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Abstract: This paper presents a quality monitoring 

model based on the analysis of medical errors. This 

model has not yet been verified in practice, mainly due 

to the institutions‘ reluctance to disclose data on 

recorded medical errors. However, it seems that as 

long as quality is considered a priority, the solutions 
proposed by the authors are accurate and valid. 
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1. INTRODUCTION 
 

One of the main priorities of the state 

policy of the country is to preserve and 

strengthen the nation's health through the 

promotion of a healthy lifestyle and 

improving the accessibility and quality of 

health care for its citizens. 

Despite the variety of forms of 

medical care equipment and medical 

institutions, nowadays there is no country 

that would be completely satisfied with its 

own health care system. 
Most governments worldwide tend to 

fund scientific research in order to 

progress in medical development and 

improve the quality of care. National 

programs ensuring the quality of care are 

being established in many countries. 

International experience suggests that 

there are certain universal indicators that 

could comprehensively measure and 

enable to characterize such a complex and 

many-sided concept as the quality of care. 
The ultimate aim of the health care system 

is not to increase the price of some 

innovative methods of treatment, at the 

same time improvingthe quality of care. 

2.WORLD APPROACHES TO 

QUALITY OF MEDICAL CARE 

 

The notion of quality of care was 

mentioned for the first time by the father 

of quality assurance in healthcare, Avedis 

Donabedian, who stated that quality of 

care is determined by using medical 

science and technology with the greatest 

benefit to human health but without any 

risk [1].The scientist proposed a model 
according to which the quality of care is 

measured from the standpoint of 

evaluating the quality of the three 

constituents: structure, process and 

outcome. This model later became known 

as ‘Donabedian Triad’. The first element is 

the structure which includes human and 

material resources used for the provision 

of medical services, the medical staff’s 

skill level, funding health care facility 

management, the level of health facility, 
and medical technology. Processshould be 

understood as the actual treatment offered 

to the patient, interconnection, the link 

between the patient and medical staff, 

methods of diagnosis and the compliance 

of the proposed treatment with generally 
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accepted medical standards. Outcome 

refers to what is happening with the patient 

during treatment, e.g. changes in the state 

of health, and the degree of satisfaction 

with the obtained medical care. A. 

Donabedian believed that the balance 

between all three elements is essential to 
ensure the quality of care. 

A broad designation of the concept of 

healthcare quality has been provided by 

the Institute of Medicine of the National 

Academies. This institute defines 

healthcare quality as health services 

provided to individuals, patient 

populations and desired health outcomes 

improved. The care should be based on the 

strongest clinical evidence and provided in 

a technically and culturally competent 

manner with good communication and 
shared decision making [2]. 

At the global level, promoting public 

health responsibility lies in the competence 

of the World Health Organization, which is 

‘responsible for providing leadership on 

global health matters, shaping the health 

research agenda, setting norms and 

standards, articulating evidence-based 

policy options, providing technical support 

to countries and monitoring and assessing 

health trends’ [3]. 
WHO endeavors to implement its 

main objectives. It has appointed regional 

representatives divided into 6 regional 

organizations which are in the Africa, 

Eastern Mediterranean, Europe, Western 

Pacific, South East Asia and the Americas.  

In May 1977 the World Health 

Assembly adopted a resolution that the 

main objective of World Health 

Organization and its Member States should 

focus on meeting the demands all citizens 
of the world and providing a level of 

health that will allow them to lead a 

socially and economically productive life. 

On the basis of these decisions, in May 

1998 Europe's Regional WHO offices 

adopted a strategy of ‘Health for All in the 

21st Century’ which consisted of 21 

tasks,defining the basic functions of health 

care’[4]. These tasks have been formed for 

the purpose of improvements in the 

European region through the introduction 

of a health care system based on the 

existing and projected state of health, 

social and economic conditions and the 

particular needs of a population through, 
all through the implementation of 

appropriate measures in the public and 

private sectors. 

Considerable attention in the tasks 

outlined in paragraph 16 is drawn to the 

issue of the quality of care. The paragraph 

presents a systematic measurement of 

clinical facilities’ results using 

internationally standardized quality 

indicators. The resultsof the measurement 

are fed into databases, which enables 

further comparison and analysis of the 
outcomes, at the same time being an 

indispensable new tool for continuous 

quality development in patient care[5]. 

In turn, the WHO proposes that the 

concept of quality medical resources for 

servicing should be organized in such a 

way so as to improve efficiency and safety 

to live up to the health needs of those who 

are most in need of assistance [6].The 

quality can be considered from three 

perspectives: 

 the quality from the patient's 

perspective; 

 thequality from the health care 

workers’ standpoint; 

 in terms of quality control. 

In our opinion such distribution of 

quality assessment criteria is justifiable 

because the concept of quality has certain 

features of subjectivity and is treated by 

each party in different ways. This is due to 

the exceptional complexity and diversity of 
the concept of ‘quality of care’. Thus, the 

quality of care provided to individual 

patients is one substantial responsibility, 

while quality of care provided in a health 

care environment - another, etc.  

The patient is mainly interested in 

treatment (elimination of chronic illness or 

halting the detrimental process), but much 
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more important for him are: the 

availability of modern medical equipment, 

the use of advanced technology in the 

treatment, timeliness of care, the length of 

treatment, the cost of health care, receiving 

treatment from a friendly staff in a positive 

atmosphere, the reputation of the medical 
establishment, the diet in hospital, etc. 

Quality estimated with regard to 

health care workers can be assessed 

through: the degree of doctor, of 

equipment and other medical staff, by 

means of work (including the use of 

existing new technologies); obtaining 

training funded by the medical 

establishment; the ability to protect the 

innocence of a doctor in controversialcases 

(including litigation); availability of 

studying at scientific schools that use 
advanced methods of work; possibility of 

medical establishment’s coverage of the 

costs connected with the recovery of the 

worker and his family; motivation for 

employees to improve quality of care and 

patient self-monitoring through the 

reduction of medical errors. 

A short glance at the issue of quality 

in terms of management highlights 

primarily the rational use of material and 

financial resources; the possibility of  
obtaining additional income (including the 

provision for paid services); compliance 

with the rules, regulations and standards; 

the availability of qualified specialists to 

prevent committing medical errors, 

fulfillment of instructions, discipline and 

respect among the staff, teamworking in 

solving management issues; monitoring 

the degree of patientsatisfaction and 

others. 

There are of course many other 
approaches to understanding the concept of 

quality of care. The debate on this issue 

continues to this day. However, it is clear 

that quality of care is a complex integrated 

indicator which can be evaluated using a 

set of diverse and often varied indicators 

(quality indicators) that allow to measure 

and describe the characteristics of the 

health care system at different levels, 

whether it is a specific medical facility or 

Service of Health as a whole. 

 

 

3. FEATURES OF HEALTH CARE 

CONTROL IN POLAND 
 

The problem of medical service 

quality in Poland has recently 

becomeincreasingly relevant which, 
accordingly, resulted in a more thorough 

analysis of existing approaches for 

improving the quality of health services.  

By the early 90's health care system in 

Poland was seen as a national health 

care.The state was obliged to provide all 

medical assistance. The health financing 

reform which took place in the country 

since 1989 allowed to distinguish the place 

and scope of national health 

care.Twolevels of 

heathcarehavebeensingled out: 

 individual health care system e.g. 

units of local government and 

private health service; 

 general health system e.g. 

independent state medicine. 

Despite of this, according to Article 68 

of the Constitution of Poland [7], every 

citizen has the right to continue health care 

regardless of their financial situation. The 

state is obliged to guarantee equal access 

to health care services, financing this from 
public funds with regard to the conditions 

and extent of the assistance prescribed in 

the relevant regulations. 

In order to assess the quality of health 

care, in 1994 the Center Quality 

Monitoring in health care was established 

under the Ministry of Health. CQM aims 

to support the revitalization and actions to 

improve the quality of health services in 

Polish hospitals.  

The main objectives of the center are 

the following[8]: 
1) Preparation and training to 

encourage and support projects to 

improve the quality of care.  



 

442                                                 A.Kister, V.Vovk 

2) Improvement and implementation 

process of accreditation of health 

facilities based on universally 

accepted standards. 

3) Monitoring quality indicators 

which are formed due to 

subjective (patient’s degree of 
satisfaction), objective (health 

indicators) and indirect (quality of 

life) characteristics. 

4) Evaluation of the quality of 

highly specialized services. 

As part of the center it is possible to 

use the software  under which any medical 

institution is able to estimate the degree of 

patient satisfaction with its services. In 

order to assess the level of quality of 

medical services there are different 

versions of software on offer: 

 for hospitalized patients; 

 for patients treated in children’s 

hospitals; 

 for patients treated in Primary 

Care, specialized facilities or 

health clinics. 

The degree of patients’ satisfaction 

with medical service is determined through 

the analysis of their opinions of the visit at 

a medical facility. The questionnaire 

patients fill out is mainly concerned with 
the patients’ reasons for choosing specific 

medical institutions, the degree of patient 

satisfaction with different types of medical 

services, evaluation of the admission 

room’s functioning, medical care and 

nursing, conditions of stay, recommended 

food, accuracy and exhaustiveness of the 

information about the course of treatment, 

details concerning the treatment’s 

implementation and further recommended 

procedures, etc.  
Each questionnaire takes into 

consideration the respondents’ age, sex, 

education and occupation which, 

consequently, enables a more accurate and 

diverse estimation of the patients’ 

opinions. 

Similar studies are primarily focused 

on a multi-faceted, but at the same time an 

overall, assessment of the medical 

facility’s quality in relation to the patient. 
This feature allows for the creation of a 

ranking of medical units which, in turn, 

helps to attract new and present patients to 

the highly rated facilities or to give priority 

of funding to the most active institutions, 

etc. Thus, it may be said that the 

advantages of this questionnaire are 

obvious. However, the described system 

requires additional costs for its 

implementation. 

 

 

4.ANALYSIS OF THE QUALITY 

OF HEALTH CARE UNDER THE 

ASSUMPTIONS OF MEDICAL 

ERRORS 
 

We believe that while improving the 

quality of health care services one should 

also take into consideration the existing 

free data which can serve as evidence of 

the patients’ objections. This information 

is generated automatically and allows 

management institutions to pay attention to 

certain faults in service delivery. 
Furthermore, such information may serve 

as an effective incentive for self-

improvement. 

We have analyzed the complaints of 

received by the Lublin Regional Branch of 

National Heath Fund within the last three 

years. Over the entire period of time, the 

department received 297 complaints 

against 246 medical facilities. Detailed 

information is shown in the table 1. 

 

 

 

 

Table 1 –Complaints received by the Lublin Regional Branch of National Health Fund in 
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the years 2011-2013 (expressed quarterly)  

Time span 
2011  2012  2013  

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 

Number 

of cases 
27 20 19 21 29 22 26 14 27 27 40 25 

Number of 

medicalfacilitie

s 

17 17 15 17 24 21 24 12 26 24 34 15 

Source: Based on data provided by the National Health Fund 

 

In the analyzed period, the worst in 

terms of the number of received 

complaints was the third quarter of 2013, 

when the Lublin Branch of National 
Health Fund received 40 complaints. The 

same quarter saw the largest number of 

sued medical facilities - 34 institutions.  

  The exact chronological index of the 

number of complaints received and the 

number of the sued medical institutions 

within respective quarters of 2011-2013 

has not been announced yet, but a gradual 
deterioration in the results of the 

consolidated annual data is easily 

noticeable (Table 2). 

 

 

Table 2 – Complaints received by the Lublin Regional Branch of National Health Fund in 

the years 2011-2013 

Year 2011 2012 2013 

Number of cases 87 91 119 

Number of medicalfacilities 66 81 99 

 

Unfortunately, each year the number 
of received complaints is progressively 

increasing (in 2012 the number of 

complaints rose by 4.6%, while in 2013 - 

by 30.8% when compared to the 

previously examined period). 

This increase is also observed in 

relation to the number of the sued medical 

institutions. While in 2012 this number  

 

 

increased by 15 units, in the year 2013 – 
by about 18 institutions, which should be 

considered as highly alarming. 

The analysis of complaints in relation 

to the provided type of medical service 

suggests that the situation in dental 

facilities is the worst, for throughout 2011-

2013 they received 24.5% of the total 

number of all registered complaints (Table 

3). 

 

Table3 – Complaints with reference to the type of provided health care 

registeredbytheLublinRegionalBranchofNationalHealthFundintheyears 2011-2013 (%) 

Reported complaints by type of health care 2011  2012  2013  Total 

1.Dental treatment 23,8 20,8 28,8 24,46 

2. Primarymedicalcare 14,5 13,38 12,28 13,38 

3. Outpatient services specialist 16,9 15,4 15,53 15,93 

4. Heath resort treatment 8,73 15,95 11,8 12,16 

5. Drugs economy 0 2,575 0 0,858 

6. Hospital treatment 11 8,95 20,95 13,64 

7. Rehabilitation treatment 5,88 6,05 2,475 4,8 

8. Psychiatric treatmentand treatment ofaddiction 0 3,8 0 1,267 
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9. Emergency Medical Services 0 1,15 0 0,383 

10. Nursing services and care 0 0 0,925 0,308 

11. Servicescontractedseparately 0 0,95 0 0,317 

12.  Supply of medical devices  2,58 1,8 3,625 2,667 

13. Emergency assistance and medical transport 1,33 0 0 0,442 

14. Complaints relating to two areas of health services 1,25 0 0 0,417 

15. Other 14,1 9,2 3,625 8,975 

Total 100 100 100 100 
Source: Author’sownconcept 

 

Dental treatment’s forefront place on 

the red list can be observed in each of the 

analyzed years (in 2011 the number of 

complaints amounted to 23.8%, in 2012. - 

20.8%, in 2013 - 28.8%). More than 10% 

of complaints in the past three years were 

related to patientdissatisfaction with 

special emergency services, hospital care 
or primary care. 

Health resort treatment in 2011 (with 

the number of complaints reaching 8.73%) 

and hospital treatment in 2012 (number of 

complaints - 8.95%) are an exception. 

However, in both cases the number of 

complaints reported throughout the 

remaining time exceeded the point of 10%. 

Such situation requires a detailed analysis 

of the causes of complaints registered in 

the above-mentioned medical units. 

Based on available data, the main 

problems described in the registered 

complaints will be analyzed. The problems 

will be divided into 5 classes: the quality 
of provided health care; limited access to 

health care services; payment for provided 

service; improper interpersonal 

relationships; other problems, including 

the rules for granting benefits and the 

functioning of the health care system 

(Table 4). 

 

Table 4 –Specification of the subject matter of complaints received by the Lublin Regional 

Branch of National Health Funding the years 2011-2013 (expressed quarterly) 

Type of problem 

Quality 

of 

provided 

health 

care 

Limited 

access 

to 

health 

care 

services 

Payment 

for 

provided 

service 

Improperinterpersonalrelationships 

Other 

problems, 

including 
those 

concerning 

the rules for 

granting the 

benefits and 

the 

functioning of 

the health 

care system 

I quarter2011 
48,10% 37,00% 3,70% 3,70% 7,50% 

1 2 3 3 4 

IIlquarter2011 
50% 25% 5% 15% 5% 

1 2 4 3 5 

III quarter 2011 
31,60% 36,80% 15,70% 5,30% 10,60% 

2 1 3 4 5 

IVquarter 2011 
42,80% 38,10% 0% 4,80% 14,30% 

1 2 5 3 4 

http://www.google.pl/url?sa=t&rct=j&q=&esrc=s&source=web&cd=2&ved=0CDoQFjAB&url=http%3A%2F%2Fen.wikipedia.org%2Fwiki%2FEmergency_medical_services_in_Poland&ei=ropaU8bPL4nZtAa2hIG4BA&usg=AFQjCNHZKSSw3IeMlE7u8UXFXehwq5QIZg&sig2=ah-JLEoGVYrd_M5ecsaKvw&bvm=bv.65397613,d.Yms&cad=rja
http://scholar.google.pl/scholar?q=the+supply+of+medical+devices+and+Additives&hl=pl&as_sdt=0&as_vis=1&oi=scholart&sa=X&ei=JY1aU7jJEMnStAao1YG4BA&ved=0CDsQgQMwAA
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Iquarter 2012 
41,50% 37,90% 10,30% 0% 10,30% 

1 2 3 5 4 

II quarter2012 
45,40% 36,40% 9,10% 0% 9,10% 

1 2 3 5 4 

III quarter2012 
50% 34,60% 15,40% 0% 0% 

1 2 3 4 4 

IVquarter 2012 
57,10% 14,30% 14,30% 0% 14,30% 

1 2 2 4 3 

I quarter2013 
62,90% 33,40% 0% 0% 3,70% 

1 2 4 4 3 

II quarter2013 
70,40% 25,90% 0% 0% 3,70% 

1 2 4 4 3 

III quarter2013 
67,50% 25% 7,50% 0% 0% 

1 2 3 4 4 

IVquarter 2013 
35,80% 50,00% 7,10% 0% 7,10% 

2 1 3 4 3 

Number of 

complaints  
14 22 40 47 46 

Rank 1 2 3 5 4 
Source: Author’sownconcept 

 

Table 4 provides a ranking for and 

classifies quarterly the range of complaints 

reported in the Lublin Regional Branch of 

National Health Fund within a three year 

time span. The problems have been 

categorized in the following manner. 

The largest number of reservations in 
the reported complaints concerned the 

quality of provided health care service. 

Dissatisfaction related to limited access to 

health care services has been classified on 

the second place. Subsequently, 

unfavorable remarks concerning the 

payment for provided service have been 

enumerated. Thus, a question arises: what 

is the common reason of dissatisfaction 

with medical care? Figure 1.provides the 

answer to this query. 
 This figure presents different types of 

adverse events that occur in many health 

care facilities. An accurate diagnosis of 

these events is essential for these 

institutions to introduce necessary changes 

in order to eliminate the most common 

errors. The incorporated information 

comes from several facilities, as patients 

direct their complaints to various 

institutions. 

The patients could file their 

complaints regarding the violation of 

patient’s rights to the following entities: to 

the National Health Fund, to the office of 

the Patients' Rights Ombudsman; in cases 

of the violation of the regulations on 
medical practice and professional ethics to 

the Regional Spokesman for Professional 

Liability of Chamber of Lublin Physicians; 

and in cases of the violation of the 

regulations on nurse or midwife 

professional malpractice to the 

Professional Liability Screener of the 

District Chamber of Nurses and Midwives, 

as well as to the Bureau of the Inspector 

General for the Protection of Personal 

Data. The enumerated adverse events 
(medical errors) shown in Figure 1.can be 

grouped in such a way that these groups 

are integrally concerning all kinds of 

health care facilities, as shown in Figure 2.  

Achieving patient satisfaction is 

possible only if medical units react and 

take measures against further occurrence 

of medical mistakes. Acknowledgment and 

analysis of undesirable occurrences serve 
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as a basis for a number of remedial actions, 

including: 

 intensified supervision over the 

provision of medical services,  

 improvement of management and 

administration,  

 monitoring of diagnostic 
information  

 improvement of relations between 

the patient and the medical staff,  

 increasing supervision of 

infrastructure,  

 development of interpersonal 

relationships among the staff. 

However, this versatile model needs to 

be verified in practice. If the reporting of 

medical errors becomes a statutory duty of 

all health care facilities, their awareness of 

the need for better quality monitoring of 

the medical services will be raised.  
The monitoring of quality of medical 

services is partly carried out by employees 

of the particular medical institution. As a 

rule, it is also carried out with the help of 

external accreditation units. 

 

 
Source: Author’s own concept 

 

Figure 1 – Quality monitoring model based on analysis of medical errors 
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Source: Author’s own concept 

 

Figure 2– Quality monitoring model based on the analysis of medical errors 

 

5. QUALITY AND MEDICAL 

ERRORS 
 

The hospital-accreditation system 

aims to reduce risk. It assists in the 

improvement in the safety of the provided 

care and shapes the safety culture of the 
Polish healthcare system. Accreditation 

forces the collection and analyses of the 

given medical entity, including undesired 

events. Continuous assessment and 

analyses of undesired events are among the 

elements evaluating healthcare quality 

under the health care institutions 

accreditation programme. The institutions 

can identify and gather information on 

undesired events, analyse the undesired 

events and use the conclusions from the 
conducted analyses of such events. The 

organisation should introduce a system 

allowing the regular assessment of patient 

safety and drawing conclusions from the 

said assessment. This system uses the 

identification, collection, and analyses of 

information on the undesired effects 

associated with patient care. The analyses 

of the experiences of the patients 

concerned may provide an additional 

source of information on the events for 

healthcare system. From year to year, the 
numbers of the complaints has been visibly 

rising. The cases examined by the National 

Health Fund concerned the following types 

of benefits: 

 the quality of provided healthcare 

benefits, 

 the collection of undue fees, 

 limited access to healthcare 

Information on medical errors 

Medical care facility 

Reaction to errors 

Increased supervision 

on the process of  

medical services 

Improving 

management 

Monitoring 
diagnostic 

information 

Improvement of 

relationship between 

patient and medical staff 

Increasedsupervision 

ofinfrastructure 

 

Shaping the desired 

interpersonal 

relationships 

Patient’s satisfaction 
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benefits, including refusal to 

provide benefits, 

 the violation of patient rights, 

 improper interpersonal relations, 

 the conditions of health resort 

treatment. 

The significant problem of 
organizational irregularities is insufficient 

funding of the healthcare services. It 

should also be noted that there are 

limitations concerning the number of 

additional examinations. 

The health sector is highly R&D 

intensive, which intrinsically generates 

substantial costs and increases gains. 

There are a lot of strategies to reduce 

costs and improve the quality of care. 

Health care institutions have merged to 
form ever larger systems, suppliers have 

consolidated, and extensive lean operations 

programs have been established. In spite of 

these efforts, costs continue to rise and 

gaps in quality remain. To really get health 

care costs under control, we need a new 

approach. Studies on public sector reform 

have reported that the high implementation 

cost of a new accounting system (e.g. staff 

training, Information Systems changes, 

consultants’ fees etc), even if it is 

mandatory, can considerably deter or delay 
the whole adoption process and its 

anticipated consequences [9]. 

 

 

6. CONCLUSION 

 
There are several methods to improve 

quality, but it appears that the best way to 

accomplish and refine it is through 

analyzing errors. 

The concern for limiting medical 

errors [10, 11, 12] and undesired 

consequences has led to the creation of 

numerous ways to improve the quality. It 

should be noted that quality monitoring is 

better in those health care facilities which 

employ an accreditation system. 

The accreditation system assists in the 
improvement of the safety of the provided 

care, facilitating the alignment of 

healthcare and health services. The 

accreditation program applies the 

assessment and analysis of medical errors 

as elements of healthcare quality 

evaluation. 

Obviously, it does not mean that the 
quality is not being improved in health 

care facilities which are not subject to 

accreditation. Certainly, quality monitoring 

is a common phenomenon, for a satisfied 

customer – patient - is the determinant of 

quality. Dealing with patients‘ complaints 

and requests aims to improve the quality of 

the provided medical service. An even 

better result is certainly achieved by 

monitoring medical errors not only by the 

patients themselves, but also by health care 

facilities themselves. In Poland, recording 
of medical errors is not common, as there 

is no legislation which obligates 

conducting such research. Although the 

European Union recommends to monitor 

errors, medical care facilities often try to 

evade doing so. They are afraid that such 

data may be misused. 

In the Polish highly competitive 

market of medical services and in the 

current state of limited resources, a good 

solution would be not only to monitor 
medical errors, but also to analyze them in 

terms of their value. Therefore, it is 

necessary to first identify the errors, as 

well as to examine their causes and extent. 

Unfortunately, such estimation is made 

only after the errors had been committed. 

The valuation of medical mistakes is 

ultimately performed by courts which 

award compensation to patients for the 

suffered physical and mental losses. A 

good solution for estimating the size of a 
particular error would certainly be the 

implementation of cost accounting is 

assessing the quality of internal and 

external errors (such accounting would 

take the form of partial cost accounting)]. 

The estimation of losses (errors) requires 

adopting a particular procedure which 

encapsulates systematizing individual 
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elements concerning the committed errors. 

In order to perform it, one must also 

specify the records of the losses. This, 

however, requires the managers to adopt 

specific strategies, strategies in which the 

quality of the patient and, at the same time,  

cost optimization of medical care, will take 
priority. 

This paper presents a model for 

monitoring the quality which has not yet 

been verified in practice, mainly due to the 

institutions‘ reluctance to disclose data on 

recorded medical errors. However, it 

seems that as long as quality is considered 

a priority, the solutions proposed by both 
authors are accurate and valid.  
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