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1. INTRODUCTION 

The World Health Organization Regional Office for the Eastern Mediterranean 
(WHO/EMRO), in cooperation with the Ministry of Public Health, Kuwait and the 
Executive Board of the Health Ministers’ Council for the Cooperation Council States, 
held an intercountry consultation on developing a regional strategy for patient safety 
from 27 to 30 November 2004 in Kuwait City. The meeting had the following 
objectives: 

• review patient safety activities of countries of the Eastern Mediterranean Region  
• review a draft questionnaire on patient safety developed by WHO/EMRO 
• develop a regional strategy for patient safety  
• develop a broad regional plan for implementation of strategic directions. 

The meeting was officially inaugurated by His Excellency Dr Mohamed Ahmed 
Al-Jarallah, Minister of Public Health, Kuwait. Dr Al-Jarallah welcomed the 
participants and confirmed the commitment of the Ministry of Public Health, Kuwait 
to enhance patient safety and put it high on the health agenda in the country. He 
reviewed the different experiences of the Ministry in addressing quality and 
accreditation. Kuwait welcomed the regional patient safety initiative, he informed the 
participants, and would host the Regional Centre for Patient Safety. 

Dr Hussein A. Gezairy, WHO Regional Director for the Eastern Mediterranean 
addressed meeting, commenting that the problem of patient safety was potentially 
immense, and the nature and scale of harm from health care systems worldwide 
remained largely uncharted. Estimates from patient records worldwide indicated a 
working figure of 10% of patients admitted sustaining an adverse event, with as many 
as 70% being preventable. Hospitals provided most of the current evidence on adverse 
events, since the risks associated with hospital care were high, strategies for 
improvement were better documented, and the importance of patient trust was 
paramount. However many adverse events occurred in other health care settings, such 
as physicians’ clinics, nursing homes, pharmacies and patients’ homes. Recent 
literature highlighted concerns about outpatients as well, but little data existed on the 
extent of the problem outside hospitals.  

Dr Gezairy placed patient safety within an economic context. The financial cost 
of adverse events, in terms of additional treatment and extra days in hospital, was 
huge. The situation in developing countries and countries in economic transition, such 
as in many in the Eastern Mediterranean Region, merited particular attention. Current 
conceptual thinking on the safety of patients placed the prime responsibility for 
adverse events on deficiencies in system design, organization and operations rather 
than on individual providers or individual products. Similarly, most adverse events 
were not the result of negligence or lack of training, but rather occurred because of 
latent causes within systems.  

A completely safe health care system was an ideal that might never be realized. 
It nevertheless provided a vision and expanded our view of about what could be 
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achieved. Enhancing the safety of patients included four complementary actions: 
preventing adverse events; making them visible; learning from them; and mitigating 
their effects when they occur.  

Dr Gezairy noted that the process began by the strengthening of “risk 
understanding” among the general public, politicians and public health practitioners. 
The most important and long lasting effect of efforts in patient safety would be to 
empower people to take the responsibility for their health into their own hands. Of 
course, systems designed and or redesigned to reduce major extraneous risks to 
health, such as unscientific care pathways, procedures, process and tools; unsafe 
environment; lack of communication or of training; and weak information and 
education systems, also had large health benefits and should be addressed. He called 
on participants to come together to ensure that health care systems of the Region took 
major strides and were able to respond at all times to the changing needs of both the 
community and the individual, to anticipate safety needs in health care and be 
proactive, rather than simply reacting to events. 

Dr Gezairy identified three approaches for reducing patient harm. The first 
approach was to activate linkages between national, regional and international groups 
involved in promoting patient safety, thus creating a wide network and critical mass of 
people and organizations that were engaged in promotion of, and taking actions for, 
patient safety in the Region. This network could start by sharing existing guidelines, 
tools, protocols, data profiles and information on best practices in promotive, 
preventive and curative health care. The second approach was the integration of 
patient safety initiatives within other ongoing initiatives of the Region, such as quality 
of health care, hospital accreditation, health sector reform and revitalization of 
primary health care, etc. The third approach was a call for the shared responsibility for 
patient safety between individuals, communities, health professionals (public and 
private), health services and governments. Health services need to move increasingly 
towards learning and doing based on evidence. 

Dr Gezairy concluded by saying that he viewed the meeting as an important 
opportunity to use the momentum gathering within the health community in the 
Region, and worldwide. In this respect, patient safety could contribute to enhancing 
the integrity as well as accountability of the national health system.  

Dr Tawfik Khoja, Director-General, Executive Board of the Health Ministers’ 
Council for the Cooperation Council States, reiterated that the prime objective in the 
provision of health care was to safeguard the physical, mental and social well-being of 
patients. He pointed out that this was being compromised by recent medical 
interventions which combined technical procedures and the use of highly complex 
medical technology with human interactions. The overall effect of these factors within 
the health system could result in adverse events with implications for patients; efforts 
could be taken to mitigate and avoid them. 
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The Executive Board was committed to taking a leading role in developing and 
improving the quality of health services. As an integral part of this role, it regularly 
disseminated information to countries of the Gulf Cooperation Council (GCC) region 
relating to research undertaken and regulations and guidelines issued. He mentioned 
several pressing points for participants to reflect upon: 

• Where were the GCC states with regard to this international direction? 
• What was the actual magnitude of adverse events occurring within health care? 
• What was the current extent of ethical, professional and practical commitment to 

patient rights and patient safety? 

He commended the Regional Office for including the important issue of patient 
safety within its work. He was fully confident that the consultation would put forward 
an important visions, recommendations, and initiatives, and facilitate a constructive 
dialogue for developing a regional strategy for patient safety. He assured participants 
that countries of the GCC would work hard to implement this strategy throughout all 
health facilities, adopting it as a cornerstone approach for supporting the health 
reform process and enhancing the quality of health services.  

Sir Liam Donaldson, Chairman of the World Alliance for Patient Safety and 
Chief Medical Officer, Department of Health, United Kingdom, provided an overview 
of patient safety and the planned work programme of the World Alliance for Patient 
Safety (WAPS) in 2005.  

Drawing on the experiences of patients who had died as a result of errors 
associated with medical treatment, Sir Donaldson illustrated the role of system factors 
in contributing to the occurrence of adverse events. These included factors such as 
follow up of communication, content of referral letters, transmission of laboratory 
results, fragmented clinical information, practice lagging behind research, and 
absence of formal guidelines and training. He emphasized the fact that (in the words 
of Dr Lucian Leape) “human beings make mistakes because the systems, tasks and 
processes they work in are poorly designed”. 

Sir Donaldson alluded to systematic approaches to safety that had been 
pioneered within the aviation industry. He also made reference to the increasing body 
of research on adverse events worldwide that suggested that around 10% of hospital 
admissions might be associated with unintended harm to patients. He stressed the 
importance of strategies to improve patient safety and the ineffectiveness of punishing 
individual clinicians when things went wrong. In conclusion, Sir Donaldson 
introduced the work programme of WAPS which incorporated six areas for action: 

• Global patient safety challenge: clean care is safer care. 
• Patients for patient safety: to mobilize and empower patients worldwide  
• Taxonomy for patient safety: to develop internationally acceptable patient safety 

data standards  
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• Research for patient safety: to develop an international patient safety research 
agenda and commission prevalence studies of adverse events in developing and 
transitional countries. 

• Solutions for patient safety: to identify patient safety solutions worldwide and 
facilitate coordination and international effort. 

• Reporting and learning: to develop guidelines and tools to facilitate the 
development and improvement of reporting systems for patient safety. 

Dr Buthaina Al Mudaf (Kuwait) was elected as the Chair of the conference. Dr 
Malik Ali (Sudan) was elected as Vice-Chair. Dr Martin Fletcher (WHO/HQ), Dr 
Abdullah Abbaddi Awwiddi (Jordan) and Dr M. Sohail Hashmi (Pakistan) were 
elected as rapporteurs. The agenda, programme and list of participants are included as 
Annexes 1, 2 and 3, respectively.  

Dr Ahmed Abdellatif, Regional Adviser, Health Care Delivery, WHO/EMRO 
presented the objectives and methodology of the meeting. After a general review of 
patient safety, findings of a draft questionnaire that had been disseminated to 
ministries of health prior to the meeting were presented. After country presentations, 
participants were divided into two groups to review the questionnaires. The groups 
then came together in plenary to discuss the proposed changes and finalize the 
questionnaire (see Annex 4).  

The discussions on country presentations culminated in the Kuwait Declaration 
on Patient Safety (Annex 5). A brief was also given on the patient safety initiative 
which described the definition, vision, slogan, aim, aspects and enabling measures 
(Annex 6). The consultation agreed to establish a task force to compile a regional 
glossary for the patient safety initiative (Annex 7). 

Dr Martin Fletcher introduced the draft document on regional strategy for 
patient safety in the Eastern Mediterranean Region. Group work was undertaken with 
each group proposing certain amendments, which were discussed in plenary to 
improve the strategic directions. A regional strategic plan was also formulated based 
on the discussions. 

2. A PATIENT SAFETY REVIEW 

2.1 Historical background  

The history of patient safety in the Region can be traced as far back as ancient 
civilizations, with the physician–patient relationship referred to, for example, in the 
Hammurabi Code of Babylon. Clear religious teachings in Islam also made safety and 
reduction of all types of harm in all settings a duty. In recent times studies of adverse 
outcomes and harm to patients have been carried out for many years and as far back 
as 1850. Confidential enquiries, medical audit, and the rising rate of litigation in the 
1970s and 1980s all were important stimuli in raising awareness of the problem of 
patient safety. In the United States, Australia, Canada, Denmark, Netherlands, United 
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Kingdom, New Zealand, Singapore and elsewhere, this led to the development of 
risk-management programmes. Initially these had an almost exclusively legal and 
financial focus, aimed at protecting the institutions concerned; they gradually evolved 
to address clinical issues and act as a gateway to the underlying problem of patient 
safety ultimately revealed by retrospective record reviews such as the Harvard 
Medical Practice Study in 19911. The major legacy has been to reveal the scale of 
harm to patients from health care and to stimulate a number of similar studies. 

2.2 Context 

Patient safety has been driven has been driven by somewhat different 
imperatives than the wider movement to improve the overall quality of health care. In 
practice, risk management and patient safety initiatives in health care organizations 
have seldom been integrated within broader quality programmes, leading to a diffused 
strategy for the improvement of service provision. 

3. Health care errors 

Health care errors (adverse events) occur at all levels of care, health care 
settings and aspects. They can occur in both clinical and managerial domains; during 
curative and preventive treatment; in both the public and private sectors and from all 
stages between diagnosis to discharge. Some examples are:  

• Medication errors 
• Failure to use or act on diagnostic test or device 
• Wrong site surgery 
• Post-operative complications 
• Use of inappropriate or outmoded diagnostic test or procedure 
• Transfusion errors 
• Health facility acquired infections (HAI) 
• Failure to diagnose 
• Wrong communication procedures 

2.4 Patient safety is a major public health problem 

Studies have shown that adverse events in health care facilities affect a 
surprisingly high number of inpatients with unintended harmful consequences 
occurring on in approximately 10 of acute admissions2. In the United States, for 
example, more people die in a given year as a result of medical errors than from 

                                                 

1. Brennan TA et al. Incidence of adverse events and negligence in hospitalised patients: results of the Harvard 
Medical Practice Study. New England journal of medicine, 1991, 324 (6):370–7. 
2 Department of Health. An organisation with a memory. Report of an expert group on learning from adverse 
events in the NHS chaired by the Chief Medical Officer. Crownright. Department of Health. HMSO. 2000. 
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motor vehicle accidents, breast cancer and AIDS put together3. Of the top 20 risk 
factors that account for 75% of all deaths annually, adverse in-hospital health care is 
ranked number 11.4 While this figure might seem high, an even greater concern that as 
many as 70% of these events are potentially preventable.5  

Medical interventions are, by their nature, high-risk procedures. The nature of 
medicine as a hands-on endeavour and the essentially human basis for health systems, 
with the inevitable error that that entails, means that medical treatment is inherently 
risky. 

Most of the current evidence on adverse events comes from hospitals, because 
the risks associated with hospital care are high, strategies for improvement are better 
documented, and the importance of patient trust is paramount. But many adverse 
events occur in other health care settings, such as physicians’ offices, nursing homes, 
pharmacies and patients’ homes. Recent literature highlights concerns about 
outpatients as well, but there are very few data on the extent of the problem outside 
hospitals. 

Every point in the process of care-giving contains a certain degree of inherent 
lack of safety: side-effects of drugs or drug combinations, hazards posed by a medical 
device, substandard or faulty products entering the health service, human 
shortcomings, or system (latent) failures. Adverse events may therefore result from 
problems in practice, products, procedures or systems 

Studies have shown that there are factors which make practice more unsafe. For 
example it is more unsafe to be admitted to the intensive care unit than to ambulatory 
outpatient care. Other factors are the degree of vulnerability and debility of the 
patient; the length of stay and type of hospital, whether general multispeciality or 
highly specialized, where in the latter it is safer. The complexity of the case and the 
stage of disease in which the patient is presenting are also factors.  

The majority of incidents occur as a result of latent flaws within the system. 
While errors in individual medical practice contribute to patient harm, the underlying 
root causes of most adverse events relate to health systems design and management, 
environmental, operational factors, organizational design and interpersonal 
communications. It is estimated that at up to 75% of adverse events have systemic 

                                                 

3Kohn LT, Corrigan JM, Donaldson MS, eds. To err is human: Building a safer health system. Institute of 
Medicine, National Academy Press, 1999. 
4 Patient safety overview, ISQUA 21st International Conference, Amsterdam RAI, the Netherlands 19–22 October 
2004, Karen Timmons, President and Chief Executive Officer, Joint Commission International, and Dennis 
O’Leary, President, Joint Commission on Accreditation of Healthcare Organizations. 
5 Department of Health, 2000, 
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causes rather than being attributable to individual error.67 In this regard, patient safety 
should be viewed from a systems perspective, and strategies must be based on 
systems change that overhauls the culture and approach to quality and safety rather 
than targeting individual practitioners. 

2.5 The construct of patient safety 

Safety is a fundamental principle of health care and a critical component of 
quality management. The discussion accepted the following definition of terms as 
adopted by the Institute of Medicine of the U.S. National Academy of Sciences in its 
report To err is human8. 

Patient safety is ‘freedom from accidental injury’ 

Adverse events are injuries related to medical management, in contrast to 
complications arising from disease (An injury resulting from a medical 
intervention). Adverse events may stem from errors of commission and/or omission, 
and usually reflect deficiencies in the systems of care.  

Error is defined as the failure of a planned action to be completed as intended 
(i.e., error of execution) or the use of a wrong plan to achieve an aim (i.e., error of 
planning). 

“Near-misses” are serious errors and mishaps, those with the potential to cause 
an adverse event, that fail to do so because of happenstance or because they are 
intercepted.  

A sentinel event is “an unexpected occurrence involving death, serious physical 
or psychological injury”9. Examples are retained instruments or other material after 
surgery requiring re-operation or further surgical procedure; hypoxic brain damage 
probably attributable to anaesthesia, airway management or ventilator technique; 
maternal death or serious injury associated with labour or delivery in a low risk 
injury; procedures involving wrong patient or body part; unexpected/unexplained 
serious neurological injury following spinal procedure that is likely to be permanent. 

                                                 

6 Gawande AA et al. The incidence and nature of surgical adverse events in Colorado and Utah in 1992. Surgery, 
1999, 126(1):66–75. 
7 Thomas EJ et al. A comparison of iatrogenic injury studies in Australia and the USA I: context, method, casemix, 
population, patient and hospital characteristics. International journal of quality in health care, 2000, 12 (5):371–8. 
8 Kohn LT, Corrigan JM, Donaldson MS, eds. To err is human: Building a safer health system. Washington DC, 
Institute of Medicine, National Academy Press, 1999. 
9 Preventing adverse events in behavioural health care: a systems approach to sentinel events. Oakbrook Terrace 
IL: Joint Commission on Accreditation on Healthcare Organizations, 1998. 
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According to the Heinrich ratio, for every major injury (sentinel event) known 
or reported, there are 300 near-misses which do not result in an injury.10 

2.6 Requirements of patient safety 

Safety improvement demands a complex system-wide effort, involving a wide 
range of actions in performance improvement, environmental safety and risk 
management, including infection control, safe use of medicines, equipment safety, 
safe clinical practice and safe environment of care. It embraces nearly all health care 
disciplines and actors, and thus requires a comprehensive multifaceted approach to 
identifying and managing actual and potential risks to patient safety in individual 
services and finding broad long-term solutions for the system as a whole. 

Thinking in terms of systems offers the greatest promise of definitive risk- 
reduction solutions, which place the appropriate emphasis on every component of 
patient safety, as opposed to solutions driven by narrower and more specific aspects of 
the problem, which tend to underestimate the importance of other perspectives. 

2.7 The situation in developing countries 

The situation in developing countries and countries in economic transition 
including countries of the Region merits particular attention. The poor state of 
infrastructure and equipment, unreliable supply and quality of drugs, shortcomings in 
waste management and infection control, poor performance of personnel because of 
low motivation or insufficient technical skills, and severe underfinancing of essential 
operating costs of health services make the probability of adverse events much higher 
than in industrialized nations. Developing countries account for around 77% of all 
reported cases of counterfeit and substandard medicines, according to WHO figures.11  

In developing countries, it is suggested that as much as 50% of all medical 
equipment is unusable, or only partly usable, at any given time.12 This high figure has 
implications for the safety of patients and health workers alike. Evidence also points 
to the potential harm to patients from irrational and unplanned design of health 
facilities. In one study it was found that 40% of hospital beds were located in 

                                                 

10 Heinrich HW. Industrial accident prevention: a scientific approach. New York and London, McGraw Hill, 
1941. 
11 Progress in essential drugs and medicines policy 1998–1999. Geneva, World Health Organization, 2000 
(WHO/EDM/2000.2). 
12 Issakov A. Health care equipment: a WHO perspective. In: van Grutting CWG, ed. Medical devices: 
International perspectives on health and safety. Elsevier, 1994. 
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structures originally built for other purposes with inevitable negative effects hindering 
infection control and radiation safety.13 

Currently no data exist on the magnitude of the problem in the Region. 
However, working on the basis that around 10%14 of all inpatients visits involve some 
sort of adverse event, the numbers of people affected in the Region can be estimated. 
Therefore taking a few countries as examples: 2%, 3%, 4%, 6%, 10%, 11% and 12% 
of the populations of Sudan, Morocco, Lebanon, Islamic Republic of Iran, Saudi 
Arabia, Oman and Jordan, respectively,15are annually admitted as inpatients to health 
facilities.16 This represents a significant number of people in countries of the Region 
who suffer from patient harm: a figure that could be much higher in less developed 
countries in the Region for the reasons put forward above. Anecdotal evidence from a 
quick survey in one of the countries of the Region shows alarming results: percentage 
of post operative infection among cardiac surgery reached 60%; 50% of deaths in 
emergency cases were due to improper case management by physicians; 36.8% 
inappropriate antibiotic prescriptions; overall hospital acquired infection rate over 5 
months ranged between 24.5%–49%; and hand-washing rate was only 30%. 

The financial cost of adverse events, in terms of additional treatment and extra 
days in hospital, is huge. As well as causing avoidable human suffering, the financial 
and opportunity costs to health services are estimated at between 5%–10% of health 
expenditure. For example, additional hospital stays caused by adverse events cost the 
health service in the United Kingdom around UK£ 2000 million every year, excluding 
the UK£ 2800 million for paid claims, and existing and expected claims for 
litigation.17 The costs of lost working time, disability benefits and the wider economic 
consequences are greater still. There is also an enormous human cost. Many patients 
suffer increased pain, disability and psychological trauma and may experience failures 
in their treatment as a terrible betrayal of trust. Staff may experience shame, guilt and 
depression after making a mistake, with litigation and complaints imposing an 
additional burden. Doctors or nurses whose confidence has been impaired will work 
less effectively and efficiently; at worst they may abandon medicine as a career. The 
consequences of adverse events in advanced health care systems are therefore huge. 
In less-developed health care systems they may be greater still in relation to the 
benefits derived from the system. 

                                                 

13 Schultz DS, Rafferty MP. Soviet health care and Perestroika. American journal of public health, 1990, 
80(2):193–7. 
14 Department of Health, 2000. 

15 This figure is calculated using the number of inpatient visits to hospitals in the public and private sector, and the 
total population, using the assumption of 1 visit made per person per year. 
16 Latest data available from Ministry of Health. Data collected by Health Care Delivery Unit, Division of Health 
Systems and Services Development, WHO/EMRO, 2005. 
17 Department of Health, 2000. 
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3. COUNTRY PRESENTATIONS 

3.1 Overview 

Participants at the meeting were sent two questionnaires as a pre-meeting 
exercise (see Annex 4A and B); one was related to the activities of the Ministry of 
Health in patient safety and the other to patient safety activities at the facility level. 
The Ministry of Health questionnaire addressed system issues such as organization, 
policies, planning, normative functions, distribution of the efforts on patient safety 
nationwide and targets  

The intention of sending the questionnaires was to stimulate countries to discuss 
patient safety in a standardized manner. The exercise proved to be very useful by 
acting also as a baseline and some participants reported that it was as well educational 
in that they researched the issue of patient safety.  

Each country representative was invited to provide a brief overview of patient 
safety in their country drawing on the results of the patient safety questionnaires 
which were completed prior to the meeting. This section provides highlights of the 
presentations. 

3.2 Host country presentations 

Five presentations were made relating to the experience of the Ministry of 
Public Health, Kuwait in patient safety programmes. The first presentation was on 
incident reporting. A designated form for reporting of incidents has been developed 
and utilised by the Nursing Department of the Ministry of Public Health, Kuwait. The 
reporting system is intended to reduce preventable injuries and property damage and 
minimize financial losses. It is completed by nursing personnel who witness, become 
aware of, or who have direct knowledge about an incident. The completed form 
includes information about the occurrence, immediate action taken and the comments 
of supervisory staff. The process involves reporting the event to a higher authority 
within the facility and health region, follow-up for action taken and collecting and 
analysing relevant data. The information gathered is used for adjusting policy and 
procedures, adapting safety measures and improving the system.  

The second presentation presented the results of a study which was conducted in 
six government general hospitals to investigate the views of physicians and nursing 
staff on their preferred reporting system for adverse events. The research made use of 
an assessment tool developed in Denmark, modifying it the local context. The 
objectives of the study were to identify health professionals opinion on the preferred 
reporting system; and identify the factors that led to non-reporting of adverse events 
and medical errors. In conclusion, the study highlighted the urgent need for 
developing a well structured confidential, adverse event reporting system within a 
non-punitive environment. 
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The third presentation outlined an infection control programme that was 
established in the State of Kuwait in 1979. The programme covers aspects of: 

• Clinical care protocols, e.g. prevention of surgical site infection, hand hygiene 
and isolation policy. 

• The Kuwait national nosocomial infection surveillance system (KNNIS), where 
data are collected for aggregation into a national database system. All 
governmental hospitals are currently participating in KNNIS. The data are used 
as a reliable indicator for monitoring and evaluating the efficiency of the 
infection control programme. 

• Antibiotic use where policies are adopted by hospital to minimize emerging of 
resistant pathogenic strains and for rationalizing the use of antibiotics. 

• Health care waste management, which is implemented within health facilities to 
minimize the risk of hazardous waste on the safety of environment, patients and 
health care workers.  

The implementation of the infection control programme to date has resulted in 
declining rates of nosocomial infection rates within participating facilities and delayed 
emergence of resistant strains of pathogens in health care settings. 

The fourth presentation introduced participants to the definition of and the main 
factors that contribute to the occurrence medication errors from a pharmaceutical 
perspective. These included the use of abbreviations and the effect of bad 
handwriting. Two models developed in Kuwait for minimizing medication errors in 
hospital pharmacies were presented. The models were the Al-Razi Hospital Clinical 
Pharmacy model and Al-Farwaniyyah Hospital Pharmacy Model, including the 
Medication Process Improvement Programme (MPIP).  

Nine types of medication errors relating to prescription and dispensing were 
presented. The presentation concluded with several proposed solutions for minimizing 
medication errors including the automation of pharmaceutical services and the 
importance of raising awareness among patient and staff of the problem. 

The final presentation concentrated on e-Health as an effective weapon to fight 
medical errors. e-Health is becoming acknowledged as an effective means in reducing 
medical errors in health care settings. Within the context of poorly organized health 
systems, weak infrastructure, non-skilled personnel and the lack of suitable education 
programmes, e-health has great potential for use within health systems of developing 
countries as it can provide better health care at a lower price. e-Prescription and 
electronic medical records have proved to be highly cost-effective in reducing medical 
error, and must be considered as potential tools for improving patient safety.  

The use of e-Prescription and e-Records, computerized alerting system and 
computerized physician order entry have been shown to decrease medical errors by up 
to 80% in some studies. e-Health provides opportunities to enhance information 
management, provide education of the general public, patient and medical personnel, 
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conduct risk assessments and assist epidemiological studies, all of which are key 
factors to reduce medical errors. Kuwait has begun to computerize the information 
system used within primary health care facilities with the intention of studying the 
role of information use on medical error.  

The strategic investment in e-Health will enhance patient safety and decrease 
medical error all at a lower cost and thus is especially significant for developing 
countries.  

3.3 Other country presentations  

Bahrain 

There is currently no national programme for patient safety under way. 
However, there are a range of activities which impact upon patient safety including 
infection control, safe use of medicines, safe environment of care, safe clinical 
practice and equipment safety. There are recommendations for standard procedures at 
all levels of care and training in new procedures. Bahrain is developing a standard 
adverse event classification system, standard incident reporting system and standard 
structure for patient safety plans. 

A regular report of patient safety activities is produced. Patient falls are the most 
common adverse event within hospitals. 

Egypt  

There is currently no national programme for patient safety under way in Egypt. 
There is little legislation or directives which relate to patient safety. However, there 
are a range of activities which impact upon patient safety including infection control, 
safe environment of care and equipment safety. Public and private sectors have been 
involved in these activities. There are also links to the broader quality improvement 
programme.  

Measures have been taken to increase awareness of patient safety among health 
providers and the public in areas of infection control and safe environment. National 
infection control guidelines have been published and a national training programme 
for infection control practitioners is currently implemented. A national surveillance 
system is also starting in hospitals. 

The Ministry of Health and Population is planning to develop a standard 
adverse event classification system, a standard incident reporting system and a 
standard structure for patient safety in facilities. 
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Islamic Republic of Iran 

According to findings of the patient safety questionnaires, there is a national 
patient safety programme under way. This includes laws, directives and written 
standards relating to patient safety standards. Current activities include infection 
control, safe use of medicines, safe environment of care, safe clinical practice and 
equipment safety. These activities form part of the quality improvement programme 
and national accreditation scheme. Hospitals are awarded points according to their 
compliance with standards; a lower score is given in the case of poor compliance 
which leads to decreased funding. The Ministry of Health and Medical Education 
updates standards and guidelines for patient safety following adverse events. The Vice 
Chancellor of Clinical and Drug Affairs oversees the implementation of new 
standards. The Ministry has published a patient rights document and incorporated 
patient safety into patient rights. Regular reports of patient safety activities are 
produced.  

Iraq 

There is currently no elaborated and integrated programme on patient safety 
centrally (the Ministry of Health) and peripherally (from the Department of Health to 
the level of health facilities). There are, however, several programmes and activities 
running within total quality improvement and quality assurance approach. These 
focus on preventing aspects which can be entered within health promotion and 
preservation for the population within specific catchments areas, and; curative aspects 
through, for example, drugs and medical advice, safe injections, dressing and 
emergency care, standards for monitoring environmental hygiene in the health 
institutions. 

Quality assurance and total quality improvement approaches have concentrated 
on development of indicators and standards for enhancing managerial and supervisory 
skills due to circumstances which have impinged on the country that included: 

• Enhancing physical infrastructure. 
• Presentation of essential preventive and curative services. 
• Ensuring essential and emergency drugs and medical appliances. 
• Food safety approaches due to circumstances and presence of different local and 

imported foodstuff, most of them are not compatible with acceptable 
specification. 

• Monitoring approaches to fulfil acceptable beneficiaries satisfaction together 
with job satisfaction. 

• Essential training activities to fulfil acceptable capacity building for presentation 
of essential services for population. 

An integrated, elaborated, effective and efficient programme for patient safety 
on the central and peripheral level is needed, reaching to the community, taking into 
consideration preventive and curative approaches. That programme must concentrate 
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on the integrated approaches between health institutions from one side, and other 
governmental and nongovernmental organizations from other side.  

Jordan 

A brief overview was provided of the health system in Jordan. With a particular 
focus on the Jordan University and University Hospital, it was noted that although 
risks to patients are recognized, there is currently no working programme for patient 
safety. However, a number of activities which impact on patient safety are in place 
including medical and nursing indicators, infection control, safe use of medicines, 
incident reporting systems, equipment safety, emergency management and partial 
activity in the environment of care.  

The scope of patient safety is recognized as including diagnosis, clinical 
management and environment (both medical and non-medical). Gaps in the system 
include checking of staff competence, risks of misidentification of patients and public 
involvement. In terms of reporting, there is limited external reporting of incidents and 
the need for action in relation to staff training, ensuring confidentiality, reporting of 
near misses, sentinel event analysis and ongoing risk assessment. Statistics on 
iatrogenic injury, near misses and incidents also need improving. 

Lebanon 

As part of the health reform agenda in Lebanon, the Ministry of Public Health 
has established an accreditation system for hospitals. The standards are a “work in 
progress” and cover areas such as patient focused care, organizational improvements, 
hospital environment, management of resources, infection control, performance data 
and documentation. As part of patient focused care, there are processes for patient 
complaints, including a written patients bill of rights.  

In terms of safety, the standards cover the importance of a safe work 
environment for staff and patients. In terms of medical interventions, the programme 
covers diagnostic issues (such as misdiagnosis and delays) and clinical management 
(such as adverse drug reactions and injection practices). The programme includes an 
incident reporting system and a standard structure for a patient safety plan. The 
Ministry requires confidentiality in reporting incidents (including near missies) 
internally. There is no external reporting to the Ministry and statistics are not reported 
nationwide.  

The survey was undertaken with 12 health care facilities both small and large. 
Of the facilities surveyed: 

• 11/12 had patient safety programme essential for accreditation status 
• 12/12 had an internal body for investigation into adverse events 
• 12/12 have statistics on the frequency of iatrogenic harm occurring  
• 12/12 have many elements of patient safety, but not within one integrated plan 
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• 12/12 have patient safety teams composed of nurses, doctors, pharmacists, 
administration to review records and analyse cases. 

Morocco 

Although there is a national programme of quality assurance, there is currently 
no global or integrated programme of patient safety. However, there are a set of 
activities which relate to this area including blood and fluid safety; control of 
medicines (finished products and active ingredients); and medical devices. Standards 
for patient safety exist for the quality and safety of drugs and blood during the 
production process. There are also some directives related to haemo- and pharmaco-
vigilance which are waiting to become law. 

Although there are notification forms for drug adverse and transfusion reactions 
in some hospitals, there is no regular reporting of adverse events. This partly reflects 
lack of awareness among health professionals about reporting. On average, around 
1500 adverse drug adverse events are reported to the national centre each year. Some 
studies have been carried out on prevalence of nosocomial infection and adverse drug 
reactions.  

In the future, quality of care is an important part of the health system reform. 
There is interest in setting up a hospital accreditation systems with patient safety 
standards included as criteria for accreditation. There is still much to do particularly in 
raising awareness among health professionals and decision-makers and to conduct 
studies to assess the nature and extent of adverse events, developing methods for 
prevention and develop a national programme.  

Oman 

Patient safety is an integral component of quality improvement programme in 
Oman. There is a consolidated operational framework to enhance efficiency, 
productivity and quality of health care services implemented through a network of 11 
committees. These include committees looking at quality improvement and infection 
control. A Medical Council was established in 1992. There has been progressive 
computerization of medical records over the past decade. There are a number of 
Ministry of Health policies in relation to adverse events and incidents to ensure that 
they are reported, analysed and acted upon. This includes adverse drug reaction 
reporting, blood transfusion reaction reporting, incident reporting, needle stick injury 
reporting 

An example from The Royal Hospital was also presented. There has been an 
incident reporting systems since the inception of the hospital in 1987. Nurses have 
been particularly diligent in submitting incident reports. The incident form is in the 
form of a structured essay. In July 1998, the form was revised and made applicable o 
all hospital staff. Adverse event statistics have been compiled since October 1999 and 
a monthly statement prepared for the Quality Council. The adverse event module was 
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computerized in January 2004. A detailed policy and protocol has been developed 
incorporating investigation and root cause analysis of all sentinel events.  

In 2004, 446 adverse events were reported, categorized into 670 multiple event 
types. 69% of adverse events were reported by nurses. Major problem categories 
included security/safety, falls, delayed service, protocol not followed, dissatisfaction 
with care and absconding. Few incidents reported in relation to adverse drug 
reactions, medication errors and adverse blood reactions. Incident reporting is 
relatively low compared to actual events.  

Pakistan 

Despite widely publicized individual preventable events due to health care 
errors or negligence in hospitals and in different health care facilities, there is no 
national policy for the safety of patients. The presentation provided an overview of 
the role and functions of the Pakistan Medical and Dental Council which has a focus 
on establishing uniform minimum standard of basic and higher qualifications in 
Medicine and Dentistry. The Council, with the blessing of the national authorities, is 
regulating the medical education and professionals through education on medical 
ethics and taking action on professional negligence. There are similar councils for 
other professional groups.  

There is no national or provincial law on patient safety. There are few national 
guidelines on patient safety. There are no standard procedures for reporting adverse 
events. There is a national health information management system, but no data 
reporting system is available on adverse incidents. In individual institutions, there are 
systems for reporting adverse drug reactions, adverse blood transfusion reaction, 
adverse operative complication records and hospital death review committees along 
with infection control, but there is no reporting system at provincial and national 
level.  

The Ministry of Health is aware of these issues and new laws and amendments 
in the present laws are in progress which will regulate hospitals, laboratories and 
professionals.  

Qatar 

The presentation focused particularly on the experience at Hamad Medical 
Corporation (HMC) in Doha, Qatar where there is an established accreditation 
programme in conjunction with Joint Commission International. This focuses on 
inputs (such as facilities, resources and workforce), processes (such as policies, 
planning, management and evaluation) and outcomes (such as longevity, disease-free 
lives and patient satisfaction). The HMC has established a steering committee and 
dedicated unit.  
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Preparation for accreditation identified that a unified quality improvement and 
patient safety strategy was lacking. As a result a strategic quality implement plan and 
patient safety plan has been developed Major focus on plan/do/study/act cycles, 
unified approach to quality improvement across the organization, emphasis on multi-
disciplinary teamwork and good communications from all disciplines. Data were 
presented on compliance with standards as a result of a mock survey which showed 
high compliance. A full survey by JCI surveyors will take place in April 2006.  

Saudi Arabia 

Although there is currently no national programme under way or specific 
organizational body responsible for patient safety, patient safety features in many 
aspects of health provision and there are a number of laws and directives exist relating 
to patient safety standards. There are activities conducted in, for example, infection 
control, safe use of medicines, safe environment of care, safe clinical practice and 
equipment safety, food safety. There are also medico-legal committees in different 
regions of the country dealing with medical errors and adverse events.  

The Ministry is involved in dissemination of new procedures within the health 
care professions. Conferences, meetings and training schedules have been held to 
increase awareness of patient safety. Health education programmes are also conducted 
for the public on patient safety. The Ministry is recommending developing a strategic 
plan for patient safety and a standard incident reporting system. 

Sudan 

There has been a quality programme since October 2001 which is supported by 
a directorate within the Federal Ministry of Health. The unit establishes policies and 
plans for introducing quality to health care establishments, increasing awareness of 
quality among providers and training of health workforce, developing and updating 
documentation and technical assistance and supervision. Introducing triage systems 
and establishing accreditation systems for health care organizations.  

There is currently no functioning patient safety programme in terms of policies, 
organizations and reporting systems. There are some programmes which contribute to 
patient safety and legislation which pertains to patient safety such as medical council 
law and hospital standards. There are infection control programmes, morbidity and 
mortality committees and patient complaint systems. Future plans to produce policies 
and procedures and pilot a patient safety programme in four hospitals. The Ministry 
has published a patient rights document and incorporated patient safety into patient 
rights 

Tunisia 

Although there is no global programme for patient safety there are a range of 
activities under the direction of the quality programme (Ministry of Public Health). 
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There are laws, directives, protocols and guidelines in many fields (50 guidelines 
elaborated by the Ministry of Public Health, for example, guidelines for anaesthesia 
safety and use of antibiotics). Statistics are published but not in relation to patient 
safety.  

There is a focus on pharmaco-vigilance; safe use of medicine; safe environment 
of care (for example, radiology vigilance institute, food); safe use of blood; safe 
clinical practice and equipment safety (including a national institute of maintenance 
and national commission of material). There are national programmes in areas such as 
maternal and infant mortality. 

There are laws which cover the private structures, but practices are not 
supervised systematically. There are health education programme for citizens and 
health providers 

Yemen 

The Yemeni perspective aims at achieving patient safety through improving 
quality of health care, previewing medical errors, preventing of undesirable medical 
and infection control. There are many activities related to patient safety in many 
institutions, but there is no national programme. Developing a programme is a high 
challenge and the process of meeting this challenge is under way.  

3.4 Discussions  

The panel discussions on country presentations culminated in the Kuwait 
Declaration on Patient Safety (Annex 5), as well as a brief on the patient safety 
initiative which described the definition, vision, slogan, aim, aspects and enabling 
measures (see Annex 6). 

While there are multiple programmes and activities currently under way with 
both direct and indirect effects on patient safety, interventions remain so far sporadic 
and isolated. Presentations have shown that few health care systems have yet 
developed effective, ongoing safety programmes that aim both to monitor and to react 
to safety issues and proactively assess potential risks and hazards. Adverse event 
monitoring systems are now relatively common in a number of countries of the 
Region, for certain patient safety areas such as blood safety, injection safety, hospital 
acquired infections and waste management. But they are seldom systematically linked 
to action at the clinical level 

The presentations also showed that despite the growing interest in the safety of 
patients, there is still widespread lack of awareness of the problem of adverse events. 
Capacity for reporting, analysing and learning from experience is still seriously 
hampered by lack of methodological uniformity in identification and measurement, 
inadequate adverse event reporting schemes, undue concerns over breaches in 
confidentiality of data, the fear of professional liability, and weak information 
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systems. Understanding and knowledge of the epidemiology of adverse events – 
frequency of occurrence, causes, determinants and impact on patient outcomes, and of 
effective methods for preventing them – are still limited. Although there are examples 
of successful initiatives for reducing the incidence of adverse events, none have been 
scaled up to embrace an entire health system. 

The most serious challenge is attitude of denial of the problem. Answers like 
“we do not have this problem” are detrimental to efforts to put patient safety in place. 
Patient safety is a substantial problem in health systems of advanced countries simply 
because they recognize it as a major problem. Health systems are complex by nature 
and consist of thousands of interlinked processes, at which any point it can fail. 
However many adverse events can be avoided. 

A key challenge in establishing a patient safety initiative is the diversity of the 
factors that are involved, which include systemic, human and material factors. This 
variety of influences will require a comprehensive strategy that considers all factors at 
all levels of care and environmental settings. The types of incidents that occur during 
treatment are diverse and frequent in all health care settings. They can include causes 
as varied as misdiagnosis, incorrect prescription, acquiring nosocomial infections 
equipment failure, flaws in the information system and breaches of security with the 
innumerable factors of people, systems, products and procedures working in tandem. 
This wide scope poses many challenges in developing a reporting system in that it 
must account for many difference scenarios that could occur within any medical 
specialty and at any level of care.  

There are innumerable other factors that contribute to safe medical outcomes in 
addition to correct diagnosis and treatment. Aspects of environmental safety are also 
important which must ensure product/drug safety, reducing infection risk, and 
maintaining the safety of medical water and air quality. One particular area that 
requires special consideration with regard to patient safety is where medical 
procedures are performed on healthy people i.e. immunization and preventive health 
care in general. 

The prevailing culture of blame, where assigning blame predominates over an 
environment of problem-solving and learning, has led to hiding the magnitude of the 
problem and to creating a punitive climate. Moreover, there is an inconsistent 
reporting and learning system that has prevented the collection and dissemination of 
information in any meaningful way. This can be explained based on all the factors 
above.  

There is a need to look at how patient safety programmes might best be 
integrated within countries, identify gaps and scope for greater standardization and 
improved effectiveness. 



WHO-EM/HCD/053/E 
Page 24 

 

4. STRATEGIC DIRECTIONS TO ENHANCE THE SAFETY OF 
PATIENTS 

The strategy document presented to the group highlighted the strategic 
directions for achieving safer health care in countries of the Region by 2008. In 
considering these strategic directions, the group discussion emphasized: 

• Enhancing governance, which must reflect a national commitment to change for 
safe practice with clear aims/objectives 

• Developing processes and working procedures in health care at all levels  
• Redesigning organizational structures, relations and terms of references 
• Creating a supporting environment that is conducive for change and progress.  

The strategic intent of the patient safety initiative is to make improvements 
within the delivery of health care that are both continuous and systematic. Health care 
organizations must begin to regularly review and enhance all aspects of their activities 
that directly and indirectly affect the safety of patients. Best practice must be 
considered and consistently applied when assessing and managing risks to patients, 
staff and others, with particular interest on the nature of referral mechanisms that 
allow errors to occur. 

The current environment offers a very real opportunity for change and 
improvement through redesign of the national health care delivery system. Stronger 
political commitment and technological advances make possible certain goals that 
were impossible only a few years ago. Health professionals and organizations, policy-
makers, and patients are becoming all too painfully aware of the shortcomings of the 
current system and of the importance of finding radically new and better approaches 
to ensuring the safety of health care for all citizens. A consensus has emerged that the 
vision and path provided by the framework is possible, and though requiring hard 
work, the results remain worthwhile. 

Several points must be raised in connection with the strategies proposed. They 
are not necessarily in chronological order. The strategies overlap; it is not necessary to 
complete one before another. Depending on the development of the health system and 
patient safety, individual countries can start with the relevant strategy. The revised 
strategies were: a) raising awareness; b) assessing the scope of patient harm; c) 
enhancing the understanding of the causes of patient harm; d) developing frameworks 
and models of patient safety; and e) organizing an operational national patient safety 
programme. 
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a) Raising awareness 

Drawing attention to the harm caused by health care systems, or to the potential 
for harm, provides a receptive context for further studies and action on patient safety. 
Unless both policy-makers and clinicians are convinced that patient safety is a 
problem, progress in patient safety will not be sustained or effective. A fundamental 
question applicable to any environment and any health care system is: “What risks 
does this system pose to the people it is intended to help?” Collecting data on these 
issues should serve to make all stakeholders realize that reported hazardous situations 
are not isolated, but are probably more general and widespread. 

Arguably the main task of the health authorities is to establish and foster a 
culture that is open to learning from errors that strives for best practice 
implementation at all levels. Mistakes must be viewed within the context of 
improvement, mitigation and prevention. This is a formidable task that requires a 
large-scale shift in the attitudes of individuals and organizations. The context needs to 
transform into one of process change and improvement, and away from a readiness to 
assign blame, culpability and liability. Raising awareness requires efforts to:  

• Involve professional associations and civic groups 
• Identify and work with local ‘champions’ for patient safety and develop a 

critical mass for the patient safety initiative 
• Collect and disseminate patient safety success stories 
• Promote the patient safety concept for quality improvement of national health 

care systems and services, incorporated with patient rights from social, 
economical and ethical point of view 

• Raise awareness of the need to focus on systems, rather than blame individuals 
• Build public awareness of the inherent risks of health care  
• Communicate openly about efforts to improve patient safety 
• Build consensus on patient safety national programmes 
• Facilitate coordination of national efforts to improve patient safety through 

effective networking and collaboration with regional and international centres 
involved in patient safety, particularly the World Alliance for Patient Safety for: 
– supporting the development of patient safety policies, practices and 

solutions 
– enabling countries to assess their current programme of patient safety 
– promoting research into major patient safety issues, and establishing a task 

force of researchers for collaboration research within developing countries.  
– developing a regional approach to patient safety taxonomy and 

contributing to international work 
– exchange of information between countries on actions taken and main 

achievements in patient safety 
• Always in the advocacy strategy: continuously advocate for an open 

environment for safety and accountability.  
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Another important aspect of awareness is the user/ patient who should be 
equipped with knowledge on safe practice. Patients should know for example that 
before a doctor or nurse touches them should have washed his/her hands. Patient 
should demand safety as their right. 

b) Assessing the scope of patient harm 

The strategy for assessment of incidence, nature and impact of adverse 
outcomes will, of course, vary from country to country. Strategies in general will also 
vary in their range and depth. Planning and prioritizing effective safety interventions 
require, as does any public health problem, a thorough understanding of the nature of 
the problem. Countries must assess both the overall burden on the population and the 
health care system of harm to patients in order to guide policy. At the clinical level, 
understanding the specific problems particular to each specialty and level of care is 
necessary for effective intervention. Based on this information, a system can be 
developed using geographic information systems (GIS) technology that can capture 
the geographical and frequency distribution of adverse events especially when the 
occurrence can be sporadic. Once this distribution is known, information can be 
assembled to determine the magnitude of some adverse events at local and national 
level. It must be stressed that data collection is not an end in itself but a necessary 
prelude to effective initiatives and need not delay action on immediate and obvious 
local problems.  

The next stage following this assessment is to establish an effective system 
which regularly collects patient safety information on which planning, monitoring and 
evaluation of the patient safety programme can be based. This will form a firm basis 
for continuously assessing the scope of patient harm. However in light of the frequent 
problems associated with reporting such as issues of confidentiality, developing an 
effective reporting system is a complex task, requiring careful design, a legal 
framework, thorough understanding of behavioural attitudes of health care 
professionals and continuous follow-up.  

Two strategic actions therefore are envisaged for assessing the scope of the 
patient harm: 1) mapping unsafe practice; and 2) encouraging reporting of patient 
harm. 

Mapping of unsafe practice will include a full review into the status of health 
care delivery and assessment of frequency of adverse events from the point of view of 
quality improvement. Possible information sources that can be used include: 

• Clinical audit 
• Reporting systems for drugs, medical devices and other safety issues. 
• Complaints, patient experiences, claims and media coverage of adverse health 

care outcomes. 
• Studies of specific kinds of error and adverse outcome. 
• Categorization of health care interventions by level of risk  
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• Assessing adverse events in terms of preventability and disability incurred. 
• Developing a GIS system which can capture the geographical and frequency 

distribution of adverse events especially when the occurrence can be sporadic  
• Use of the findings of the GIS to highlight the magnitude of some adverse 

events at the national level 
• Dissemination of findings of the magnitude of patient harm and the risk 

categorization. 

A number of actions are needed to encourage reporting of patient harm: 

• Foster an open and participative climate in which education, research and the 
sharing of good practice are valued  

• Establish legal framework for reporting with respect to confidentiality and 
liability 

• Introduce the appropriate information technology 
• Understand behavioural aspects 
• Establish routine engagement with the public and users through an organisation-

wide strategy, and user representation to disseminate findings 
• Ensure regular involvement of internal management in matters relating to 

patient safety as part of quality issues 
• Develop systems to ensure the appropriate use of information for planning and 

monitoring clinical governance. 

c) Enhancing the understanding of the causes of patient harm 

Following the mapping of adverse events, the next stage is to investigate their 
causes fully. These may vary widely according to the country, the health care system, 
and the treatment or procedure in question. In some instances, causes may be 
immediately apparent, while in others sophisticated methodologies may need to be 
employed with root cause analysis being the most widely applied tool to discover 
causes of unsafe practice. Notwithstanding, the sources of information should be 
multiple in order to fully reveal the causes of error. Experience has shown that 
combining more than one source of information allows a more accurate assessment of 
the causes of patient harm. For example, combining incident reports with a 
retrospective chart, a computer screening and daily chart review, is more accurate 
identification of the causes than the use of the one of these sources on its own. The 
use of multiple sources will also be beneficial for the determining the magnitude of 
adverse events in the second strategy. 

Acknowledgement of the predominantly systemic causes of adverse events 
means that considerable attention must be focused on tackling systemic issues. It is 
estimated that 75% of the causes of adverse events can be attributed to system 
failures. Health authorities must be instrumental in establishing effective reporting 
and learning networks that communicate all relevant information between all health 
actors. Strategic actions for understanding the causes of patient harm will include: 
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• Develop the practice of root cause analysis in terms of competency and use 
• Encourage the use of multiple information sources for determining causes of 

patient harm 
• Identify main system factors responsible for patient harm 
• Ensure that decisions on patient safety interventions are based on evidence both 

locally and nationally. 

d) Developing frameworks and models of patient safety 

A framework or a model is required to guide health facilities and workers on 
methods of risk reduction. Reduction will depend on the nature of the problem 
identified and the health care system in which the problem occurs. Developed health 
care systems, with highly trained staff, have looked to high-risk, safety-critical 
industries for models of safety enhancement, with a consequent emphasis on 
technological solutions and standardization of complex processes. In contrast, the 
WHO injection safety programme has achieved profound changes through a focus on 
education, attitude change and public information, combined with relatively simple 
adjustments to syringe design to render them unusable after a single injection. While 
some methods with clear-cut benefits can be introduced immediately, others will 
require piloting and evaluation. 

• Prioritize patient safety interventions based on certain criteria such as risk, 
problem-prone, magnitude, frequency and feasibility, and potential for 
improvement 

• Using priorities as entry points for patient safety to orient/reorient the system to 
establish a patient safety culture. 

• Ensuring that patient safety is integrated as a main attribute of quality  
• Strengthen the risk management approach 
• Scale up priority patient safety initiatives to other levels and institutions to lay 

the foundations for a national patient safety programme 
• Operationalize patient safety models/frameworks in both public and private 

sectors. 

e) Organizing a fully operational national patient safety programme 

Successful patient safety programmes require large-scale changes in all aspects 
of the management and organization of health care. The objective of theses changes is 
to establish patient safety and more broadly quality at the centre of health services. 
Among these activities include obtaining high level commitment, securing sufficient 
financial and human resources, strong leadership, policy change, capacity-building of 
health care professionals and managers, public–private partnership, user involvement , 
strong monitoring and evaluation and tools such as standards, indicators and targets, 
and effective use of accreditation and licensing schemes. 

In short, national programmes must be proactive in that they anticipate risk, 
preventive in that they revise the design of vulnerable systems and ethical in that they 
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place patients at the centre of the process. Efforts to develop and conduct patient 
safety will comprise the following strategic actions. 

National commitment and leadership 

• Ensure high level commitment for patient safety and user/provider rights 
through relevant legislations, rules and regulations, and resources for patient 
safety.  

• Establish a national task force to lead national efforts in patient safety which 
will require the sufficient authority and funding. 

• Build consensus and developing leadership among all stakeholders including 
providers, consumer groups, public/private actors, nongovernmental 
organizations, insurers, accrediting bodies.  

• Ensure clarity of roles, functions and responsibilities of stakeholders for 
governance and implementation of policies and standards. 

• Establish national level policies and guidelines. 

Reporting and notification system 

• Develop reporting and notification system that ensures confidentiality and 
protection of reporters.  

• Establish and improve sentinel action and alert systems to identify and spread 
awareness of risks and patient safety problems. 

Training and capacity-building 

• Develop capacity for health care staff and managers for developing and 
implementing patient safety programme integrating with on the job training and 
continuous professional development. 

• Develop and implement quality improvement methodologies that can be applied 
to enhance patient safety. 

Monitoring and evaluation 

• Develop set of standards and indicators for patient safety. 
• Establish national and local targets for patient safety. 
• Establish mechanisms for overseeing coordination, implementation, monitoring 

and evaluation of the programme. 
• Develop national patient safety plan for the short term and long term. 
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Regulation 

• Devise mechanisms and administrative processes for linking accreditation, 
licensing and re-licensing, and health insurance to the provision of high quality 
health care. 

• Ensure accountability of health facilities and transparency of their patient safety 
through reporting systems in all health care organizations to capture adverse 
event data including sentinel events and near misses to ensure taking corrective 
actions. 

Consumer involvement 

• Involve consumers in improving health care safety and improve communication 
between patients and physicians. 

• Users of health services, including patients, are involved and are the source of 
control, i.e. involved in decision-making process related to their care.  

• Make information available to patients and their families that enables informed 
decisions when selecting health care, hospital or clinical practice, or when 
choosing among alternative treatments.  

• Patients have mechanism to raise concern and complaints about their health care 
and receive feedback. 

• Open and honest communication with patients and their families when things go 
wrong. 

• Establish links with the World Alliance for Patient Safety. 
• Establish and monitor a system of a system of user complaints. 

Human resources 

To support and professionally develop those who work in the health systems to 
deliver safe patient care, actions should focus on management, education and training, 
and regulation: 

• Lay the foundations for an appropriate match of staff to population and needed 
services through developing quality trainers, training curricula and continuing 
education programmes. 

• Review distribution of human resource by type to meet the needs for safe 
service delivery.  

• Establish a national plan for programmes in continuous health training and 
education that includes all health care staff in the area of patient safety issues. 

• Develop a core curriculum based on safe health needs.  
• Develop and conduct training courses and continuing education in patient safety. 
• Undertake capacity building of staff in new ways of working.  
• Redesign the way the health professionals are trained, stressing evidence-based 

management, and develop teamwork practice. 
• Explore the development of pre-service curricula for different health care 

professionals.  
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• Regulate health workforce through licensing, re-licensing and accreditation of 
health personnel education institutions by the appropriate bodies. 

In order to make the strategies operational, a regional strategic plan was 
developed with detailed strategic actions, expected results, milestones and 
responsibilities. The strategic plan is designed to help countries translate strategic 
directions into operational plans. Milestones have been developed to help monitor the 
progress of national patient safety activities. 



 

 

Strategies for 
Improvement 

Strategic actions Expected results Milestones showing 
progress in 
implementing the 
strategic actions of this 
interim health strategy 
for 2004–2007 

Responsible 
department, 
institution or 
source for 
financing and 
date of 
accomplishing 
tasks 

1. Raising awareness 
To build 
awareness and 
understanding 
of health care 
safety and 
improved early 
identification 
and 
management of 
risks in patient 
care 

 Involve professional associations and civic groups in efforts to 
improve patient safety 

 Identify and work with local ‘champions’ for patient safety and 
develop a critical mass for the patient safety initiative 

 Collect and disseminate patient safety success stories 
 Promote the patient safety concept for quality improvement of 

national health care systems and services, incorporated with 
patient rights from social, economical and ethical point of view. 

 Raise awareness of the need to focus on systems, rather than 
blame individuals 

 Build public awareness of the inherent risks of health care  
 Communicate openly about efforts to improve patient safety 
 Consensus building on patient safety national programmes 
 Facilitate coordination of national efforts to improve patient 

safety through effective networking and collaboration with 
regional and international centres involved in patient safety, 
particularly the World Alliance for Patient Safety for: 

 Supporting the development of patient safety policies, 
practices and solutions 

 Enabling Member States to assess their current 
programme of patient safety 

 Promoting research into major patient safety issues, 
and establishing task force of researchers for 
collaboration research within developing countries  

 Developing a regional approach to patient safety 
taxonomy and contribute to international work 

 Exchange of information between Member States on 
actions taken and main achievements in patient safety 

• Central mechanism 
established to analyse, 
disseminate information 
on patient safety to all 
stakeholders 

• Knowledge, attitude and 
practice (KAP) of 
providers and users in 
support of patient safety 

• Sentinel efforts centre 
established 

• Networks developed 
• Information sharing of 

experience within and 
among countries 

• Policy briefs prepared 
• Media involvement 

• Networks developed 
 

WHO/EMRO 
World Alliance for 
Patient Safety 
Ministries of Health 
Academic and 
specialized 
institutions W
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Strategies for 
Improvement 

Strategic actions Expected results Milestones showing progress in 
implementing the strategic 
actions of this interim health 
strategy for 2004–2007 

Responsible 
department, institution 
or source for financing 
and date of 
accomplishing tasks 

2. Assessing the scope of patient harm 
Assessing the 
scope of patient 
harm with 
special 
reference to the 
prevalence of 
injury, disability 
and 
preventability 

Mapping of unsafe practice 
 Full review into the status of health care delivery and 
assessment of frequency of adverse events from the point of 
view of quality improvement; information sources include: 
1. Clinical audit 
2. Reporting systems for medicines, medical devices 
3. Complaints, patient experiences, claims and media coverage 

of adverse health care outcomes 
4. Studies of specific kinds of error and adverse outcome. 

 Categorization of health care interventions by level of risk  
 Assessing adverse events in terms of preventability and disability 
 Developing a GIS system which can capture the geographical 
and frequency distribution of adverse events especially when the 
occurrence can be sporadic  

 Use the findings of the GIS to highlight the magnitude of some 
adverse events at the national level 

 Dissemination of findings of the magnitude of patient harm and 
the risk categorization 

Encouraging reporting of patient harm 
 Foster an open and participative climate in which education, 
research and the sharing of good practice are valued  

 Establish legal framework for reporting with respect to 
confidentiality 

 Introduce the appropriate information technology 
 Understand behavioural aspects 
 Establish routine engagement with the public and users through 
an organisation-wide strategy, and user representation to 
disseminate findings 

 Ensure regular involvement of internal management in matters 
relating to patient safety as part of quality issues 

 Develop systems to ensure the appropriate use of information for 
planning and monitoring clinical governance 

• Estimated prevalence of 
injury to patients caused 
by their health care 

• Adverse events locally 
and nationally will be 
measured 

• Information gathered of 
the level of disability 
resulting from specific 
adverse events 

• Preventability of adverse 
events assessed 

• Confidentiality of reporting  

Baseline database established 
GIS developed 
Medical audits undertaken 
Information system includes patient 
safety indicators 
Widespread use of risk 
categorization of health care 
interventions 
Number of reviews to scope patient 
safety undertaken in rural/urban 
and public/private practice 
Legislation to protect confidentiality 
is enacted 
Studies and research on 
behavioural aspects of providers 
and users 
Progress reports on patient safety 
based on WHO guidelines 
Numbers, proportions and 
trends of the milestone will be 
measured and assessed 

Research institutions 
Academia 
Ministries of Health 
WHO/EMRO 
World Alliance for Patient 
Safety 
Ministries of Health 
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Strategies for 
Improvement 

Strategic actions Expected results Milestones showing progress in 
implementing the strategic 
actions of this interim health 
strategy for 2004–2007 

Responsible 
department, institution 
or source for financing 
and date of 
accomplishing tasks 

3. Enhancing the understanding of the causes of patient harm 
To enhance the 
understanding 
of the causes of 
harm to develop 
effective 
reduction 
strategies 
 

• Develop the practice of Root Cause Analysis method in terms of 
competency and use 

• Encourage the use of multiple information sources for 
determining causes of patient harm 

• Identify main system factors responsible for patient harm 
• Ensure that decisions on patient safety interventions are based 

on evidence both locally and nationally 
 

• Greater understanding of 
the systemic causes of 
patient harm 

• Data is more reliable and 
is based on evidence from 
the local and national level 

• Health care professionals 
are more competent in 
using RCA 

• RCA used widely 

• Widespread operational use of 
RCA and other quality tools 

• Widespread use of multiple 
sources and operational  

• Database established on 
systemic causes of patient harm 

• Studies conducted operational 
research on patient safety 

Research institutions 
Academia 
Ministries of Health 
WHO/EMRO 
World Alliance for Patient 
Safety 

4. Developing frameworks and models of patient safety 
Developing 
frameworks and 
models of 
patient safety 
and testing and 
piloting them. 

• Prioritize patient safety interventions based on certain criteria 
such as high risk, problem-prone, magnitude, frequency and 
feasibility, and potential for improvement 

• Using priorities as entry points for patient safety to orient/reorient 
the system to establish a patient safety culture 

• Ensuring that patient safety is integrated as a main attribute of 
quality  

• Strengthen the risk management approach 
• Scaling up of priority patient safety initiatives to other levels and 

institutions to lay the foundations for a national patient safety 
programme 

• Operationalizing patient safety models/frameworks in both public 
and private sectors 

• A model has been 
launched in pilot projects 
in hospitals in districts 

• Patient safety integrated 
with quality programmes 

• Patient safety priorities 
have been identified 

A conceptual framework has been 
developed 
Number of hospitals and districts 
using the framework 
Patient safety profiles are 
developed for: 
 Adverse drug events/ medication 
errors 

 Nosocomial infections 
 Surgical mishaps 
 Pressure ulcers 
 Blood product 
safety/administration 

 Antimicrobial resistance 
 Safe patients and immunization 
programme 

 Falls 
 Blood safety   
 Vascular catheter care 
 Safe motherhood and others 

Health authorities 
Health administration at 
different levels, both 
public and private with 
technical support of 
WHO and World Alliance 
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Strategies for 
Improvement 

Strategic actions Expected results Milestones showing progress in 
implementing the strategic 
actions of this interim health 
strategy for 2004–2007 

5. Organizing a fully operational national patient safety programme 
To develop 
integrated 
national patient 
safety 
programmes 
with clear 
targets to 
ensure the 
safety of patient 
care at all levels 
and to replicate 
successful 
safety 
strategies and 
activities to all 
health care 
settings. 

National commitment and leadership 
 Ensure high level commitment for patient safety and user/provider rights 
through relevant legislation, resources and rules and regulations  

 Establish National Task Force to lead national efforts in patient safety which 
will require the sufficient authority and funding 

 Build consensus and developing leadership among all stakeholders 
including providers, consumer groups, NGOs, insurers, accrediting bodies  

 Ensure clarity of roles, functions and responsibilities of stakeholders for 
governance and implementation of policies and standards.  

 Establish national level policies and guidelines 
Reporting and notification system 
 Develop reporting and notification system that ensures confidentiality and 
protection of reporters  

 Establish and improve sentinel action and alert systems to identify and 
spread awareness of risks and patient safety problems  

Training and capacity-building 
 Develop capacity for health care staff and managers for developing and 
implementing patient safety programme integrating with on the job training 
and continuous professional development 

 Develop and implement quality improvement methodologies that can be 
applied to enhance patient safety 

Monitoring and evaluation 
 Develop set of standards and indicators for patient safety 
 Establish national and local targets for patient safety  
 Establish mechanisms for overseeing coordination, implementation, 
monitoring and evaluation of the programme 

 Develop national patient safety plan for the short and long term 
Regulation 
 Devise mechanisms and administrative processes for linking accreditation, 
licensing and re-licensing, and health insurance to the provision of high 
quality health care 

 Ensure accountability of health facilities and transparency of their patient 

 Strong commitment in the form of 
financial and human resources 

 High level of consensus among 
stakeholders with strong leadership of 
national health authorities 

 A national body for decision-making in 
patient safety is formed 

 Legislation is enacted that protects 
health care providers with respect to 
confidentiality in reporting 

 Effective reporting and notification 
collects and disseminates information 
on patient harm 

 Health care professionals are trained 
in and follow policies and guidelines 

 More health facilities are using patient 
safety standards, indicators and 
targets to assess their performance 

 Minimizing risk and adverse events 
 National patient safety plan developed 
 National and local patient safety 
targets are achieved 

 Courses on patient safety are 
designed as part of in-service training 

 Patient safety is a requirement within 
accreditation, licensing and re-
licensing and health insurance 

 Evidence-based patient safety 
Protocols and guidelines are 
developed, updated and disseminated 
to health care team providers for 
different aspects of patient safety  

 Formal procedures are established for 
patient complaints 

 Amount of resources pledged to 
patient safety 

 Patient safety is established as a 
top priority issue on the health 
agenda. 

 A legal framework is enacted 
 National task force established 
 National reporting and notification 
system established 

 Policies and guidelines produced 
and implemented 

 Widespread use standards, 
indicators and targets 

 Improvement in indicators from 
baseline 

 In service training courses include 
patient safety as a requirement 

 Number of hospital/districts 
implementing national patient 
safety plan 

 Number of hospitals/districts 
achieving targets 

 Number of patient complaints 
 Participation in global patient 
safety Challenge Cleaner Care is 
Safer Care 

 Capacity building activities are 
undertaken and greater resources 
are allocated to patient safety 
programmes 

 Regular working meetings on 
patient safety are held between 
key agencies and programmes 
involved in providing health care. 
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safety through reporting systems to capture adverse event data including 
sentinel events and near misses to ensure taking corrective action 

Consumer involvement 
 Involve consumers in improving health care safety and improve 
communication between patients and physicians 

 Involve users of health services, including patients, in decision-making 
processes related to their care  

 Make information available to patients and their families that enables 
informed decisions when choosing among facilities or treatments 

 Ensure patients have mechanism to raise concern and complaints about 
their health care and receive feedback 

 Communicate openly and honestly with patients and their families when 
things go wrong  

• Establish links with World Alliance for patient safety for patient safety action 
area 

• Establish and monitor a system of a system of user complaints 
Human resources 
1) Management 
 Lay the foundations for an appropriate match of staff to population and 
needed services through developing quality trainers, training curricula and 
continuing education programmes 

 Review distribution of human resource by type to meet the needs for safe 
service delivery 

2) Education and training 
 Establish a national plan for programmes in continuous health training and 
education that includes all health care staff in the area of patient safety 

 Develop a core curriculum based on safe health needs 
 Develop and conduct training courses and continuing education in patient 
safety 

 Undertake capacity building of staff in new ways of working 
 Redesign the way the health professionals are trained, stressing EBM 
practice and develop teamwork  

 Explore the development of pre-service curricula for different health care 
professionals  

3) Regulation 
 Regulate health workforce through licensing, re-licensing and accreditation 
of health personnel education institutions by the appropriate bodies 

 Establishment of a watchdog for 
patient safety 

 Standardized league tables on patient 
safety records are produced 

 Enhanced organizational competency 
in learning from adverse events 

 Non-punitive climate which promotes 
incident reporting 

 Annual performance plans prepared in 
patient safety (as an component of 
quality plans) by providers and 
institutions at all levels of care, and by 
the Ministry of Health 

 Standards and indicators for patient 
safety are developed 

 Consumers more involved in decision-
making about their health care 

 Patient safety alerts to both providers 
and users 

 Develop measurements/tools to 
ensure that all resources being used 
as effectively and efficiently as 
possible 

 Develop staffing patterns and norms 
for different levels of care and 
institutions 

 Patient safety for human resources for 
health and policy produced that 
identifies responsibilities and 
resources identified 

 Pre-service curricula is reviewed and 
prepared that reflects current thinking 
and best practices in patient safety  

 Regulatory and ethical bodies 
established for safety practice with 
respect to human resources 

 Number of hospitals/district 
utilizing protocols and standards 

 Studies conducted operational 
research on patient safety. 

 Effective functioning systems are 
in place for safeguarding patient 
safety rights 

 Reliable baseline data on patient 
safety  

 User/provider satisfaction 
 Continuous education 
 e-Health 
 Curricula design 
 Options explored and decisions 
made resulting in increased 
training and education 
opportunities for staff in patient 
safety 

 Key elements for assess and 
regulate professional performance 

 Number of user complaints 
received 

Numbers, proportions and trends 
of the milestones will be 
measured and assessed 
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6. CONCLUSIONS AND RECOMMENDATIONS  

6.1 Conclusions 

The intercountry consultation on developing a regional strategy for patient 
safety is the first of its kind in the Region. The questionnaires stimulated countries to 
study their national activities on patient safety. Baseline information on patient safety 
has been established which should guide countries on their next steps to improve their 
efforts on patient safety. Together with the regional strategies developed during the 
consultation, countries are now better equipped to launch their national patient safety 
programmes. The creation of a Regional Centre for Patient Safety and collaboration 
with the World Alliance for Patient Safety will help expedite and support country 
efforts towards enhancing patient safety. 

6.2 Recommendations 

Member States 

1. Introduce the concept of patient safety and establish it as top priority issue on 
the health agenda of policy-makers within the organizational structure of the 
health system. 

2. Promote the patient safety concept for quality improvement of national health 
care systems and services, incorporated with patient rights from social, 
economic and ethical perspectives. 

3. Establish a patient safety national group to develop a national action plan, 
guidelines, mechanisms of monitoring and follow-up of the different patient 
safety aspects, especially focusing on the prevention of medication errors, 
malpractice and health care facility acquired infections  

4. Develop, disseminate and implement a national reporting system and adverse 
event notification system , taking the following factors in consideration: 

• Accountability of health facilities 
• Confidentiality 
• Environment absent of blame and punishment 
• Thorough understanding the root causes of medical errors and incidents 
• Corrective actions 
• Promotion of a learning environment 
• Enactment of legislation to protect reporters 

5. Support and enhance research activities aimed at improving patient safety. 

6. Establish a national plan for programmes in continuous health training and 
education that includes all health care staff in the area of patient safety issues. 
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7. Take the necessary steps required to implement and apply the regional strategic 
plan for patient safety as a national programme. 

WHO/EMRO 

8. Continue providing technical support and advice to Member States within the 
field of patient safety as part of an ongoing agenda for quality improvement in 
health care. 

9. Finalize and disseminate to Member States a document on regional strategies 
for patient safety in three languages (Arabic, English, French). 

10. Foster collaboration between Member States and the World Alliance for Patient 
Safety to: 

• Support the development of patient safety policies and practice 
• Enable Member States to assess their current programme of patient safety 
• Promote research into major patient safety issues, and establish a task force of 

researchers for collaborative research within developing countries.  

11. Facilitate the exchange of information among Member States on actions taken 
and main achievements in patient safety. 

WHO/EMRO and the Health Ministers’ Council for the Cooperation Council States 

12. Activate the regional strategic plan for patient safety through the Health 
Ministers’ Council for the Cooperation Council States and its Executive Board. 

13. Organize conferences, seminars and training courses to support capacity-
building activities and raise awareness for patient safety at the regional, sub-
regional and national levels. 

14. Establish channels of communications with international experts with 
experience in patient safety, and coordinate and facilitate cooperation between 
regional and international organizations, institutions and foundations.  

15. Coordinate efforts with Member States, WHO and the World Alliance for 
Patient Safety to implement regional strategies and activate mechanisms for 
application at the regional and national level. 

16. Support the development of evidence-based guidelines, protocols, indicators 
and standards, as well as the establishment of reporting and notification systems 
for patient safety. 

17. Assign a task force (see Annex 7) to review and develop clear and well-defined 
patient safety definitions (glossary), essential indicators and standards.  
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Annex 1 

AGENDA 

1. Inauguration 

2. Election of Chairperson and Reporters 

3. Adoption of agenda of the meeting  

4. Identifying the objectives, expected outcome and methodology of the meeting  

5. Presentation on the patient safety initiative in the United Kingdom and the 
World Alliance for Patient Safety 

6. Presentation on the experience of Ministry of Public Health, Kuwait in patient 
safety programmes 

7. Presentation on experience of information systems for better performance of 
hospitals in Bahrain 

8. Presentations of Egypt, Islamic Republic of Iran, Iraq, Jordan, Lebanon, 
Morocco, Oman, Pakistan, Qatar, Saudi Arabia, Sudan, United Arab Emirates 
and Yemen 

9. Introduction of a proposed questionnaire on patient safety for countries of the 
Region 

10. Group presentation on the Regional Strategy for Patient Safety 

11. Plans of action  

12. Conclusions and recommendations 
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Annex 2 

PROGRAMME 

Sunday, 28 November 2004 

08:30–09:00 Registration 

09:00–10:15 Opening session 
Address by H.E Dr Mohamed Ahmed Al-Jarallah, Minister of Public 
Health, Kuwait 
Address by Dr Hussein A. Gezairy WHO Regional Director for the 
Eastern Mediterranean  
Address by Dr Tawfik A. M. Khoja, Director-General, Executive 
Board, Health Ministers’ Council for the Cooperation Council States 

10:15–14:00 Presentation on Patient Safety initiative in the United Kingdom and 
the World Alliance for Patient Safety/Sir Liam Donaldson 

14:00–16:30 Presentation on the experience of Ministry of Public Health, Kuwait 
in patient safety programmes/ Mrs Awatif Al-Qattan, Dr Nabeel Al-
Safar, Dr Haifaa Al-Mousa, Dr Buthaina Al Mudaf, Dr Abdullatif El-
Mor 

16:30–17:30 Presentation on experience of information systems for better 
performance of hospitals in Bahrain/Dr Fawzi Abdullah Amin 

Monday, 29 November 2004 

08:30–09:30 Introduction of the programme/Dr Ahmed Abdellatif 
Introduction of participants and resource persons 
Election of officers 
Adoption of agenda and programme 
Objectives, expected outcome, and methodology of the 
meeting  
Highlights on regional initiatives for patient safety 

10:00–15:30 Countries’ presentations and discussions 

15:30–17:00 Continue countries’ presentations and discussions 

17:00–17:30 Introduction of a proposed questionnaire on patient safety for 
Member States 
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Tuesday, 30 November 2004 

08:30–10:30 Group work Session I on review and comment on the 
questionnaire/Dr Ahmed Abdellatif 

10:30–12:00 Group presentations and discussions 

12:00–12:30 Introducing group work – Session II 
Studying the draft regional strategy document on patient safety and 
commenting on it 

12:30–16:00 Group work – Session II 

16:00–17:30 Group presentation on the regional strategy for patient safety 

08:30–09:00 Introduction of next steps and regional plans of action for enhancing 
patient safety 

09:00–11:30 Group work – Session III 
Next steps: plan of action  

11:30 –16:00 Group presentations 

16:00–17:00 Closing session 
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Annex 3 

LIST OF PARTICIPANTS 

BAHRAIN 
Dr Fawzi Abdullah Amin 
Assistant Undersecretary for Health Planning and Training 
Member of Executive Board/GCC 
Ministry of Health 
Manama 
 
Dr Amany Al-Hagry 
Field Research Officer in charge of Medical Errors 
Ministry of Health 
Manama 
 
Mr Abdul-Jabbar Ibrahim 
Nurse in charge of Patient Safety in Hospital 
Ministry of Health 
Manama 
 
 
EGYPT 
Dr Osama Rasslan 
Egyptian Medical Syndicate 
Cairo 
 
 
IRAQ 
Dr Mohamed Gabr Hweil 
Public Health and Initial Health Care Department 
Ministry of Health 
Baghdad 
 
Dr Mathni Abbas 
Public Health and Initial Health Care Department 
Ministry of Health 
Baghdad 
 
Dr Ibtesam Karim 
Therapeutic and Official Supportive Section 
Technical Affairs 
Ministry of Health 
Baghdad 
 
 



WHO-EM/HCD/053/E 
Page 43 

 

Mr Ali Abdel Reda 
Director of Health Performance Evaluation 
Ministry of Health 
Baghdad 
 
Dr Batool Kazem Salman 
Manager of Laboratories performance Evaluation 
Ministry of Health 
Baghdad 
 
 
JORDAN 
Dr Abdullah Awwidi Abbadi 
Professor Medicine and Oncology 
Jordan University Hospital 
Amman 
 
 
KUWAIT 
Dr Ibrahim Al-Abd Al-Hady 
Assistant Under-Secretary 
Health Insurance Affairs 
Ministry of Health 
Kuwait 
 
Dr Buthaina Abdullah Al-Madaph 
Manager, Quality Department 
Ministry of Health 
Kuwait 
 
Dr Malak Al Aly 
Manager, Quality Department 
Ministry of Health 
Kuwait 
 
Dr Ghofraan Ahmad Okasha 
Quality Department 
Ministry of Health 
Kuwait 
 
Dr Rehab Abdul-Aziz Al-Nakky 
Quality Department 
Ministry of Health 
Kuwait 
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Dr Huda Zaki Abdul-Kader 
Quality Department 
Ministry of Health 
Kuwait 
 
Dr Abdullatif El Mor 
Health Information 
Ministry of Health 
Kuwait 
 
 
LEBANON 
Dr Nabil M. Kronfol 
Beirut 
 
 
MOROCCO 
Dr Amina Sahel 
Head of Ambulatory Service 
Directorate of Hospitals 
Ministry of Health 
Rabat 
 
 
OMAN 
Dr Aly Ben-Ja’far 
Director General 
Health Affairs 
Member of Executive Body 
Ministry of Health 
Muscat 
 
Dr Ghazy Al-Zubaidy 
General Manager 
Sultanate Hospital 
Ministry of Health 
Muscat 
 
 
PAKISTAN 
Dr M. Sohail Karim Hashmi 
Secretary 
Pakistan Medical and Dental Council (PMDC) 
C/o WR Pakistan 
Islamabad 
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QATAR 
Dr Bahaa El Din Abdel Hamid Feteha 
Chief of Quality Improvement Department 
Ministry of Health 
Doha 
 
Dr Badria El Ali 
Chief Assistant of Quality Improvement Department 
Ministry of Health 
Doha 
 
 
SAUDI ARABIA 
Dr Abdul-Aziz Abdullah Al-Khelewi 
Deputy General Manager 
Quality Assurance Department 
Ministry of Health 
Riyadh 
 
Dr Khaled Abdel Rahman Al Hussein 
Director of Hospitals 
Ministry of Health 
Riyadh 
 
Dr Bandr Ibn Abdel Mohsen Al Qenawi 
General Manager of Medical Affairs 
National Guard Health Affairs 
King Abdel Aziz BioCity 
Riyadh 
 
Dr Ziad Ibn Ahmed Mamish 
Executive Director of 
Preventive Medicine and Infection Control Department 
Riyadh 
 
Dr Abdallah El Shamimri 
Chief of Intensive Care Department 
King Abdel Aziz BioCity 
Riyadh 
 
 
SUDAN 
Dr Malik Abdo Ali Ibrahim 
Director of Hospital Directorate and Quality Directorate 
Federal Ministry of Health 
Khartoum 
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TUNISIA 
Dr Mohamed Salah Ben Ammar 
Chef de Service Réanimation 
Hôpital Mongi Slim, La Marsa 
Tunis 
 
 
UNITED ARAB EMIRATES 
Dr Abdul-Ghaffar Mohammad Abdul-Ghafour 
Assistant Deputy, Curative Medicine Affairs 
Ministry of Health 
Abu Dhabi 
 
Dr Sa’eed Abdullah 
Manager, Developing and Quality 
Department 
Ministry of Health 
Abu Dhabi 
 
Mrs Fatma Al-Refa’eey 
Manager 
Nursing Department 
Ministry of Health 
Abu Dhabi 
 
 
YEMEN 
Dr Abdul-Rahman Kassem 
General Manager 
Community participation 
Ministry of Public Health and Population 
Sana’a 
 
Dr Abdul-Samad Al-Hakeemy 
Coordinator 
Cardiac Resuscitation Project 
Al-Thawra Hospital 
Ministry of Public Health and Population 
Sana’a 
 
Dr Aly Karama Ben-Taleb 
Chairman, General Surgery Sections 
Al-Jomhouria Hospital 
Ministry of Public Health and Population 
Sana’a 
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MEETING SECRETARIAT 

Executive Board of the Health Ministers’ Council for the Cooperation Council 
States 
Dr Tawfik A. M. Khoja, Director-General, Riyadh  
Dr Abdul-Rahman Kamel Al-Hebrawy, Head, Technical Affairs, Riyadh 
 
 
World Alliance for Patient Safety 
Sir Liam Donaldson, Chairman 
(Chief Medical Officer, Department of Health, United Kingdom) 
 
 
World Health Organization 
Dr Hussein A. Gezairy, Regional Director, WHO/EMRO 
Dr Ahmed A. Abdellatif, Coordinator, Health Systems and Regional Adviser, Health 
Care Delivery, WHO/EMRO 
Mrs Pauline Philip, Programme Lead, World Alliance on Patient Safety, WHO/HQ 
Dr Martin Fletcher, Performance Manager, WHO/HQ 
Dr Tej S. Walia, Medical Officer, Regional Adviser, HSY, WHO/SEARO 
Mrs Hanan Hamdy, Administrative Assistant, WHO/EMRO 
Mrs Abla El-Solamy, Secretary, WHO/EMRO 
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Annex 4 

CHECKLISTS AND QUESTIONNAIRES FOR MINISTRIES OF HEALTH 
AND FACILITIES 

A. CHECKLIST FOR MINISTRIES OF HEALTH 

A Programme  

A.1 Concept     1 

A.2 Scope      1 

A.3 Procedures     2 

B Reporting 

B.1 Internal     4 

B.2 External     4 

C Risk Assessment 

C.1 Assessment     4 

D. Statistics 

D.1 National     5 

D.2 International     6 

E Progress 

E.1 Improvements    6 

F Guidelines 

F.1 Implementation    7 

F.2 Update      7 
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Fill in the following questionnaire by clicking once on the grey boxes or areas 
to fill in text or select from a drop down box. Save as a word document (doc) and 
return electronically to Dr Ahmed Abdellatif at latifa@emro.who.int 

 

A Programme 
1. Concept 
1.1 Is there a national programme of patient safety in operation led by or 
involving the Ministry of Health?  

           

1.2 Is it part of an overall quality improvement programme?            

1.3 Is it part of a national accreditation system of health care facilities?            
1.4 Is there a law or directive on patient safety?             
1.4.1 If so please specify      

1.5 Which of the following are considered in the programme? 
infection control 
safe use of medicine  
safe environment of care  
safe clinical practice   
equipment safety 

others (specify) 

 
            
            
            
            
            
            

2. Scope 
2.1 Which of the following areas does the programme cover: 
Medical Non-medical 
Diagnostic 
2.1.1 misdiagnosis by 
physician  
2.1.2 delay in diagnosis  
2.1.3 inaccurate 
diagnostic tests 
2.1.4 errors in 
investigation processes 
 
Clinical management 
2.1.5 wrong treatment 
decision 
2.1.6 surgical 
complications  
2.1.7 blood and body 
fluid safety 
2.1.8 adverse drug 
reaction  
2.1.9 radiation exposure 

 
 
            
 
            
 
            
 
            
 
 
            
 
            
 
            
            
 
            

Environmental  
2.1.18 injuries 
2.1.19 suicide 
2.1.20 restraint and isolation 
2.1.21 aggression 
2.1.22 safe physical 
environment 
2.1.23 nutrition 
2.1.24 unauthorized absence 
2.1.25 fire safety 
 
Administrative 
2.1.26 medical filing system 
2.1.27 appointment system 
2.1.28 communications 
2.1.29 chart completeness  
2.1.30 controlled substance 
audit 
2.1.31 staff 
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2.1.10 nosocomial 
infection 
2.1.11 pharmaco-
vigilance  
2.1.12 unanticipated 
death  
2.1.13 transfusion 
reaction  
2.1.14 medical 
equipment errors 
2.1.15 safe injection 
practice 
2.1.16 anaesthesia 
2.1.17 deaths within 28 
days of discharge 

            
            
 
            
 
            
 
            
            
 
            
            

coverage/management 
2.1.32 patient 
misidentification  

            
            

2.2 At what level of care are there patient safety procedures recommended by 
the Ministry of Health? 

2.2.1 primary health care 
2.2.2 secondary health care  
2.2.3 tertiary health care  
2.2.4 specialized facilities  
2.2.5 nursing home  
2.2.6 pharmacies  
2.2.7 residential care homes  
2.2.8 emergency health care  

2.2.9 others (specify) 

 
            
            
            
            
            
            
            
            

2.3 Are procedures classified in terms of risk? (to clarify)            

2.3.1 If Yes, please describe classification 
      

2.4 Which of the following are considered in the patient safety programme?  
2.4.1 patients   
2.4.2 visitors 
2.4.3 staff  
2.4.4 volunteers 

 
            
            
            
            

2.5 Does the programme of patient safety include: 
2.5.1 a standard adverse event classification system  
2.5.2 a standard incident reporting system 
2.5.3 a standard structure for patient safety plan 

 
            
            
            

2.6 Are these standards in use by users?            

3. Procedures 
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3.1 If yes, is there a standard procedure disseminated by the Ministry of 
Health for adverse events? 

           

3.1.1Does this document include standards for: 
3.1.1.1 immediate staff response 
3.1.1.2 clinical intervention 
3.1.1.3 containment of risk to patient and others  
3.1.1.4 notification of relevant physician  
3.1.1.5 preserving factual information for subsequent investigation 
3.1.1.6 documentation according to hospitals own policies 
3.1.1.7 external reporting system 
3.1.1.8 notification of patient and family if outcome of care different 
from anticipated outcome  

 
            
            
            
            
            
            
            
            

3.1.2 Are the standard procedure documents available in the facility to 
patients and the public? 

           

3.3 Does the Ministry of Health have a patient rights document?            
3.4 Has patient safety been incorporated into patient rights document?            
B Reporting  
1. Internal 
1.1 Does the Ministry of Health have a reporting system? 
 If yes, does the system include:  
1.1.1 confidentiality 
Describe how      
1.1.2 a well-defined legal framework that encourages the reporting process 
Describe how      
1.1.3 the reporting of near misses or ‘incidents prevented from occurring’ 
Describe how      
1.1.4 minimizing of individual blame 
Describe how      

            
 
            
 
            
 
            
 

1.2 Is there a regular report of all activities within the patient safety 
programme including events, outcomes and interventions? 

           

2. External 
2.2 Is there any reporting conducted by an external auditing body?            
C Risk assessment 
1. Assessment 
1.1 Is there an ongoing proactive risk assessment occurring at the Ministry 
of Health level? 

           

1.2 If yes, what are the data sources used: 
1.2.1 near misses 
1.2.2 occupational health and safety record  
1.2.3 new guidelines from international bodies  
1.2.4 new guidelines from professional societies   
1.2.5 manufacturers  
1.2.6 patient complaints 
1.2.7 external auditors 
1.2.8 others (specify) 
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D Statistics 
1. National 
1.1 Do nationwide statistics on the frequency of iatrogenic harm and other types 
of incidents exist?  

           

1.1.1 If yes, are these available to the public?            
1.2 Are statistics on the frequency of iatrogenic harm published for each health 
care facility? 

           

1.2.1 If yes, are these disseminated to accrediting bodies (if exists) of the health 
care facility? 

           

1.3 What is the nationwide occurrence of: 
1.3.1 iatrogenic harm in patients per admission 
1.3.2 non-consequential18 events per number of admissions 

 
            
            

1.3.3 consequential events per number of admissions 
1.3.4 adverse events per number of admissions 
1.3.5 sentinel events per number of admissions 
1.3.6 non-medical incidents per number of admission 
1.3.7 near misses per number of admission 
1.3.8 potentially preventable adverse events per number of admission 

            
            
            
            
            
            

1.4 Has the financial cost of adverse events been calculated nationally?            
1.5 Adverse events account for how much of health expenditure (%)?            
1.6 If available, what is the greatest cause of: 

1.6.1 non-consequential events? 
1.6.2 consequential events? 
1.6.3 adverse events? 
1.6.4 sentinel19 events? 

 
      
      
      
      

1.7 If available, what is single most reoccurring adverse event at the following 
facilities nationwide? 

1.7.1 hospital  
1.7.2 clinic 
1.7.3 mental health 
1.7.4 pharmacy 

 
 
      
      
      
      

                                                 

18 UCLA classification: 

No adverse outcome/or 
potential 

Not consequential Consequential Sentinel 

No medication or 
medical treatment 
required 

Non-disabling 
impairment 
Temporary 

required medication, 
medical treatment, 
laboratory, X-ray, 
surveillance 

Extended stay 
transfer 
permanent 
death  

 

19 A sentinel event is an unexpected occurrence involving death or serious physical—including loss of limb or function—or 
psychological injury, or the risk thereof. "Risk thereof" means that, although no harm occurred this time, any recurrence would carry a 
significant chance of a serious adverse outcome. (JCAHO website) 
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1.7.5 ambulatory care 
1.7.6 others (specify) 

  

1.8 Does statistics of material failure exist?       
2. International 
2.1 Have the national statistics been compared to international figures?            
2.1.1 Were there any particular areas of patient safety where occurrence 
was particularly high? 
Mention areas 

           

F Guidelines 

1. Implementation and updating 
1.1 Are there national guidelines for patient safety?             

1.2 Does the guidelines of the Ministry of Health and/or any other body 
update standards of patient safety?  

            

1.2.1 If Yes, give the date of last revision       
1.3 How many full revisions of standards have been published, if 
applicable? 

      

1.4 What year were current standards approved, if applicable?       
1.5 Are there other organisations involved in activities concerning patient risk? 
      
1.6 What measures have been taken to increase the awareness of patient safety among all health care 
providers? 

      
1.7 What measures have been taken to educate the public on patient safety? 
      
1.8 What procedures are in place to ensure implementation of new guidelines? 
      
1.9 Is the Ministry of Health involved in the organization of training in 
new patient safety procedures? 

            

 

E Progress 
1. Improvements 
1.1 Have statistics been published regularly since the establishment of the 
programme? 

           

1.2 Detail any quantitative improvement in patient safety. 
      
1.3 What actions, if any, are taken against facilities with poor patient safety records? 
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B.  CHECKLIST FOR FACILITIES 

A Programme  

A.1 Concept     1 

A.2 Scope     1 

A.3 Structure     2 

A.4. Procedures    3 

B Reporting 

B.1 Internal     3 

B.2 External     3 

B.3 Sentinel events    4 

C Risk Assessment 

C.1 Assessment    4 

D. Statistics 

D.1 Record     4 

D.2 Analysis     5 

E Progress      6 

F Guidelines     6 
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Fill in the following questionnaire by clicking once on the grey boxes or areas 
to fill in text or select from a drop down box. Save as a word document (doc) and 
return electronically to Dr Ahmed Abdel Latif at alatifa@emro.who.int 

 

A Programme 
1. Concept 
1.1 Is there recognition of the risks to patient safety within the facility?            

1.2 Is there a working definition of patient safety? 
If so, please describe 

           

1.3 Is there a system for collecting and analysing data?            
1.4 Is this part of a continuous process?             
1.5 Is there a programme of patient safety in operation in the facility?             

1.5.1 If yes, is it part of an overall quality improvement programme?            
1.5.2 If yes, is it essential to the facility’s accreditation status, if any?            

1.6 Does the facility have a procedure for patients’ complaints?            
1.7 Which of the following broad areas are considered in the programme? 

infection control 
1.7.1 safe use of medicine  
1.7.2 safe environment of care  
1.7.3 safe clinical practice   
1.7.4 equipment safety 
1.7.5 emergency management 

 
            
            
            
            
            
            

2. Scope 
2.1 Which of the following areas does the programme cover: 
Medical Non-medical 
Diagnostic 
2.1.1 misdiagnosis by 
physician 
2.1.2 delay in diagnosis    
2.1.3 inaccurate 
diagnostic tests 
2.1.4 errors in 
investigation processes     
 
Clinical management 
2.1.5 wrong treatment 
decision  
2.1.6 surgical 
complications  

 
            
            
            
 
            
 
 
            
 
            
            
 
            

Environmental  
2.1.18 injuries 
2.1.19 suicide 
2.1.20 restraint and isolation    
2.1.21 aggression 
2.1.22 safe physical 
environment 
2.1.23 nutrition 
2.1.24 unauthorized absence 
2.1.25 fire safety 
 
Administrative 
2.1.26 medical filing system 
2.1.27 appointment system 
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2.1.7 blood and body 
fluid safety  
2.1.8 adverse drug 
reaction  
2.1.9 radiation exposure 
2.1.10 nosocomial 
infection 
2.1.11 pharmaco-
vigilance- 
2.1.12 unanticipated 
death  
2.1.13 transfusion 
reaction  
2.1.14 medical 
equipment errors 
2.1.15 safe injection 
practice 
2.1.16 anaesthesia 
2.1.17 deaths within 28 
days of discharge 

            
            
 
            
            
 
            
            
 
            
            
            

2.1.28 communications 
2.1.29 chart completeness  
2.1.30 controlled substance 
audit 
2.1.31 staff 
coverage/management 
2.1.32 patient 
misidentification  

            
            
            
 
            
            

2.2 Is the following technology used in the facility? 
2.2.1 computerized physician order entry and decision support  
2.2.2 automated medication dispensing systems 
2.2.3 bar coding technology 

 
           
           
           

2.3 Is there special consideration for immunization procedures? 
Describe 
      

 
           

2.4 Which of the following are considered in the programme: 
2.4.1 patients   
2.4.2 visitors  
2.4.3 staff  
2.4.4 volunteers 

 
           
           
           
           

2.5 Is there a standard adverse event classification system in terms of 
outcome? 
Describe 
      

           

2.6 What is the source of this classification system?            
2.7 Are procedures classified in terms of risk?            

2.7.1 If yes, please describe classification. 
      

2.8 Is there a system for effective data analysis?             
3. Structure 
3.1 Is there an internal body that leads investigations into adverse events? 
Describe tasks 

           

3.2 Which areas of expertise are represented in this body?   



WHO-EM/HCD/053/E 
Page 57 

 

3.2.1 surgical  
3.2.2 pharmacy  
3.2.3 clinical  
3.2.4 environmental health  
3.2.5 nursing  
3.2.6 mental health professionals  
3.2.7 management 
3.2.8 others          

           
           
           
           
           
           
           
           

4. Procedures 
4.1 Is there a standard procedure during adverse events for: 

4.1.1 immediate staff response 
4.1.2 clinical intervention 
4.1.3 containment of risk to patient and others  
4.1.4 notification of physician relevant 
4.1.5 preserving factual information for subsequent investigation 
4.1.6 documentation according to hospitals own policies 
4.1.7 external reporting system 

4.1.8 notification of patient and family if outcome of care different from that 
anticipated outcome 

 
           
           
           
           
           
           
           
           

4.1.1 If yes, are these standards published in the public domain and available 
for patients and visitors? 

           

4.2 Has patient safety been incorporated into patient rights standards, if 
available? 

           

4.3 Does the plan require the approval of a governing body/staff body?            
B Reporting  
1. Internal 
1.1 Is there a clear distinction between the internal and external reporting 
system? 

           

1.2 Which body within the facility oversees the internal reporting process?       

1.3 Do all members of staff undergo training and familiarization with the 
reporting procedures? 

           

1.4 Is there a publication of an annual report to the governing body that 
reports all activities within the patient safety programme including events, 
outcomes and interventions? 

           

1.5 Does the system safeguard all parties’ confidentiality?            

1.6 Does the system minimize individual blame?            

1.7 Are all cases of near misses reported?            
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1.8 Is there a regular report of all activities within the patient safety 
programme including events, outcomes and interventions? 

           

2. External 
2.1 To which body are adverse events reported to externally?       
2.2 Which body within the facility oversees external reporting?       
2.3 Is there any reporting conducted by an external auditing body?            
3. Sentinel events  
3.1 Is each sentinel20 event analysed?            
3.2 Is there a standard procedure to follow, during and after sentinel events?            
3.2.1If yes, does this include: 

3.2.1.1 improvements to reduce risk 
3.2.1.2 monitoring of the effectiveness of improvements 

 
           
           

3.3 Is there a specific body to which the occurrence of sentinel events is 
reported? 

           

3.3.1 If yes, which one?      
D Statistics  

1. Record 
1.1 Do statistics on the frequency of iatrogenic harm and other types of 
incidents exist within the facility? 

           

1.1.1 Are these available to the public?            
1.3 Is there evidence for the occurrence of: 

1.3.1 iatrogenic harm in patients per admission 
1.3.2 non-consequential events per number of admissions 
1.3.3 consequential events per number of admissions 
1.3.4 adverse events per number of admissions 
1.3.5 sentinel events per number of admissions 

 
            
            
            
            
            

1.4 What is the occurrence of non-medical incidents per number of       
                                                 

20 A sentinel event is an unexpected occurrence involving death or serious physical—including loss of limb or 
function—or psychological injury, or the risk thereof. "Risk thereof" means that, although no harm occurred this time, 
any recurrence would carry a significant chance of a serious adverse outcome. (JCAHO website) 

C Risk assessment 
1.1 Is there an ongoing proactive risk assessment within the unit?            
1.2 If yes, which of the following data sources are considered: 

1.2.1 near misses 
1.2.2 occupational health and safety record  
1.2.3 new guidelines from international bodies  
1.2.4 from professional societies   
1.2.5 from manufacturers  
1.2.6 from external auditors 
1.2.7 patient complaints 
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admissions? 
1.5 What is the occurrence of near misses per number of admissions?            
1.6 What is the occurrence of potentially preventable adverse events per 
number of admissions? 

           

1.7 Has the financial cost of adverse events been calculated for the facility?            
1.7.1 If yes, adverse events account for how much of health expenditure 
(%)? 

1.7.1.1 additional hospital treatment  
1.7.1.2 actual cost of legal proceedings 

      
      
      

1.8 What is the greatest cause of: 
1.8.1 non-consequential21 events? 
1.8.2 consequential events? 
1.8.3 adverse events? 
1.8.4 sentinel22 events? 

 
      
      
      
      

1.9 What is single most reoccurring adverse event in the facility?                  
1.10 What is ratio of material failure i.e. equipment failure (compared to 
system failure) in %? 

      

2. Analysis 
2.1 Have the statistics been compared to national figures?            

2.1.1 Were there any particular areas of patient safety where 
occurrence was high? 

Describe       

           

F Guidelines 

                                                 

21 UCLA classification: 

No adverse outcome/or 
potential 

Not consequential Consequential Sentinel 

No medication or 
medical treatment 
required 

Non-disabling 
impairment 
Temporary 

required medication, 
medical treatment, 
laboratory, X-ray, 
surveillance 

Extended stay 
transfer 
permanent 
death  

 
22 A sentinel event is an unexpected occurrence involving death or serious physical—including loss of limb or function—or 
psychological injury, or the risk thereof. "Risk thereof" means that, although no harm occurred this time, any recurrence would carry a 
significant chance of a serious adverse outcome. (JCAHO website) 

E Progress 
1.1 Have statistics been published regularly since the establishment of the 
programme in the facility? 

           

1.2 Has there been a quantitative decline in the frequency of iatrogenic 
harm and measurable improvement in patient safety within the facility? 
Describe       

           

1.3 Does the facility act accordingly in response to published statistics of 
iatrogenic harm? 
Describe       
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1.1 What measures have been taken to increase the awareness and importance of patient safety 
guidelines among the staff?        
1.2 Are training schedules conducted in response to the publication of new 
guidelines on patient safety?  

            

1.3 What other ongoing organizational learning is conducted on patient 
safety? 

            

1.4 What measures are in place to ensure the implementation of new guidelines within the 
facility? 
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Annex 5 

KUWAIT DECLARATION ON PATIENT SAFETY 

 بسم اهللا الرحمن الرحيم

In the Name of Allah, the Compassionate, the Merciful 

.32سورة المائدة آية " ومن أحياها فكأنما أحيا الناس جميعا: "قال تعالى  

من تطبب و لم ( و قال عليه الصالة و السالم ) إن اهللا يحب إذا عمل أحدآم عمال أن يتقنه(قال صلى اهللا عليه و سلم 
).يعلم عن طب فهو ضامن  

Kuwait Declaration on Patient Safety 

Intercountry Consultation on Patient Safety, Kuwait, 27–30 November 2004 

The WHO Regional Office for the Eastern Mediterranean, in collaboration with 
the Executive Board of the Health Ministers’ Council for the Gulf Cooperation 
Council States-Riyadh and the Ministry of Public Health of Kuwait, held a 4-day 
intercountry meeting on patient safety in Kuwait City. Experts from within the field of 
patient safety and quality assurance of health care came together to review current 
activities on patient safety in the Region, develop a broad regional strategy for patient 
safety and establish a platform for action on improving patient safety recognizing the 
framework of the WHO/World Alliance for Patient Safety. 

Participants in the consultation included experts and health professionals from 
Bahrain, Egypt, Islamic Republic of Iran, Iraq, Jordan, Kuwait, Lebanon, Morocco, 
Oman, Qatar, Pakistan, Saudi Arabia, Sudan, Tunisia, United Arab Emirates and 
Yemen. Keynote speakers included His Excellency Dr Mohammed Ahmed Al-
Jarallah, Minister of Public Health of Kuwait, Dr Hussein A. Gezairy, WHO Regional 
Director for the Eastern Mediterranean, Dr Tawfik Khoja, Director-General of the 
Executive Board of the Health Ministers’ Council for the Cooperation Council States 
and Sir Liam Donaldson, Chief Medical Officer of the Department of Health, United 
Kingdom and Chairman of the World Alliance for Patient Safety.  

The conference drew attention to the fact that health care today is highly 
complex. Every point in the process of caring for patients, be it relating to practices, 
medical products, procedures or systems, contains an inherent lack of safety. Patient 
safety is a priority in all health systems and health professionals must endeavour to 
assure and improve the quality and comprehensiveness of patient care. 

In addition to the human costs through unnecessary suffering, disability and loss 
to patients and their families, the financial cost of adverse events, in terms of 
additional treatment and extra days in hospital, is huge. In less developed health care 
systems it may be greater still particularly when the benefits derived from the system 
are taken into consideration.   
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The situation in developing countries and countries in economic transition such 
as in many in the Eastern Mediterranean Region merits particular attention. The poor 
state of infrastructure and equipment, unreliable supply and quality of drugs, lack of 
or poor pre-qualification of medical supply factories, inadequate application of Good 
Manufacturing Practice, shortcomings in waste management and infection control, 
weak performance of personnel due to low motivation, insufficient remuneration or 
lack of technical skills, and under financing of essential operating costs of health 
services make the probability of adverse events occurring much higher than in 
industrialized nations.  

Current conceptual thinking on the safety of patients places the prime 
responsibility for adverse events on deficiencies in system design, organization and 
operations rather than on individual providers or products. Similarly, most adverse 
events are not the result of negligence or lack of competence, but rather occur because 
of latent causes within systems. Accountability of individuals is important, but there is 
a need to move away from unfairly blaming individual health care professionals to 
understanding and learning from the root causes of errors and incidents. All blame 
will do is drive problems underground. 

The most important consideration in improving patient safety is how best to 
prevent harm occurring to patients through learning from errors and incidents, and 
advocating the culture of learning from mistakes. Developing this environment 
requires better procedural guidelines, reporting systems, skilful investigation and 
responsible sharing of data and information. Our vision is that one day it may be 
possible that the unwanted outcome of one patient in one place becomes the source of 
learning that benefits future patients in other countries. In this respect, health services 
need to move increasingly toward learning and taking the necessary actions.  

Patients and their families are at the centre of our quest to improve patient 
safety. When things go wrong, it is the patients that are affected by the harm that 
results. Greater openness with patients and their families and the strengthening of 
“risk understanding” among the general public, politicians and public health 
practitioners is important. The most important and long lasting effect of our efforts 
will be to empower people to take the responsibility for their health into their own 
hands.  

It is worth noting that systems design and or redesign to minimize major 
external risks to health. These include unscientific pathways of care, procedures, 
processes and tools, unsafe environments, lack of communication and training, weak 
information systems and ineffective educational techniques. Greater attention on these 
areas also will bring about large health benefits: they should be addressed both on 
their own merits, and in efforts that are parallel with patient safety. 

This declaration is a call upon the regional scientific community and civil 
society to join the efforts of WHO and ministries of health to attain the better care that 
all are striving to achieve.  
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The Declaration also calls for a shared responsibility for patient between 
individuals, communities, health professionals in both public and private sector health 
services and in governments. Improving patient safety is everyone’s responsibility and 
no single player can address the full range of patient safety issues on their own. The 
aim is to ensure that our health care system takes major strides and is able to respond 
at all times to the changing needs of both the community and the individual. In this 
regard, it must anticipate safety needs within health care, taking a proactive stance 
rather than simply reacting to events. This will be achieved by ensuring that: 

• The users of health services, including patients, are involved and are the source 
of control; 

• Patients receive the best evidence-based care available;  

• Quality and safety are built in to health care as system properties; 

• We learn from experience to make health care safer; 

• The system makes information available to patients and their families that 
enables them to make informed decisions when selecting health care, hospital or 
clinical practice, or when choosing among alternative treatments.  

Goals of the Declaration 

• To develop integrated national patient safety programmes with clear targets in 
all countries of the Region to ensure the safety of patient care at all levels and to 
expand successful safety strategies and activities to all health care services; 

• To facilitate a culture of safety through better reporting and information systems 
which assists the systematic monitoring, analysis and improvement of patient 
outcomes; 

• To build awareness and understanding of health care safety and improved early 
identification and management of risks in patient care; 

• To involve consumers in improving health care safety and improve 
communication between patients and physicians; 

• To support and professionally develop those who work in the health systems to 
deliver safe patient care; 

• To enhance and support the research activities for patient safety and develop 
centres of excellence at national levels;  
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• To facilitate coordination of national efforts to improve patient safety through 
effective networking and collaboration with regional and international centres 
involved in patient safety. 

In order to achieve the above-mentioned goals, a preliminary activity will be 
to establish linkages and collaboration between national, regional and international 
groups involved in promoting patient safety, thus creating a wide network and 
critical mass of people and organizations that are engaged in promotion of, and 
taking actions for, patient safety in the Eastern Mediterranean Region. This network 
can start by sharing existing guidelines, tools, protocols, data profiles and 
information on best practices in promotive, preventive and curative health care. 

Strategies for patient safety 

• Establishing continuous training programmes on patient safety for different 
categories of health care providers; 

• Developing, updating and disseminating universal protocols and guidelines on 
evidence-based practices to health care team providers for different aspects of 
patient safety; 

• Undertaking capacity building activities in and increasing resources allocated to 
patient safety programmes; 

• Ensuring high level commitment for patient safety and patients rights through 
enactment of legislation, development and enforcement of regulations and 
allocation of financial and human resources;  

• Implementing an effective reporting and learning system for adverse events; 

• Adopting WHO/World Alliance for Patient Safety (WAPS) taxonomy for patient 
safety and communicating it throughout countries of the Eastern Mediterranean 
Region; 

• Developing standards and indicators for patient safety; 

• Developing a system to minimize medication errors; 

• Developing effective infection control programmes; 

• Establishing procedures for patient complaints; 

• Enacting legislation to protect health care providers with respect to 
confidentiality in reporting.  
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Mechanisms for collaboration: the Regional Patient Safety Centre 

One mechanism for collaboration is the proposed establishment of a Regional 
Patient Safety Centre under the auspices of the Ministry of Public Health, Kuwait and 
with technical support of WHO/EMRO and WAPS. From 2005, it will function as a 
specialized centre for patient safety within the World Alliance for Patient Safety and 
will have the following terms of reference: 

1. Act as an observatory for patient safety in the Region; providing data, 
information, technical material to regional member states and promoting 
collaboration according to an annual plan of action developed jointly with 
WHO/EMRO, World Alliance for Patient Safety and the Executive Board of the 
Health Ministers’ Council for the Cooperation Council States. 

2. Act as a link between WHO/EMRO, WAPS and institutions and experts. 
3. Act as a repository for curricula vitae, databases and the latest information 

relating to patient safety activities. 
4. Support the development through training and capacity building of a critical 

mass in the Eastern Mediterranean Region. 
5. Support patient safety research initiatives in the Region, and act as a centre of 

excellence on patient safety research and practices.  
6. Provide training courses in patient safety for target countries.  
7. Develop evidence-based guidelines, protocols, manuals and publications on 

priority areas within patient safety. 
8. Support annual thematic conferences/consultations/seminars on patient safety. 
9. Form a steering committee consisting of representatives from ministries of 

Health, EB/GCC, WHO and World Alliance for Patient Safety. 
10. Act as focal point to coordinate efforts to deliver agreed upon priorities of the 

World Alliance for Patient Safety within the Region. 
11. Promote collaboration and shared learning in the Region and internationally 

within the field of patient safety. 

In sum, the achievement of safe health care has considerable potential in 
bringing wide-ranging health benefits to patients, families and all those involved in 
the delivery of care. Indeed in the long term, efforts to make health care safer may 
confer the greatest health gains than almost any other public health programme 
undertaken to date. WHO/EMRO’s work on patient safety will therefore aim to bring 
the benefits of patient safety initiatives to all Member States. 
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Annex 6 

THE PATIENT SAFETY INITIATIVE 

Definition 

Patient safety is a system property which requires coordinated efforts by the 
authorities in a health care organization and society to: 

• Prevent and reduce the occurrence of unintentional and unexpected adverse 
events in the process of delivering care by members of the health care team; 

• Reduce the harm and minimize the impact of adverse events if and when they 
occur; 

• Take measures and implement policies to promote the safety of users in health 
facilities; 

• Create an environment that is non threatening to the promotion of patient safety 
• Encourage the reporting of unintended reactions or events in order to take the 

appropriate non-punitive, remedial actions. 

Vision 

To provide a safe health care environment to all patients, of all ages health 
facilities based on evidence, research and effective interventions. 

Slogan 

“Together for a safer health care environment” 

Aim 

A patient safety initiative aims to undertake an integrated, organized, systematic 
effort expanded by authorities and policy makers to provide as safe a medical 
environment as possible to patients and to take continuing measures to report, analyse 
and disseminate information to prevent the repetition of adverse effects.  

Basic principles 

• Patient partnership environment 
• Patient safety is an integrated comprehensive systematic process 
• Dissemination of information relating to patient safety is essential for all and at 

all levels 
• Promoting an environment conducive to the non-punitive reporting of adverse 

events and of non-blaming organizational culture 
• Assurance of confidentiality of reporting 
• Acknowledgement of health care errors as an inevitability within medical care 
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• Patient safety is non discriminatory and relevant to all social groups and levels 
of health system development, irrespective of how advanced and well or poorly 
health services are. 

• Patient safety covers all aspects, actions and interventions of health care  

Main aspects of patient safety 

1) Administrative 

Communications 
Patient identification 

 Risk management 
 Complete medical records and information 
 Optimal staffing ratios 
 Training in patient and hospital safety 
 Provider safety through training 

2) Environmental/physical 

 Use of physical restraints 
 Medical waste management 
 Protection against falls and self harm 
 Fire, electricity and ventilation safety 
 Technology hazards (radiation and nuclear medicine 
 Food safety 

3) Medical 

Infection control 
 Medication errors 
 Mislabelling of medicines 
 Misreporting of laboratory results 
 Blood safety and transfusion check 
 Injection practices 

4) Equipment  

 Preventive equipment maintenance programmes 
Checking equipment before usage 

 Seek information prior to equipment purchasing 
 Reporting equipment failures 
 Proper and timely calibration 
 Checking anaesthesia and recovery equipment 



WHO-EM/HCD/053/E 
Page 68 

 

5) Clinical procedures 

Mortality review 
 Review of surgical complications 
 Anaesthesia adverse events 
 Antibiotic usage 
 Joint staff review of complications 
 Near misses 

Enabling measures (facilitating factors) 

• Policies and procedures 
• Clinical protocols 
• Information system (including reporting and feedback) 
• Use of technology such as bar coding 
• Continuous training on patient safety through capacity building 
• Regulations 
• Awareness 
• Non-punitive and learning environment 
• Involving public and private partnership 
• Partnership with civic organization media 
• Critical mass and “champions” of patient safety 
• Research 
• Accreditation, and licensing and re-licensing of facilities and health care 

professional
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Annex 7 

REGIONAL TASK FORCE FOR FORMULATION OF A GLOSSARY FOR 
THE PATIENT SAFETY INITIATIVE 

The consultation agreed that in order to have a regional glossary of the patient 
safety initiative, a task group should be established to work on its compilation and 
formulation. The task group is formed of:  

Dr Tawfik Khoja, Saudi Arabia 
Dr Ahmed Abdellatif, WHO/EMRO 
Dr Buthaina Al Mudaf, Kuwait 
Dr Sa’eed Abdullah Ibn Ishaq, United Arab Emirates 
Dr Fawzi Abdullah Amin, Bahrain 
Dr Malik Abdo Ali, Sudan 
Dr Ali Abdel Reda Ali, Iraq 
Dr Martin Fletcher, WHO/HQ 

The task group will submit the completed glossary to the Regional Office and 
the Executive Board of the Health Ministers’ Council for the Cooperation Council 
States, and report back through the coordinator, Dr Tawfik Khoja. 


