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Introduction 
1. The Technical Discussions on Promoting Patient Safety at Health Care Institutions 
were held on 16 June 2006, in New Delhi, India in conjunction with the 43rd Meeting 
of the Consultative Committee for Programme Development and Management 
(CCPDM). H.E Prof. Mya Oo, Deputy Minister for Health, Ministry of Health,  Myanmar, 
and Dr Bishnu Prasad Pandit, Chief Specialist, Ministry of Health and Population, 
Nepal, were elected Chairman and Rapporteur respectively. Special invitees, 
representing the local civil society, participated in the discussions in addition to the 
CCPDM participants. 

Opening Remarks by the Chairman 
2. The Chairman, in his opening remarks, said that it was opportune that the topic 
for Technical Discussions this year was Promoting Patient Safety at Health Care 
Institutions as it was a critical component of quality of care. Patient Safety was 
recognized as an essential input for achieving national health targets and for 
improving the health of the population. 

3. He pointed out that adverse events occurred at all levels of the health system, in 
both clinical and managerial domains, during both preventive and curative 
interventions, and in both public and private practice. An adverse event was defined as 
a discrete occurrence related to health care management that results in unintended 
injury, illness or death. 

4. He noted that the magnitude and the nature of the problem of adverse events 
were not well documented in countries of the Region. The situation in developing 
countries was believed to be far more serious than in industrialized nations. Beyond 
the poor state of health care infrastructure and equipment, unreliable supply and 
quality of drugs, it was the poor performance of personnel and the severe under-
financing of essential operational costs of health services that made the probability of 
adverse events that much greater in these countries. 

5. The Chairman reminded participants that the subject of Patient Safety had been 
presented to the Executive Board of the World Health Organization (WHO) for the first 
time in January 2002. The discussions on the subject culminated in the adoption of a 
resolution by the Fifty-fifth World Health Assembly in May 2002. Resolution 
WHA55.18 called upon Member States “to pay the closest possible attention to the 
problem of patient safety” and “to establish and strengthen science-based systems 
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necessary for improving patients' safety and the quality of health care, including the 
monitoring of drugs, medical equipment, and technology”. 

6. The Chairman informed the participants that in October 2004, the Director-
General of WHO launched the World Alliance for Patient Safety to galvanize and 
coordinate global and national efforts to improve patient safety. 

7. The Chairman also recognized that the South-East Asia (SEA) Region of WHO had 
been working closely with Member States to ensure patient safety in the following 
interrelated areas: blood safety; injection and immunization safety; health care waste 
management; drug safety; making pregnancy safer; child health, and human 
resources for health. 

8. He hoped that active deliberations during the session would result in practical 
recommendations that could be implemented at health care institutions in countries 
of the Region. He then introduced the video message of Sir Liam Donaldson, Chair of 
the World Alliance for Patient Safety (WAPS). 

Remarks by the Chair of the World Alliance for Patient Safety  

9. In a video-taped presentation, Sir Liam Donaldson, Chair of the WAPS, thanked Dr 
Samlee Plianbangchang, Regional Director, WHO SEA Region, for the opportunity to set 
the global stage for patient safety and said a few words about the work of the Alliance. 
He welcomed efforts already under way in many Member countries of the SEA Region 
in areas such as injection safety, drug safety and health care waste management. 

10. The Alliance aimed to fulfil the requirements of the World Health Assembly 
resolution 55.18 through international leadership. It sought to create an overarching 
strategy, action programmes and a coalition of nations, stakeholders and individuals 
to transform patient safety worldwide. 

11. Improving patient safety required the highest level of commitment and action by 
all WHO Member States. Globally, action on patient safety was gaining momentum and 
it had truly become a global issue. An increasing number of Member States were 
working actively to make patient safety a priority and to establish programmes of 
action. 

12. A growing body of research evidence pointed to the fact that errors in health care 
were common and knew no geographical boundaries. While their context may differ, 
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no country – rich or poor – could claim to have come to grips fully with the problem of 
patient safety. 

13. The current concepts of patient safety placed the prime responsibility for most 
adverse events on deficiencies in system design, organization and operation rather 
than on the negligence or poor performance of individual providers or individual 
products. Countermeasures based on changes in systems of care were, therefore, 
more productive as risk-reduction strategies than those that only targeted individual 
practices or products. 

14. Safe patient care also required competent, conscientious and safety-conscious 
individuals at the frontline. Ensuring patient safety as a key component of educational 
curricula, training programmes and induction schemes was also vital. 

15. Briefing was provided on some of the work being done by the World Alliance for 
Patient Safety in each of the six main action areas. The area presented first was the 
Global Patient Safety Challenge. For the period 2005-2006, the work on Global Patient 
Safety Challenge is being focused on health care-associated infection with the theme 
Clean Care is Safer Care. Work in the area of Patients for Patient Safety is harnessing 
the wisdom of patients and “patient-champions” in making health care safer and 
better for future patients. The third area of action aims to establish effective reporting 
and learning systems in order to learn from past failures. The fourth area seeks to 
develop taxonomy for patient safety to create better information-sharing about the 
number, types, causes and consequences of errors and adverse events. The fifth area 
aims to facilitate research in order to have a better understanding of the extent and 
causes of patient harm, and to develop appropriate solutions. The sixth area seeks to 
create solutions by translating theoretical knowledge into practical action. 

16. He also highlighted new areas of work planned for 2006 and 2007 including: 
Technology for Patient Safety; Patient Safety and the Care of Acutely Ill Patients; a 
Second Global Patient Safety Challenge; Exemplary Hospitals, and Education for 
Patient Safety. 

17. He concluded his remarks by stating that though much was happening, much still 
remained to be done. He emphasized that realizing the benefits of this important 
programme of work would require the will and commitment on the part of every WHO 
Member State. 
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Introduction to the Topic of Technical Discussions 

18. Dr Sultana Khanum, Director, Health Systems Development (HSD), WHO/SEARO, 
began her presentation with the following questions: Are we following the 
longstanding cornerstone of medicine “First, do no harm”? Are we unintentionally 
harming patients whom we are seeking to help? Do we know what burden of injury, 
illness or death in the world is due to unintentional harm? She gave examples of 
adverse events that occur in health care in association with: 

• Medical devices (e.g. contaminated or unsafe injection); 
• Medication (e.g. wrong drug, wrong dose, wrong patient, wrong route, 

unjustified prescription); 
• Unsafe blood or blood product transfusion; 
• Patient care (e.g. nosocomial infections, post-operative deep vein 

thrombosis), and 
• Surgery, anaesthesia and obstetric trauma, etc. 

19. The presentation was organized around three questions: 

• Why is patient safety a regional priority? 
• How to enhance patient safety? 
• What needs to be done? 

20. It was mentioned that at least one in 10 persons in health care institutions 
experienced some form of unintended harm. An estimated 50% of injections in 
developing countries were unsafe. Over 50% of all medicines prescribed, dispensed or 
sold globally were not justified – almost certainly more in poor countries. Compared 
to industrialized countries, the risk of acquiring a health care-associated infection was 
estimated to be 2-20 times higher and that of neonatal infections 3-20 times higher. 
Furthermore, in the SEA Region: 

• Only 61% of blood donations were from volunteers— proven to be the 
safest donors; 

• An estimated 1000 tons of health care waste were produced and improperly 
disposed of each day, and 

• Medical devices may not meet international standards because they are 
produced outside of the regulatory framework. 
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21. It was conceded that while adverse events could not be eliminated entirely, they 
could be minimized: 

• At least 50% of adverse events were preventable; 
• Adverse events were primarily due to deficiencies in health care systems 

rather than due to human error, and 
• Adverse events often have common root causes which can be generalized 

and corrected. 

22. Importance of creating an environment and developing monitoring systems which 
would facilitate ‘learning from failure’ was underlined. Since individuals were not likely 
to report health care errors if they were to be punished, the focus should be on 
systems rather than on blaming individuals. In addition, transparent and effective 
reporting systems needed to be in place so that adverse events could be detected, 
reported, analysed and responded to. Finally, the experience and wisdom of patients 
and their families, health care workers and professional bodies, and consumers and 
consumer groups should all be harnessed towards making health care safer. 

23. In this context, it was important for Member countries to: (i) Find out what harm 
was being done, to whom, where and why; and (ii) Identify and deliver solutions. At 
the same time, WHO should: (i) Provide technical leadership and support to Member 
countries in the design, implementation and monitoring of patient safety 
programmes; (ii) Ensure capacity building in different aspects of patient safety at the 
regional, sub-regional and country levels; (iii) Facilitate collaboration and exchange of 
information and best practices between Member countries and the World Alliance on 
Patient Safety, and (iv) Monitor and report on the progress made in the Region. 

24. The presentation was concluded reminding the audience that improving patient 
safety was clearly an issue of high significance for every country in the Region, from 
the richest to the poorest, and that commitment to patient safety will save many lives 
and prevent significant harm across the Region. 

Discussions 
25. The following sections provide the highlights and conclusions of the discussions. 
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General discussion 

26. The participants expressed appreciation for putting patient safety on the agenda 
and hoped that the meeting would come up with a draft resolution to be approved by 
the Regional Committee. The importance of identifying a set of concrete actions to 
improve the quality of care in the Region was highlighted. Studies in Thailand had 
shown that 10% of disability and 10% of deaths could be attributed to adverse events 
and that 50% of such events were preventable. The number of medical malpractice 
suits filed with the Medical Council in Thailand had increased dramatically over the 
last 30 years. Not surprisingly, adverse events were a sensitive issue in Thailand and 
were perceived as a threat to health professionals, jeopardizing their relationship with 
patients and having the potential to lead to litigation. Several mechanisms to promote 
patient safety in Thailand, such as a hospital accreditation programme and medical 
record audit were in place. There was a need to develop measures appropriate to the 
Region. In this context, the following steps were proposed: Development of a 
participatory surveillance and evidence-based risk management system; Strong 
governmental and societal commitment to establish a culture conducive to patient 
safety, and Development of a regional strategic plan with active involvement of patient 
groups (to be approved by the Regional Committee). 

27. Participants expressed their appreciation for the timely initiative. It was felt that 
many aspects of patient safety fell outside the realm of health institutions. Some of 
the failings of patient safety programmes can be attributed to weak regulation; 
understaffed, overworked and under-skilled health workers, and faults in the building 
design. More transparency was called for and there was a need to work closely with 
the public. Health professionals’ fear of exposure to litigation as being the reason for 
their not coming forward was acknowledged. 

28. The need to conduct problem analysis and identify the underlying societal and 
institutional determinants for the shortcomings in patient safety was highlighted. 
Adverse events are a multisectoral problem requiring multisectoral solutions. 

29. The problem of low-quality medical devices, vaccines and drugs in the Region 
and the need for good procurement policies based on international standards, was 
noted. 

30. Participants emphasized the need to recognize and build on existing 
interventions in the Region. Some of the measures being implemented in large 
hospitals in India were the establishment of various committees including, a 
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committee to investigate deaths and take appropriate actions; a health care risk 
management committee, and an infection control committee to monitor hospital-
acquired infections, especially in intensive care units. There was a need to focus on 
identifying faults in the system and removing them rather than blaming individuals. 

31. Inadequacy of information and research in patient safety in most countries of the 
Region was pointed out. Some of the measures under way to improve patient safety in 
Sri Lanka, such as a hospital infection control and quality assurance programme, and 
strengthening of a health information system to document patient safety issues were 
elaborated. A pilot project was under way in five major hospitals which will eventually 
be scaled up to other hospitals in the country. 

32. The meeting recognized that patient safety was a very important issue, 
particularly in the areas of medical devices; drugs; waste disposal, and injection 
safety. Some of the policies and strategies adopted to improve patient safety in DPR 
Korea, such as requiring health care workers to adhere to the highest standards of 
health care practice; establishing a national reporting system on adverse events, and 
educating students on patient safety were highlighted. Participants called on WHO and 
the Alliance to assist Member countries in capacity building and in the development of 
safety guidelines, adequate reporting systems, and a standardized taxonomy. 

33. The increasing concerns regarding quality of care and patient safety in Indonesia 
was highlighted. It was noted that the then existing medical practice laws in Indonesia 
gave an opportunity for patients to file a lawsuit. Some policy measures were 
implemented in Indonesia to enhance the quality of care and prevent misconduct and 
adverse events, such as laws and regulations on medical practices and hospital 
accreditation, and the partnership between health professionals and patients/other 
stakeholders. 

34. It was noted that patient safety should not be confined to the walls of a health 
care institution. The meeting was reminded that adverse events included errors of 
omission as well as commission noting that not taking appropriate actions could also 
lead to patient harm. 

35. Finally, at the close of the general discussion, the Chairman highlighted the fact 
that the first principle of pat ient care was quality care at individual and institutional 
levels. He underlined the need to practise professionalism i.e. by updating knowledge, 
improving skills, and being very critical in aiming for zero harm/defect. He also 
emphasized that regulatory measures needed to be developed and patient safety 
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implemented, both in public and private settings. Committed teaching faculty were 
needed to provide role models. He also highlighted some measures which should be 
taken to improve patient safety, such as establishing a patient safety committee in 
large institutions with a sub-committee on utilization, instituting professional audit, 
and improving the teaching curricula, focusing on simple measures, such as hand 
hygiene. The Chairman also underlined the need for a clean environment, and 
appropriate water and sanitation management. 

Priority areas of work 

36. The priority areas identified during the group work are delineated below. 

(1) Creating an enabling environment: 

• Assessing the scope and nature of the problem; 
• Raising awareness; 
• Engaging stakeholders such as professional associations and medical 

councils; 
• Establishing national policies and guidelines; 
• Establishing enabling legislation, rules and regulations, and 
• Ensuring adequate levels and effective use of financial and human 

resources. 

(2) Addressing common communication barriers within the health care team 
and between health care professionals and patients such as: 

• Fear of blame; 
• Culture of ‘not questioning’; 
• Gender barriers; 
• Relationship imbalances; 
• Lack of privacy and confidentiality, and 
• Lack of cultural sensitivity. 

(3) Establishing systems and mechanisms as an integral component of quality 
assurance: 

• Monitoring and feedback; 
• Incident reporting; 
• Clinical audits and reviews; 
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• Management and logistic systems; 
• Patient safety committees, and 
• Institutional standards and accreditation. 

(4) Implementing interventions to reduce harm and improve patient safety: 

• Empowerment of patients through information and education; 
• Standard operating procedures; 
• Infection control including hand hygiene; 
• Blood safety; 
• Injection safety; 
• Environmental hygiene and waste management, and 
• Safety of medicines and medical devices. 

(5) Educating and training staff: 

• Induction of hospital staff, both clinical and non-clinical 
(administrative, managerial and support), on institutional policies and 
procedures related to patient safety, and 

• Inclusion of modules on patient safety in pre- and in-service training 
curricula and continuing health professional education. 

(6) Learning from operational research linked to interventions. 

Conclusions and Recommendations 

37. In addition to the recommendation that the regional initiative be broadened from 
‘Promoting Patient Safety at Health Care Institutions’ to ‘Promoting Patient Safety in 
Health Care’, the Group made the following recommendations: 

For Member countries 

38. It is recommended that Member countries should: 

(1) Assess the scope and nature of adverse events occurring at health care 
institutions, as well as of the contributing factors; 

(2) Establish or improve, with the involvement of all stakeholders, systems for 
the detection and reporting of adverse events occurring at health care 
institutions with the primary focus to improve systems rather than 
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attribute blame, and national mechanisms to capture, share, respond and 
learn from this information at all levels of the health system; 

(3) Promote interventions that have been shown to improve patient safety; 

(4) Support and enable health care institutions, both public and private, from 
the primary health care level through the referral level, to implement 
changes in systems and practices conducive to patient safety; 

(5) Create, at all levels of the health care system, through awareness-raising 
and enabling policies and legislation, an open environment receptive to 
the operational changes needed to deliver safer care in health care 
institutions; 

(6) Engage patients, consumer associations, health care workers, and 
professional associations, hospital associations, health care accreditation 
bodies and policy-makers, in building safer health care systems, and 
creating a culture of safety within health care institutions; 

(7) Establish systems that respect the rights of both patients and providers, 
and 

(8) Allocate adequate resources to implement the above activities. 

For WHO 

39. It is recommended that WHO should: 

(1) Coordinate, through an inclusive consultative process, the development of 
a strategic framework and package of interventions for strengthening 
patient safety at health care institutions, which builds on successful 
interventions and actions, both in the Region and worldwide, 

(2) Provide strong technical leadership and support to Member States in 
designing and implementing patient safety interventions and monitoring 
systems at health care institutions; 

(3) Ensure capacity building in different aspects of patient safety through 
training activities at the regional, sub-regional and country levels; 

(4) Facilitate collaboration and exchange of information and best practices 
between Member States and the World Alliance on Patient Safety; 
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(5) Coordinate and facilitate research on patient safety in the Region, 
including baseline surveys on adverse events, and operational research to 
assess the cost-effectiveness of interventions; 

(6) Contribute to the development of a patient-safety taxonomy, systems for 
reporting and learning from adverse events, and best practices to improve 
patient safety, and  

(7) Monitor and report on the progress made in the Region. 

 


