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Introduction
The pursuit of excellent standards of patient safety has long been prioritised in anaesthesia.1 Although anaesthesia carries many potential risks, adverse outcome rates have reduced considerably over recent decades as a range of measures and standards to improve safety throughout the peri-operative period have been developed and applied.2 The Helsinki Declaration on Patient Safety in Anaesthesiology (hereafter ‘the Declaration’) was launched in 2010 by the European Board of Anaesthesiologists (EBA) and European Union of Medical Specialists (UEMS) in close co-operation with the European Society of Anaesthesiology (ESA).3,4,5 It set out a vision for patient safety in anaesthesiology, together with recommendations for specific activities which could improve safety. Most national European anaesthesiology societies signed the Declaration at its launch, to demonstrate their commitment to its ideals and standards, and its appeal has since grown such that approximately three-quarters of national societies worldwide have now signed the Declaration. Despite this widespread high-level adoption of its principles, there is still some uncertainty about its usage and influence in practice. Some local studies have been conducted to assess its impact,6 but more extensive data are lacking.7,8 The ESA has initiated a project designed to assess and improve the adoption of the Declaration’s requirements. As part of this project, the Society commissioned a three-phase investigation whose broad aims are to: explore the state of patient safety in European anaesthesiology; examine the uptake and implementation of the Helsinki Declaration and how it relates to patient safety practices; map the extent of coverage and identify differences in the implementation of the Declaration in different parts of Europe; and examine variation in the adoption of the various component elements of the Declaration. The second phase of this investigation, reported here, aimed to ask national leaders in anaesthesiology in a number of European countries about patient safety and the role played by the Declaration, and its benefits, limitations and barriers in daily practice.
Methods
In order to establish the need for Ethics Committee approval for the project, we used the UK Health Research Authority’s online triage tool on 3 November 2017. This tool comprises two sets of questions [http://www.hra-decisiontools.org.uk/research/]. The applicant’s responses to the first set determine whether the proposed work counts as research. Our study was classified as research. The second set determines whether Research Ethics Committee approval is required for the work. Our study did not. For further confirmation, we sent a copy of the proposal to the Health Research Authority. On 8 May 2018, we received an email from the Authority confirming that, if survey participants were selected by virtue of their membership of a professional organisation, then Health Research Authority approval is not expected (email on file). Participants were asked to consent specifically to their participation, and to the audio recording, at the start of each interview. 
We sought our participants by initially contacting the ESA Council member and, where applicable, the country’s representative on the ESA’s National Anaesthesia Societies’ Committee (NASC). They were invited to participate or to nominate another individual, such as head of the country’s national anaesthesia society, or another anaesthesiologist working at national level who could speak knowledgeably about the state of anaesthesiology practice and patient safety in that country. 
A semi‐structured interview guide with open‐ended questions, developed before data collection, was used during the interviews. This is shown in Appendix A. It was piloted before use in the project and proper and pertinent adjustments made.  Interviews were audio recorded and the recordings transcribed by a professional transcription service. Points which could not be transcribed initially (for instance, where specialist medical terminology was used, or where country-specific details were mentioned) were clarified by referring back to the original interviewer. Transcripts were not returned to participants for comment. The transcripts were de-identified before being shared with the rest of the research team. 
Coding in qualitative research is the process of combing the data for themes, ideas and categories.9,10 The authors looked for similarities and differences in the data, within and across transcripts, initially working individually in isolation to code and analyse them. We then met to discuss and cross-compare our individual findings, establish analytical categories, select key overarching concepts and develop the framework within which to interpret the data. Similar passages of text from different interviews were marked with a label so that they could be retrieved at a later stage for further comparison and analysis.11,12 Analysis began before all the interviews were completed, thus informing subsequent data collection in an iterative manner. This is a key feature of qualitative work, and allows researchers the freedom to pursue interesting and relevant lines of enquiry as initial themes of interest emerge from the data. This has been termed the ‘constant comparative method’.13 In line with the positive focus of our questions, we drew on a theoretical approach known as ‘Safety II’, which aims to understand why things go right in healthcare safety most of the time, complementing the ‘Safety I’ approach which seeks to learn from error.1,14  
This study was designed, analysed and reported in accordance with the Consolidated Criteria for Reporting Qualitative Studies (COREQ).15 Individual quotations from interviewees have been selected for inclusion in this paper to illustrate and support the themes identified in the data. A unique identifier (e.g. Int 1) was assigned for each interviewee to ensure anonymity and protect confidentiality.
Results
We approached the national anaesthesiology representatives from 38 countries. Between August 2018 and May 2019, seventeen interviews were conducted in total. Interviews lasted a median [range] of 56 [34 to 100] min. Respondents were asked to give their express consent to be interviewed, and for the interview to be tape recorded. In total, just under 16 h of interviews were conducted via a combination of video or audio connection over the Internet, whilst one interview was recorded in person during a conference. In those conducted via Internet connection, the interviewee was aware of the name, gender and nationality of the interviewer and that he (MN) was an anaesthesiologist, but none knew him otherwise. Sixteen interviewees had regular clinical anaesthesiology commitments, with one interviewee having ceased clinical practice to work full-time as a professor in medical education and simulation. Representatives from 21 countries were not interviewed, either because no response to initial approach or reminders was received, or due to difficulties in organising a convenient time for interview. Data saturation was perceived to occur after approximately 14 interviews, with similar themes recurring and few major new topics brought out in interview. Once this stage was reached, only those country representatives already in active contact were invited to interview. 
Respondents mentioned a number of activities, structures and processes that they believed exert a positive influence on patient safety. These commonly included: education; guidelines and protocols (whether at European, national or departmental level); monitoring; pre-operative assessment; and training (especially around the use of new technology). The risk from medication errors was also frequently discussed. The Helsinki Declaration, too, was generally recognised as a beneficial force in the promotion of patient safety in European anaesthesiology. Other main themes are presented below. 
Clinical changes in anaesthesiology since 2010
There were three commonly cited areas of change: intensifying workload; more challenging patients; and suboptimal pre-operative preparation.
Within this there was common agreement that day case surgery has become more widespread; however, with this has come a pressure to administer anaesthesia to older and multiply comorbid patients without the desired pre-operative investigations.
“More patients arriving on the day of surgery with investigations not complete and they’ve not been seen in clinic… we have been under pressure for, yes, seven or eight years… we’ve written to the general director…. from our anaesthesia department asking for a pressure reduction… there was no response” - Int 2
A sense of frustration and stress was apparent as a result. In addition, a high workload intensity has led to a perceived erosion of professional identity and patient safety.
“The general director would call and said, ‘you should go and give your consent for the patient to go to the surgery’, though I do not think that he should go, whether he’s hypertensive or whatever, I think we could be prepared. But there is really, really a lot of pressures and it does not have good consequences on patient”’ – Int 2
Similarly, there was an explicit appreciation, too, of this role of the anaesthesiologist in maintaining vigilance for the rest of the healthcare team, in the interests of the patient’s safety, one respondent comparing the anaesthesiologist to a ‘goalkeeper’:
“If a goal keeper fails, all the team can have the possibility to fail and lose the match”             - Int 1
Workload pressure extends into the intra-operative period, with senior anaesthesiologists being less able to provide adequate supervision and being left feeling “like a juggler, with a lot of balls in the air”. Consequently, the deviation from nationally-agreed supervision ratios in countries where anaesthesiologists oversee the work of nonmedical practitioners has led to situations where anaesthesiologists “can’t actually oversee what’s going on in all the rooms”. The fact that problems seem to be uncommon (and may not be fully captured by quantitative audits or official governance systems) does not make compromises in safety standards acceptable. Respondents mentioned the temptation to ‘cut corners’ in order to get the work done. 
“It’s not okay. It might be that it’s because anaesthesia is so safe now that actually we are cheated into this. It’s so seldom that it actually has consequences” – Int 4
 ‘Fighting not to fall down’: external influences on patient safety
Respondents focused predominantly on resource constraints, as well as relationships between hospitals, governmental bodies and national anaesthesiology societies. Although some mentioned the perceived benefits of improved pan-European professional relationships, there were a number of challenges such as anaesthesiology workforce migration, hospital finances, salaries, working conditions and staffing. Taken together, these were seen to threaten the maintenance of robust patient safety standards and led to the perception of reacting to problems as they occur without being able to make progress in safety.
“Most of the anaesthetic departments are terribly understaffed because of the austerity measures from 2011… it was a disaster… underfunded and understaffed… you don’t fight to win, you’re fighting not to fall down” – Int 6
We discerned within the responses two discrete types of relationship between hospital anaesthesiology departments and the broader healthcare system. In some countries, it was clear that departments are situated within hospitals that work within a national policy framework, within standards set by national anaesthesiology societies, national governmental bodies, and informed by the results of large-scale, organised safety and quality data reporting. In other countries, Ministries of Health and national societies are regarded as out of touch or ineffectual, with clinical practice working on a more ‘decentralised’ model. Within this, the departmental ‘chief’ was repeatedly cited as the source of departmental policy and the reference point for reporting of problems or arbitration.
Regional networks, for countries in similar economic and social contexts, were highlighted as a source of strength and ongoing potential. Such networks enable the establishment of achievable goals and avoiding unrealistic comparisons between challenged systems and those with more advanced systems of patient safety. 
“We have to learn from our neighbours and regional partners with the same social, economic, political, language, and so on” - Int 13
 ‘An arrow pointing somewhere’: what the Helsinki Declaration means and how it might develop 
The Declaration is perceived as a force for good, a standardisation framework and a catalyst for change. It benefits from being succinctly laid out, yet broad in scope. This has led to its acceptance and utilisation, though implementation requires tailoring from country to country. The general themes of the Declaration were better known than more specific details:
“I recalled having heard of it before, but not really been conscious about what it was all about.” - Int 17
Respondents felt that it acts as a tool by which anaesthesiology is able to ‘push forward in a political way, a scientific way’ (Int 5) and as a mandate to extend patient safety involvement to the entire peri-operative journey.
“It definitely acted as a scaffolding… as an impetus to build on” - Int 10
Respondents from a number of countries, typically from northern Europe, commented that their national safety standards and discourse are already more advanced than the contents of the Declaration might advocate. However, Europe is a diverse continent and the Declaration’s standards have been useful elsewhere in enabling change and improvement.
Even here, though, although positively viewed as a rallying point and unified statement of intent (“an arrow pointing somewhere”, Int 2), it was felt that some anaesthesiology systems would have reached the same outcomes eventually, though the Declaration had given these changes greater momentum.
“Time would not have stood still if the Declaration hadn’t been published in 2010, we probably would have proceeded anyway. The consciousness was sharpened and the processes in patient safety have been accelerated” – Int 5
The Declaration also seems to link into anaesthesiology education. Despite knowledge of the Declaration itself being considered as generally poor, the themes and overall aims of the Declaration were commonly reported to be present within anaesthesiology training curricula, albeit without referring to the document explicitly. 
A commonly expressed idea was that greater moves towards implementation of the Declaration might be as important as changes to its content. Looking to the future, however, a revitalisation of, and commitment to, the existing Declaration was suggested rather than a complete rewrite. A possible future iteration of the Declaration would usefully stay brief, though respondents suggested variously that factors such as quantitative quality indicators, patient involvement and an appreciation of workload pressures and fatigue amongst anaesthesiologists, should be considered.
‘Attitude education’: culture, training and human factors
The vast majority of respondents highlighted the critical nature of safety culture, human factors and training systems in maintaining patient safety.
Culture plays a key role in the adoption of safety tools and practices. For instance, the uptake of the World Health Organization Surgical Safety Checklist is dictated by the context in which it is introduced. A respondent from one country suggested that their compatriots were unlikely to accept attempts to shape their behaviour, commenting that people “tend to do what they like, not what they must” (Int 2). Similarly, a workplace where staff feel familiar with each other does not necessarily create a perceived need to undertake introductions and talk through proposed operations:
“We don’t follow [checklists], we feel that we are okay with that… everybody knows everybody… we know our patients. The surgeon knows the patient. They’re not like in a list and they haven’t met them before. So, it’d be more difficult for mistakes to happen”                - Int 6
In response to increasing workload pressures it is vital that educators and managers recognise the importance of resilience, fatigue and mental health upon the safety of the anaesthesiology team and ultimately that of patients.
“Focus on stress and personal resilience and taking care of oneself. That’s a picture that the organisation is so pressured” – Int 4
Simulation is regarded as a vital tool in the provision of training in both technical and non-technical skills, for trainees and senior anaesthesiologists alike. Despite this, the associated expense of dedicated simulation centres was noted as a barrier to implementation.
Several countries were in the process of publishing a new training curriculum, or else had recently done so, with an agreement that simulation, patient safety and human factors were a much more prominent feature: 
“It's not only a technical education, it's also an attitude education.” - Int 12
The view was often expressed that this training should be shared with other peri-operative health professionals. Some go further still, for instance the provision of a standardised postgraduate qualification for anaesthesiology trainees focused in part on human factors training. Notably, however, some representatives reported that neither their training curricula nor current professional patient safety narrative contained any such content. 
‘A good anaesthesiologist can explain his work well’: the patient perspective in anaesthesiology  
Common themes included public understanding of anaesthesia, patient feedback and trust in healthcare systems.
Respondents in many countries suggested that patients typically focus on risks posed by surgery itself, rather than the wider peri-operative period or specifically anaesthesia. The role of the anaesthesiologist is often underappreciated, as is the influence of patient comorbidities on perioperative safety. Alternatively, some patients may simply ‘not want to know’ despite the fact that they implicitly recognise the inherent risk. Nevertheless, empowerment and education were seen as vital, with the pre-operative clinic and broader public health campaigns providing part of a solution. Here, appropriately tailored language, free of medical jargon, is important. 
“The patient is interested only to go through the surgery without any regards of anaesthesia risk…. the knowledge and appreciation are definitely not there” – Int 2
Patients are in a unique position to observe and recognise threats to safety throughout the peri-operative ‘journey’, though may only express these if their opinions are explicitly sought. Such interactions may result in insights couched in terms such as “I didn’t feel safe because…” or “this happened while you weren’t looking” (Int 17), useful safety intelligence otherwise not captured by quantitative data collection or clinician-driven incident reporting. Respondents almost always described robust local feedback systems for patients; national patient safety representation was generally lacking, with national patient groups often relating to relatively uncommon medical conditions rather than dealing with anaesthesia itself. 
“Patients are actively encouraged to give feedback and also to complain, if they want, on a local level” – Int 5
Attitudes and practices towards disclosure of problems and patient involvement vary. Some systems seek patient input in projects such as the design of new theatres, whilst also upholding a national duty of candour policy. Others address incidents on a case-by-case basis, balancing transparency against perceived severity.
“If they discover it early enough to take the swab out, I think that no-one would tell the patient” – Int 3

Litigation and defensive practice were also commented upon by several representatives, for whom a written consent form provides a degree of protection. A circular situation was commonly described of public mistrust in medical professionals and a reciprocal medicolegal paranoia from clinicians.

“I usually go afterwards and speak to the patient, but I have no responsibility because he signed a consent, and things like dental damage is written in the consent. So as long as it’s covered by the consent and I have them as ASA III or ASA IV, I’m covered. Some of us feel that it’s necessary to explain what happened, not everyone” – Int 2

Critical incident reporting
There is a lack of uniformity in incident reporting compliance and system availability. Standardised reporting systems were often found for specific incidents such as difficult airways, allergic reactions and drug events. However, national level data coordination, analysis and reporting are challenging or non-existent in some countries. Where this is the case, hospitals and individual anaesthesiologists may be unaware of which incidents occur commonly, nor of trends or areas on which to focus. On the other hand, some respondents reported trusted and dynamic national systems including features such as telephone notification to instigate a rapid investigation. Voluntary systems were often commented upon as ineffectual, usually cited as being due to competing time constraints. 
In keeping with the previously described ‘decentralised’ healthcare systems, many respondents felt that incident reports went no further than departmental ‘chiefs’, and did not feel any further sharing took place. Indeed, these individuals were often frustrated that mandatory incident reporting did not lead to any regional or national reporting, thus they are unable to ascertain common themes, trends or potential solutions. Anaesthesiology incidents were sometimes grouped within surgical incident reporting systems, with differentiation impossible. Other representatives only experienced intradepartmental, informal discussion of clinical incidents.
Incidents may not be reported to the patient, department or higher-level systems. Factors influencing this include perceived severity, patient outcome, time pressures and attitudes towards the reporting system. Failure to report may also result from fear of potential consequences including litigation. In addition, respondents noted that trust and possible vulnerability (especially exposing one’s practice to colleagues locally or, through more widely shared incidents, in other hospitals or regions) might hamper reporting and/or discussion of problems. Finally, some well-established reporting systems were criticised for focusing on medicolegal claims, thereby failing to value ‘near misses’, or incidents considered as ‘low risk’ from a litigation viewpoint. Illustrative quotations relating to critical incident reporting and discussion of problems are shown in Figure 1. 
A summary of respondents’ perceptions of positive and negative influences on patient safety is shown in Table 1 in the main paper.
Discussion
This study has explored influences on patient safety in European anaesthesiology, and the role which the Helsinki Declaration on Patient Safety in Anaesthesiology has played within it. It has documented the effect of changes within anaesthesiology practice and healthcare systems on patient safety, thus pointing the way towards a better understanding of how safety statements and standards might best be tailored in the future. 
This work follows on from a more general online survey of ESA members.16 By adopting a broadly ethnographic approach,9,17 based on detailed interviews with senior anaesthesiologists throughout Europe, we have provided a complementary perspective on the subject. In particular, we have been able to construct an account of patient safety in anaesthesiology which reflects participants’ perceptions of, and meanings attributed to, patient safety within the social context of anaesthesiology practice. This is one of the main strengths of our approach.9 The potential for delineating a ‘sociology of healthcare safety and quality’ was reviewed by Allen et al.18, who argued that patient safety is not simply about individual or team psychology, but is subject to the sociocultural and political context of healthcare work. According to them, ‘a sociological perspective …reveals how these [patient safety] problems might be managed and by whom, as well as the everyday – and often invisible – situated practices through which quality and safety are accomplished’.18  
To be effective in practice, quality and safety improvement tools and initiatives must take account of the complexities of healthcare practice and ‘make sense’ to practitioners within the context of their practice. Practitioners’ own views of the work they do are often somewhat different from how it is envisaged by policymakers and politicians (these are referred to, respectively, as ‘work as done’ and ‘work as imagined’ in recent safety scientific literature).14 The authors of a study of risk discourses amongst operating theatre staff note: ‘The failure to follow formal written rules relates not to a deficiency in the cognitive capacity of individuals acting in isolation, but to the identities which individuals occupy, create and negotiate and the social rules (as opposed to clinical guidelines or protocols) which correspond to those identities’.19  We suggest that our respondents’ accounts of their work and experiences can usefully be seen in terms of the anaesthesiologist’s professional identity and the informal roles anaesthesiologists play, thus building on previous work in this area.20 In addition to Larsson’s ‘professional artist’, ‘good Samaritan’, ‘servant’ and ‘co-ordinator’,21  and our own previous suggestions,22  we see references to other, hitherto unrecognised roles. These include: ‘goalkeeper’ (acting as the ‘last stop’ to prevent potential hazards from becoming real); ‘firefighter’ (purely responding to events rather than feeling able to influence safety proactively) and ‘individualist’ (acting according to personal preferences rather than formal protocol). Finally, this approach argues for an expanded view of ‘human factors’, one which moves beyond psychology and engineering to encompass how people relate to each other.1,23 
The main limitation to this study relates to representativeness. We interviewed senior members of national anaesthesiology societies who typically work in tertiary, university hospitals. This raises the question of how representative our respondents are of their compatriots. We phrased many of our questions to seek national, rather than individual level intelligence, and it was clear that respondents were able to speak about practice more widely than within their own hospital (for instance many felt that their awareness of the Declaration was reasonable, though wider knowledge of the Declaration in other parts of many countries was felt to be poor). Second, we were able to interview representatives from only 17 out of 38 possible countries. In methodological terms, this was acceptable as we achieved ‘data saturation’ (the point at which no new themes emerge in analysis)24 before this number was reached, suggesting that further interviews would not enhance our understanding. Also, we were aiming in our analysis not necessarily to identify differences between counties, but rather to find a number of cross-cutting themes that would be universally applicable. 
Two particular themes deserve further comment. Pre-operative assessment – for instance, of the patient’s airway,25 and optimisation through modification of intercurrent disease26  and lifestyle factors27 – is  widely regarded as essential to high-quality anaesthesia care.28 The suggestion that resource constraints are preventing this is concerning. Also, critical incident reporting structures and practice vary widely and, whilst systems must be properly resourced, social cultural factors amongst anaesthesiologists seem to play a significant role in determining whether anaesthesiologists actually make use of the systems that exist. Many such factors have been elucidated in previous studies.29,30,31   
Our findings have implications for the future of the Declaration and anaesthesiology practice and these are summarised in Table 2 in the main paper. The Helsinki Declaration would benefit from revitalisation, possibly by inviting signatories to confirm their continuing commitment on the Declaration’s ten-year anniversary in 2020, and a publicity campaign. A revision would also afford an opportunity to tailor this valued, succinct document such that it reflects the changes in anaesthesiology since 2010 and the current concerns of practicing anaesthesiologists, patients and policymakers.
[bookmark: _GoBack]Key issues for future consideration and/or research are those of anaesthesiology resilience and fatigue, an increase in workload and the delivery of a safe care throughout the whole peri-operative period, increasingly on a day case basis to an ageing and multiply comorbid population. Ultimately, these measures require investment from, and collaboration with, political stakeholders.
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Figure 1   Quotations from respondents relating to critical incident reporting and discussion
	
“We tried it, it didn’t work. Nobody said anything” – Int 6

“It’s usually an older colleague, so he would say it’s okay, just the patient was tachycardic, whatever, we should reschedule and have a cardiologist or check-up” – Int 2

“So to give yourself additional problems and induce this self-damage, it’s… I think most of us think twice before reporting something that ended up in a good way” – Int 9

“I think [incident reporting] depends on the chiefs. Specifically in our hospital… he is very strict and criticises a lot. But there are also consequences in terms of salary, they could reduce your salary for a month or two. If something really serious happens, there are legal consequences also” – Int 2

“We are a small society and I believe people were afraid that they would be found out… you do not have anonymity… nobody has the time to dedicate to report… so many things to do and so few people, even if someone wasn’t afraid, he or she would be reluctant to spend time reporting” – Int 6

“Losing the opportunity to learn from… aggregated incidents… we want the information… not the names, the places… we want scenarios because we need to see, are there things happening there that are recurring? How can we include these in our training, in our simulation programmes” – Int 8

“When I speak to my colleagues and to surgeons, we’ve all got ideas how to improve patient safety, but because of the daily work, the daily practice… there’s no time to actually speak with each other and to exchange ideas… the potential is there, we’re just not getting it out. We do not have the time and the opportunity to actually speak with each other on that issue” – Int 11

“It takes knowing each other. You have to really know each other, you have to really trust each other to be able to really take potential of the debriefing at the end of the day… if it’s a really good team, you don’t make yourself vulnerable… you have to know each other more than we do now. We have to make time for that” – Int 11











Appendix A   Prompt questions used to guide interviews

1. Please give your name and the organisation/country you represent.
2. Which hospital do you work in? What sort of hospital is this?
3. Have you read the participant information sheet? Are you happy and consent to continue?
4. Could you outline the main factors that ensure safety in anaesthesia and perioperative care?
5. Was the Helsinki Declaration (HD) translated in your country’s primary language?
6. Prior to this interview, how familiar were you with the Helsinki Declaration (HD)?
7. Your organisation signed up to the HD in 2010. What does the HD mean to you personally?
8. How do you think the Helsinki Declaration influences your organisation and hospital?
9. Do you think the HD widely known about in day to day practice? 
   Did your national society respond in any way or take any particular action?
10. Has the HD, or the individual topics within it, been incorporated into your country’s formal anaesthesiology training? 
11. Which elements of the HD have been most successful in your opinion? 
     Why do you think this? Can you think of any particular success stories?
12. Which elements have been most difficult to address? 
      Why do you think this is? 
      What barriers/obstacles do you think there are to implementing the HD topics?
13. Have there been any significant changes in Anaesthesia since 2010 that the HD doesn’t address? 
14. Do you think that HD has any strengths (or limitations) in the way that it is presented/written?      How could the ESA make the HD more accessible in your country?
15. Does the HD need revising?
      If so, what should the EBA and ESA focus on?
16. What practical steps might help improve patient safety in your country?
17. Is there any sort of incident reporting system either in anaesthesiology, or more generally?
     Are there any issues with these reporting systems?
18. What recurrent themes come out of these incident reports?
      Can the HD be used to reduce these incidents?
19. Do links exists between patient safety systems and government/national healthcare policy?
20. Are patient and patient representatives involved in patient safety in your country?
21. Are patients educated and empowered to provide feedback regarding their perioperative care?
     Do you think patient safety could be improved through their feedback?
     How do you think patients should provide this feedback?
22. Is teaching in human factors delivered as part of anaesthesiology training in your country?
     Do you think that ‘human factors’ should be included in the HD?
23. Do you have any other comments or further thoughts on the HD or aspects within it? 
24. Can you suggest some hospitals in your country that we could approach for Phase II? 
     Names of individuals? 
     What type of hospitals are they?







