moumtzoglou Anasta-
sius,  Executive Board Member 
of the European Society for 
Quality in Health Care, President 
of the Hellenic Society for Qual-
ity & Safety in Health Care, holds  
B.A in Economics, MA in Health 
Services Management, MA in 
Macroeconomics, Ph.D. in Eco-
nomics. He has taught the mod-
ule of quality at graduate and 
postgraduate level and also writ-
ten three books, which are the 
only ones in the Greek refer-
ences. The first deals with “Mar-
keting in Health Care”, the sec-
ond with “Quality in Health 
Care” and the third with “Quality 
and Patient Safety in Health 
Care”. He is editing the book “E-
Health Systems Quality and Reli-
ability: Models and Standards”. 
He has served as the scientific 
coordinator in research pro-
grammes in Greece and partici-
pated as a researcher in Euro-
pean research programmes. He 

has been declared “Person of 
Quality”, with respect to Greece, 
for 2004. 

 

Tel: +302132009171 
Mob. +306974558870 
E-mail: anas1@hol.gr 

Lithuania: PATH Country 
Coordinator Tomas Kuzmarskas  

 

Kaunas Medical University Hos-
pital, Deputy Director of Man-
agement Department.  
Institute for Biomedical Research 
of Kaunas Medical University, 
laboratory of health system re-
search. 

Kaunas Medical University Hos-
pital, Kaunas, Lithuania. 
Tel. +37061621422 

E-mail: 
tomas.kuzmarskas@kmuk.lt 

Slovenia: New PATH country 
coordinator: dr Rade Pribakovic,  

 

Radivoje Pribaković Brinovec, 
dr.med./MD Inštitut za varo-
vanje zdravja RS / Institute of 
Public Health of the Republic of 
Slovenia Trubarjeva 2, 1000 
Ljubljana 

Tel: +386 (0)1 2441 417 
Fax: +386 (0)1 2441 530 
E-mail:  
Rade.Pribakovic@ivz-rs.si 

Turkey: PATH Country Coor-
dinator Dr. Mehmet  DEMĐR 

 

E-mail: 
mehmet.demir@saglik.gov.tr 
 
Dr. Mehmet Demir is a medical 
doctor. He has worked as a prac-
tioner for a while. After that, he 
was assigned as Province Health 
Vice Manager and Hospital Chief 
Doctor and performed duties 
during various periods. He has 
also served on administrative 
boards of Professional Medical 
Doctors organizations, private 
health centers’ prior establish-
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ment periods and their manage-
ment. He is Advisor to the Min-
ister of Health particularly on 
performance management, qual-
ity improvement, patient safety 
and GHI (General Health Insur-
ance) areas beside his duty as a 
hospital manager at a public hos-
pital. He takes an active role in 
implementation of the Health 
Transformation Program in Tur-
key. His specialties are perform-
ance management in health, qual-
ity improvement in health ser-
vices and patient safety. He has 
written many books related to 
these subjects and he has papers 
among various scientific journals 
on health policies in general. He 
is married. He has a son. 
 

NEW COMERS TO PATH 
– INFORMATION NO-
TICE 
 
MINISTRY OF HEALTH 
OF TURKEY 
Performance Management 
and Quality Improvement Di-
rectorate 
Performance Assessment 
Tools for Quality Improve-
ment in Hospitals (PATH) 
Strategic Information Notice 

The performance-based man-
agement and quality improve-
ment system which has been un-
der implementation in Turkey 
under the administration of the 
Ministry of Health involves more 
than one component and is 
a genuine model of our country.  

The system, which has been de-
fined by Ministry of Health, is 
now being implemented among 
more than 800 hospitals and 
6000 primary health institutions 
through setting performance and 
quality targets which are affiliated 
to the Ministry of Health. These 
are being supported via incentive 
mechanisms by ensuring their 
appropriate functioning nation-
wide. Since 2004, the system has 
been implemented in all our 
health institutions to facilitate 
access of citizens to health ser-
vices, to improve services, to 
promote quality, to provide effi-
cient health delivery and to moti-
vate health workers. The system 
has gained an integrated supervi-
sion of the quality model by en-
gagement of institutional per-
formance and quality improve-
ment criteria in 2005.  

Quality improvement implemen-
tation carried out in Turkey has 
a multi-dimensional approach, 
and institutional performance 
assessment is realized under the 

topics of service access, effi-
ciency, service quality standards 
and also satisfaction question-
naires for patients and staff. Sig-
nificant progress has been 
achieved since the beginning of 
the implementation.  

According to forthcoming plans, 
quality improvement studies 
would continue parallel to the 
development of global examples 
while also considering the re-
quirements of the country. 

Initially Turkey would participate 
in the studies with a group of 10 
hospitals including public and 
research-training hospitals which 
are all affiliated to Ministry of 
Health. These hospitals are still 
working with full automation 
(software) and fully aware of the 
performance and quality studies 
though it would be possible to 
make comparisons with interna-
tional examples. These hospitals 
continuously make information 
transactions to the Ministry 
about related data. Thus they 
have been ready for data flow for 
a long time. In addition, they are 
truly volunteers to participate in 
such an experience. We as the 
Ministry of Health also totally 
support them in participating in 
the project as well. 

There is a team within Perform-
ance Management and Quality 
Improvement Directorate under 
Ministry of Health and this team 
would execute related duties un-
der the coordination of Dr. 
Mehmet DEMĐR who is the 
country coordinator. 
 

PATH in Croatia 

Unfortunately, Croatia did not 
participate in the previous two 
waves of the WHO PATH pro-
ject. The starting point for 
PATH’09 in Croatia was an ini-
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tiative of the Croatian Society for 
Quality Improvement in Health 
Care (Society). This was sup-
ported by the Ministry of Health 
and the WHO country office. 
The Society nominated Jasna 
Mesarić, M.D. PhD, president of 
the Society as the PATH country 
coordinator. 

The society was founded at the 
Croatian Medical Association on 
May 27, 2003. Society activities 
include efforts for continuing 
professional and scientific educa-
tion in the field of assurance and 
improvement of health care qual-
ity and patient safety; proposing 
to respective authorities appro-
priate measures for quality im-
provement; and developing col-
laboration with other partners 
involved in health care. During 
the 10-year period of developing 
the quality system in Croatia, the 
concepts of health care quality 
and quality improvement and 
patient safety have been acquired 
and continuously upgraded and 
adopted as a basis of modern 
medical practice. In October 
2007, the Act on Health Care 
Quality was enacted by the Croa-
tian Parliament, among others 
defining activities of the Quality 
and Accreditation Agency. In the 
time to come, the Society will 
take active part in the promotion 
and implementation of the na-
tional strategy for health care 
quality improvement.   

In collaboration with the WHO 
country office a strategic note of 
PATH, roles and responsibilities 
was drafted. The invitation to 
potential hospital participants (to 
all hospitals) asking them to ap-
point a hospital coordinator was 
distributed. As a result 18 hospi-
tals decided to participate.  The 
hospital coordinators are mainly 
quality managers or persons in 
charge of quality. 

Under the auspices of the MoH 
and in collaboration with Andrija 
Štampar School of Public Health, 
Croatian Medical Chamber, the 
WHO Country Office in Croatia, 
the WHO Collaborating Centre 
for Development of Quality and 
Safety in Health Systems in 
Krakow – Poland and ESQH, 
the Croatian Society will organize 
a one-day National conference 
on the PATH project to be held 
in Zagreb, February 13, 2009. 
Before the Conference on Feb-
ruary 12, we plan to hold 
a stakeholders meeting including 
representatives of the MoH, 
medical association, chambers, 
school of public health, health 
insurance fund and academic in-
stitutions. 

We perceive PATH as the first 
national campaign in Croatia to 
collect data on hospital perform-
ance for voluntary improvement 
per se. We believe and hope the 
PATH project is a useful tool to 
improve the quality in our health 
services and to share experience 
with other European countries.  

Jasna Mesarić, Country Coordinator, 
Croatia 

 

NEWS FROM  
INDICATORS FIELD 

 

The ESQH Aarhus Office for 
Quality Indicators opened in 
the summer of 2005; it is sup-
ported by the Central Denmark 
Region and the Danish National 
Indicator Project, and staffed by: 
− Head of Office; Medical Di-

rector MD Paul Bartels 
− Project Management; MHSc 

Solvejg Kristensen 
− Professor MD. PhD. Jan 

Mainz  

The Office participates in indica-
tor-related projects in the Euro-
pean setting (SimPatIE, EUNet-
PaS) and disseminates knowledge 
by arranging European seminars 
in the field of quality monitoring. 
The ESQH Office for Quality 
Indicators is located in the Dan-
ish National Indicator Project 
organisation, www.nip.dk 

For more information please 
check on  www.esqh.net 

 

THE PATH INTERNET 
PLATFORM 
 

www.pathqualityproject.eu 

The website is currently under re-
construction, to be launched in 
March 2009 within the same do-
main. 
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LINKS & DATES 

 

 

Links: 
• Agency for Health Care Research and Quality (AHRQ), Quality Indicators: 

http://www.qualityindicators.ahrq.gov/  
• Agency for Health Care Research and Quality (AHRQ), National Quality 

Measures Clearing House: http://www.qualitymeasures.ahrq.gov/  
• European Society for Quality in Healthcare: www.esqh.net 
• ESQH Office for Quality Indicators in Aarhus, Denmark: www.esqh-office-

aarhus.dk 
• Methods of Assessing Response to Quality Improvement (MARQuIS): 

www.marquis.be  
• Organization for Economic Development and Cooperation (OECD), Health 

Care Quality Indicator Project: http://www.oecd.org/health/hcqi 
• Public Health Portal of the European Union (EU), Health Care (including 

safety and patient mobility): http://ec.europa.eu/health-
eu/care_for_me/index_en.htm  

• Safety Improvement for Patients in Europe (SIMPATIE), 
http://www.simpatie.org/Main  

• The Joint Commission, Performance Measurement: 
http://www.jointcommission.org/PerformanceMeasurement/  

• WHO Regional Office for Europe, European Hospital Morbidity Database 
(based on discharge abstracts: 
http://www.euro.who.int/InformationSources/Data/20061120_1  

• European Union Network for Patient Safety (EUNeTPaS):  
http://www.eunetpas.eu 

• WHO World Alliance for Patent Safety: 
http://www.who.int/patientsafety/en/ 

• WHO Baby-friendly hospital initiative: 
http://www.who.int/nutrition/topics/bfhi/en/index.html 

• The European Network of Smoke Free Hospitals  
http://ensh.free.fr 

• The Safe Injection Global Network (SIGN) Alliance  
http://www.who.int/injection_safety/sign/en/ 

• The  Tallinn Charter: Health Systems for Health and Wealth:  
http://www.euro.who.int/document/HSM/6_hsc08_edoc06.pdf 

 
 
Dates: 
• 12-13 March 2009, Ljubljana, PATH coordination meeting  
• 17-19 March 2009, Berlin - International Forum on Quality and Safety in 

Health Care:  http://internationalforum.bmj.com 
• 13-14 May, Brussels, World Health Care Congress: 

http://www.esqh.net/members/noel/nieuws/news 

 


