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NOTE 

 

The views expressed in this report are those of the participants of the 4th Consultation on the Health 

Care Quality Improvement Network in the Asia-Pacific Region and do not necessarily reflect the 

policies of the conveners. 
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SUMMARY 

The World Health Organization (WHO) Regional Office for the Western Pacific, the WHO Regional 

Office for South-East Asia, the Organisation for Economic Co-operation and Development (OECD) 

and the OECD Korea Policy Centre have previously jointly convened three network meetings on 

health-care quality improvement in the Asia-Pacific region since 2012. This Fourth Consultation on 

the Health Care Quality Improvement Network was held from 15 to 17 December 2015 in Kuala 

Lumpur, Malaysia. 

The meeting objectives were: 

 to inform the quality of care initiatives for the Health at a glance: Asia/Pacific 2016 

publication by providing updates on how countries are addressing quality and patient-safety 

challenges in health; 

 to agree on data collection tools for quality in hospital services and to survey patient 

experiences; and 

 to learn from and promote the Patients for Patient Safety (PFPS) approach, focusing on the 

sharing of patient experiences and programmes for family and community engagement in 

the region. 

The meeting was attended by representatives from 21 countries from the Asia-Pacific region, and 

experts from WHO and OECD. Country representatives shared information on the importance of 

quality and patient safety in their health systems, provided updates on how these issues are being 

addressed, highlighting key national developments in this area and the challenges faced in their 

improvement. 

The use of data for measuring and monitoring quality and patient safety is important for tracking 

progress towards universal health coverage (UHC), but is challenging in settings where health 

services are very basic. Countries whose data collection systems and understanding of the use of 

quality indicators are still at the developmental stage can use OECD’s indicator list and customize it 

to their needs. The reference list of hospital performance indicators used by several OECD countries 

provides a useful guide for hospitals to collect information to monitor their performance and compare 

it with other hospitals. 

There is a shift towards a better understanding of patient experiences and stronger engagement with 

patients, families and communities. The use of patient reported experience measures (PREMs) and 

patient reported outcome measures (PROMs) are being developed and implemented in several OECD 

countries. By applying this concept, health-care providers and patients can collaborate as partners and 

allies. Engaged and empowered individuals and communities can share experiences and contribute to 

improved patient-safety standards, higher health-care quality, help further develop people-centred 

health services and make strong progress towards UHC. 

1. INTRODUCTION 

1.1 Background 

The WHO Regional Office for the Western Pacific, the WHO Regional Office for South-East Asia, 

the Organisation for Economic Co-operation and Development (OECD) and the OECD Korea Policy 

Centre have previously jointly convened three network meetings on health-care quality improvement 

in the Asia-Pacific region since 2012. 

This collaboration has resulted in a chapter on quality being included in the Health at a glance: 

Asia/Pacific reports in 2012 and 2014.This publication presents key indicators on health status, 

determinants of health, health-care resources and utilization, health expenditure and financing, and 

quality of care for 27 Asia-Pacific countries. 
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1.2 Meeting organization 

The Fourth Consultation on Health Care Quality Improvement Network was held from 15 to 17 

December 2015 in Kuala Lumpur, Malaysia. The meeting was attended by representatives from 21 

countries and from WHO and OECD (Annex 1). Country representatives shared information on the 

importance of quality and patient safety in their health systems and provided updates on how these 

issues are addressed, highlighting key national developments and the challenges faced in their 

improvement. A detailed agenda is given in Annex 2. 

1.3 Meeting objectives 

The meeting had the following objectives: 

 to inform the quality survey for Health at a glance Asia/Pacific 2016 by providing updates 

on how countries in the Asia-Pacific region are addressing quality and patient-safety 

challenges in health; 

 to agree on data collection tools for quality in hospital services and patient-experience 

surveys, with reference to established OECD Health Care Quality Indicators (HCQI); and 

 to learn from and promote the Patients for Patient Safety (PFPS) approach, focusing on the 

sharing of patient experiences and programmes for family and community engagement in 

the region, for possible inclusion in the Health at a glance: Asia/Pacific 2016 report. 

2. PROCEEDINGS 

2.1 Welcome and opening remarks 

The meeting began with welcome addresses by Datuk Dr Jeyaindran Tan Sri Sinnadurai, Deputy 

Director General of Health, Malaysia, Mr Suk Kyu Lee, Director General of the Health and Social 

Policy Programme, OECD Korea Policy Centre and Dr Graham Harrison, WHO Representative to 

Malaysia, Brunei Darussalam and Singapore. 

Datuk Dr Jeyaindran welcomed the delegates to Malaysia. He emphasized the importance of quality 

and patient safety in health and the need to learn from one another. 

Mr. Suk Kyu Lee stressed the close collaboration between the meeting conveners and the Ministry of 

Health Malaysia in organizing this event and emphasized the important role WHO/OECD 

collaboration has played in health and social policy over the past ten years. 

Dr Graham Harrison explained that WHO has identified quality as a key attribute that health systems 

need to achieve UHC and thanked delegates for their continued commitment to advancing quality 

improvement and patient safety. 

2.2 Session 1: International and Regional updates on quality 

2.2.1 International trends and updates 

Dr Niek Klazinga (OECD) presented information on a range of diseases and their assessment 

indicators. He then highlighted several trends that OECD has noted: 

 health systems are seeing a shift from cost control to improving health system outcomes at 

the collective (population health) and individual level; 

 health systems are moving away from traditional, central planning to become more adaptive; 

countries are strengthening their information infrastructure to better assess performance; and 

 system incentives are being realigned to strengthen primary care and care integration, to 

promote preventive services, and stimulate innovation and improvement. 

These trends are reflected in the changing data indicators; a shift from deaths (mortality and life 

expectancy) to diseases (prevalence and incidence, reduction in morbidity) and linking these data to 

costs and value. There has also been a shift towards measuring patient experience, in the form of 

patient reported outcome measures (PROMs) and patient reported experiences measures (PREMs), 
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and several health systems are trying to embed these PROMs and PREMs into their routine data 

surveillance programme. 

2.2.2 Global update on quality in the context of universal health coverage (UHC) 

Dr Shams Syed (WHO headquarters) provided a brief history of developments in quality and patient 

safety from the WHO perspective. In 2002, World Health Assembly resolution A55/13 on the quality 

of care and patient safety established the need to promote patient safety as the cornerstone of all 

health systems. In 2004, the establishment of the World Alliance for Patient Safety helped put patient 

safety on the world agenda. Subsequently, there was a shift from global to regional emphasis. 

The introduction of the ‘UHC cube’ in the 2010 World Health Report showed the three dimensions to 

consider when moving towards universal coverage: population coverage, services coverage and 

financial coverage. Dr Syed emphasized that it is not beneficial to offer free care, if the quality of care 

is substandard, or even dangerous. He stressed the importance of integrated and people-centred health 

services in UHC, citing the example of how good integration between primary care and hospital care 

providers improves the quality of care received and results in better patient safety. 

He concluded that transformative change needs to be built on key concepts such as UHC, people-

centred care, stronger monitoring and quality improvement, and a focus on country-level quality 

policies and strategies that develop quality UHC. 

2.2.3 Updates on Regional trends in the Western Pacific Region 

Dr Clive Tan (WHO Regional Office for the Western Pacific) reminded the meeting that the 

resolution on UHC was passed in 2015 at the 66th session of the WHO Regional Committee for the 

Western Pacific, reiterating that quality is the first of the five key attributes that health systems must 

possess in their progress towards UHC – the other four are efficiency, equity, accountability and good 

governance, and sustainability and resilience. 

During 2015, the WHO Regional Office for the Western Pacific also held a series of high-level policy 

engagements with China and Viet Nam on hospital issues, and a policy roundtable on quality in health 

services was organized in Hong Kong (China). Four key policy instruments identified for improving 

quality and patient safety were: 

 national-level adverse event reporting and monitoring; 

 the utility of clinical guidelines, professional standards and quality committees; 

 governmental and nongovernmental regulation of quality in health services; and 

 the use of financial incentives to improve quality. 

The Regional Office also promoted the incorporation of quality and patient-safety education into early 

professional education, using WHO’s Patient safety curriculum guide, which has been translated into 

several languages of the region. Capacity-building for countries is an important focus, and the 

Regional Office has conducted courses on quality and patient safety and hospital management, in 

collaboration with Japan’s National Institute of Public Health. 

Dr Tan concluded by emphasizing the need for a systems approach to quality and patient safety. This 

includes redesigning service delivery models, implementing UHC country roadmaps, building a 

capable workforce, strengthening hospital management practices, improving health literacy and 

patient engagement, and collaborating with other related sectors, such as water and sanitation. 

2.2.4 Updates on Regional trends in the South-East Asia Region 

Dr Sunil Senanayake (WHO Regional Office for South-East Asia) reported that over recent years, the 

Regional Office has been active in the area of quality and patient safety. Regional resolutions have 

been passed on: promoting safety in health care in 2006, enforcing measures to ensure access to safe, 

efficacious and affordable medicinal products in 2009, adopting a Regional strategy on UHC in 2010, 

and technology assessment in support of sustainable UHC and patient safety in 2015. 

Meetings and workshops have been held to advance care quality and a Regional strategy for patient 

safety in the WHO South-Asia Region was developed and adopted in 2015. To further promote patient 

safety, a monitoring tool to assess the current situation at the national level was pilot tested in Sri 
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Lanka in November 2015. Useful tools are also being developed to assess hospital compliance to the 

Regional strategy at all levels of care. 

Fostering a culture of patient safety is a continuous process and there are more plans in the pipeline 

for future activities. A Regional plan for 2016 to 2020 is being developed in line with the move 

towards UHC. This includes establishing 

 basic and essential surgical and anaesthetic services; 

 prevention of antimicrobial resistance; and 

 instituting community-based care, inpatient and ambulatory care, rehabilitative and 

palliative care and preventive care. 

2.2.5 Discussion 

Key discussion points included: 

 While developing countries acknowledge that quality and patient-safety issues are important 

for health systems, they face challenges in strategic planning, prioritization and resource 

allocation. 

 Using data for measuring and monitoring quality and patient safety is challenging in settings 

where health services are very basic; it becomes difficult to select indicators that are 

appropriate and practical to collect and analyse in the local setting. 

 Health systems should take a pragmatic approach to collecting and analysing data, starting 

with basic and available data (e.g. infectious disease incidence rate, vaccination rates) then 

move on to more advanced morbidity data (e.g. 30-day disease-specific mortality rate). This 

enables gradual build-up of system capacity. 

 Performance indicators from OECD and developed countries can be useful models for 

countries developing their own information systems. Another option is to start with data on 

adverse events, such as unsafe medication or wrong-site surgery, building the monitoring 

system locally then subsequently collating data at the national level. This forms a bottom-up 

learning process for the system. 

2.3 Session 2A: Country sharing of quality challenges and recent developments – WHO 

Regional Office for the Western Pacific 

2.3.1 Cambodia 

Dr Sok Po reported on Cambodia’s progress in patient safety – for example, the maternal mortality 

rate was reduced from 472 per 100,000 in 2005 to 170 per 100,000 in 2014. The National Quality 

Policy was launched in 2005 with six core strategies to improve health service: 

 institutionalization of quality by instituting the Complementary Package of Activities and 

Minimum Package of Activities guidelines; 

 improving management standards; 

 developing clinical guidelines; 

 raising professional standards by having a national exit examination; 

 management development by regulating health practitioners; and 

 empowering customers by accepting the patient charter and conducting client satisfaction 

surveys. 

Health facilities also undergo regular assessments, with a strong focus on service processes. National 

standards are referenced to clinical practice guidelines set by a national panel of experts. 

Challenges include a poorly regulated private sector, lack of quality improvement efforts, resource 

demands, sustainability of programmes, lack of incentives to change the behaviour of health workers 

and inadequate health literacy in patients and communities. 

To address these challenges Cambodia plans to: 

 advocate for more resources for quality improvement work; 

 strengthen and enforce the regulatory and legislative framework; 
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 institutionalize quality improvement requirements in the public sector; 

 provide incentives for quality improvement; 

 identify core sets of quality measures to standardize reporting by all sectors in health care; 

 establish an agenda for research development in quality measurements; 

 ensure proper dissemination of information; and 

 raise community awareness and demand for quality services. 

2.3.2 China 

Ms Shu Ting reported an increase in China’s health budget over the years. In 1985, 3.09% of gross 

domestic product was allocated to health development, while in 2014 it made up 5.56 % of gross 

domestic product. Average expenditure on health was 26.4 billion yuan in 1985, while in 2014 it was 

2586.5 billion yuan. The number of health institutions has also increased; from 200 866 in 1985 to 

981 432 in 2014. The number of health practitioners has increased from 3.4 million in 1985 to 102.3 

million in 2014. 

Despite these advances, challenges in quality and safety remain. The budget allocation for quality 

improvement programmes remains low. The level of development within the country is unequal. The 

urban-rural gap is pronounced. Hospital standards, range of services and level of staffing is not 

uniform across the country. China plans to address these issues by: 

 developing a health-care quality system through the creation of Clinical Specialty Quality 

Control Centres; 

 creating specialty quality indicators for the various clinical disciplines; 

 developing a good health IT system and electronic medical records system; 

 strengthening professional training in health-care quality and clinical pathways; and 

 improving adverse event reporting through the National Healthcare Quality and Safety 

Report. 

In 2015 patient-safety goals for the country were proposed, including improving patient identification 

systems, ensuring right-site surgery, reducing hospital acquired infection, enhancing rational drug use, 

preventing unintentional injuries, and improving adverse event reporting. Advances are also being 

made in the development of quality IT services for health (e.g. quality evaluations, an advanced and 

integrated electronic medical records system and use of big data and cloud computing). WHO’s 

assistance in certain areas is still needed, such as building capacity in hospital management, technical 

support for strengthening health IT systems, and its use in the monitoring and evaluation of patient 

safety and quality in health services. 

2.3.3 Fiji 

Ms Margaret Leong presented the report from Fiji, an island state divided into four administrative 

regions. It has a population of 900,000 with three major referral hospitals, 16 sub-divisional hospitals, 

77 health centres, 101 nursing stations and two specialist hospitals for tuberculosis and psychiatry. 

National programmes have been set up to promote patient safety, including monitoring of adverse 

events, patient identification, customer or patient feedback, clinical audits, nosocomial infections and 

clinical handover. Clinical risk managers form part of the workforce. 

A number of initiatives have been launched to enhance patient safety. The first is the Unusual 

Occurrence Reporting System, a paper-based, voluntary system. It is a form of audit and there have 

been some successes e.g. reduction in maternal mortality and perinatal mortality. It also serves as a 

mechanism for tracking sentinel events. Another is the ID band initiative to deal with the problem of 

patient identification; standard operating procedures have been drawn up and closely audited. The 

next initiative was the development of clinical service networks that develop guidelines and protocols 

for 13 clinical specialties. Customer service feedback was created as a national policy to improve 

patient satisfaction. The Safe Motherhood programme aims to improve maternal health and related 

areas e.g. abortions. 

To assess progress, some national indicators have been developed, e.g. incidence of in-hospital deaths 

from acute myocardial infarction. As a result, management changes have been made following an 

audit, e.g. more timely and appropriate use of troponin. Indicators for maternal, infant, child and 
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adolescent health, health-care workforce, policy and planning, medicinal products and sustainable 

financing are also in place. 

2.3.4 Australia 

Ms Catherine Katz outlined the issues for Australia – tracking and monitoring patient-care variation, 

safety and quality and monitoring and feedback of safety and quality information to achieve 

improvements. 

Examples of the work being done are: 

 Standards and accreditation. Every third year, hospitals undergo a mandatory accreditation 

process. Work is being done to include other facilities and providers, i.e. dentists, aged 

careers and GPs. 

 Tracking health-care variation. An Atlas of Health Care Variation was launched in 

November 2015. It tracks variation in the delivery of selected areas using national 

administrative data. An interactive atlas will be available in early 2016. It reports on 

unwarranted antibiotic prescribing, unwarranted surgical and medical care and diagnostic 

service. 

 AURA (Antimicrobial utilization and resistance in Australia). A national framework to 

collect and monitor data on antibiotic use is soon to be implemented. 

 Medical complications in hospitals. Data on medical complications in hospitals are being 

fed back to clinicians for improvement. For the first time there has been a consistent list of 

safety elements that can be collected nationally. 

 Clinical quality registries. A national framework for clinical quality registries has been 

developed and there is work on the value of investment. 

2.3.5 Japan 

Dr Kenichiro Taneda reported that over the past seven to ten years, Japanese Healthcare Services have 

been engaging with other associations and NGOs. Their membership now includes other professions 

e.g. aviation industry with the aim of learning from them. In 2015 it became compulsory for all 

hospitals to report all deaths, and where possible, determine their causes. 

There is now a no-fault compensation system in place, especially in obstetrics where it is very 

difficult sometimes to find the cause of the adverse event. The aim is to prevent such occurrences in 

the future. Recently, an accreditation system for hospitals has been put in place and Japan is trying to 

achieve international standards by benchmarking them. Dr Taneda concluded by stating that Japan’s 

health-care system still has many challenges to overcome, such as improving primary care and long-

term nursing care of a growing elderly population. 

2.3.6 Republic of Korea 

Dr Sang Il Lee noted that the outbreak of Middle East respiratory syndrome in 2015 had made the 

Korean public very aware of patient-safety issues and had prompted pressure to raise standards. There 

is now a system in place for hospital accreditation and performance; the electronic medical records of 

all hospitals are linked to a national database. In 2015, the Korean National Standards Board passed a 

law making the reporting of adverse events compulsory. 

2.3.7 Solomon Islands 

Dr Kaeni Agiomea described how the Solomon Islands has attempted to put in place some quality and 

safety measures in its health systems albeit on an ad hoc basis. Examples include the development of 

standard treatment guidelines, the introduction of hand hygiene and the creation of a National Cancer 

Registry. The country has a five-tier health system providing primary, secondary and limited tertiary 

care. Primary care consists of nurse-aid posts, rural health clinics and area health centres. Nurse-aid 

posts are being phased out and being upgraded to rural health clinics. The area health centres admit 

patients who cannot be treated at outpatients. Only the provincial hospitals provide secondary care 

and the national referral hospital is the only hospital that provides tertiary care. 

Although there are no national policies on patient safety, the National health strategic plan (2016–

2020) has quality health as one of its main objectives. Work is currently under way on the role 

delineation policy guiding the functioning of the different levels of health facilities and in particular, 
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the manpower and skills required. It also has guidelines on the type of medicines prescribed and the 

equipment and consumables that should be made available at each level of service. The challenges are 

many but the main issue is the lack of clear guidelines on quality and safety and the minimum 

standards required. Judging from the number of complaints and unfavourable reports in the media, 

there is little satisfaction in the health services and there is much to learn from other countries. The 

aim in the future is to make health services more patient centred. 

2.3.8 Singapore 

Dr Lim Eng Kok reported that in common with many countries, Singapore faces the challenge of an 

ageing population reinforcing the need for health care to be more integrated at the individual patient 

level, i.e. from health promotion and illness prevention, to primary care, hospital care and also to the 

step-down (i.e. community hospital and nursing home/home health) care. While health-care standards, 

indicators and related standards for data collection (e.g. coding of diagnoses and procedures in 

accordance with the International classification of diseases) are well-established in the hospital 

setting, they are less so outside of hospitals. This, allied with the lower levels of resourcing outside 

hospital, means that indicator data collection in the ‘out-of-hospital’-setting needs to be approached in 

a calibrated manner. Hence, the aim is to start simply with the key evidence-based recommended care 

elements such as regular glycated haemoglobin measurement and control for patients with diabetes 

and regular blood pressure measurement and control for patients with hypertension. This will help 

ensure patients receive evidence-based recommended care. 

Over the last year, there has been increasing emphasis on ensuring the delivery of ‘value-conscious’ 

health care, i.e. focused on appropriate use of health-care technology based on evidence of clinical- 

and cost–effectiveness. This is reflected in the indicators introduced into the Acute Hospital Scorecard 

around utilization of ‘standard’ (i.e. defined as the most clinically- and cost-effective versions) 

surgical implants, as well as generic drugs. 

2.3.9 Papua New Guinea 

Dr Goa Tau reported that the Papua New Guinea (PNG) National Health Service Standards Act 

covers service delivery and referrals, including a clinical toolkit which has indicators for the specialty 

and sub-specialty areas. It also sets out a referral system for patients from level 1 aid posts to level 7 

which is the national referral centre. PNG has a limited workforce of 0.6 per 1000 population. The 

Act covers training, accreditation, incentives and ensures a safe workplace. It also governs the 

pharmaceutical services with regard to regulation, purchasing, medication quality and equitability. 

Of course, there are challenges. Seventy eight per cent of the 7.8 million population live in the rural 

areas. This poses the problem of how to bring good services to them because of the wide geographical 

distribution. In addition, patient safety is not a priority for financing because of other pressing needs. 

2.3.10 New Zealand 

Dr Richard Hamblin highlighted these developments in New Zealand’s health-care system: 

Safety campaign. A national patient-safety campaign ‘Open for Better Care’ has run since early 2013. 

It covers falls, infection prevention, safe surgery and medication safety and focuses on the use of 

evidence-based best practice to reduce safety risks. This is starting to take effect. Bacteraemia has 

been nearly eliminated in our intensive care units (less than 0.5 per 1000 line days). There is a 

significant drop in fractured neck of femur (a marker for falls). 

Mortality review. National committees review mortality following surgery in children (28 days to 24 

years), infants (<28 days), and from family violence. The former two have existed since 2000, the 

latter is more recent. There has been a significant reduction in death rate since 2009 after a period of 

plateau. 

3. Patient-experience survey. Strides have been made in establishing a patient-experience survey for 

hospitals. It has run for 18 months and is about to go live on a multifaceted primary-care survey from 

2016. 

Atlas of Healthcare Variation. The Atlas has been operational since 2012. It takes a domain approach 

where specific disease or patient groups are considered, and we try to look at variation in practice 
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(like medication use and testing and screening) and related or proxy outcomes for all domains. There 

are some examples where the Atlas seems to be associated with changes – notably, a reduction in 

unwarranted variation in grommet insertion. 

Dr Hamblin highlighted several challenges: 

 Equity. Maori and Pacific population have worse health outcomes and are less likely to 

receive optimal care. Lower income groups (often overlapping with these ethnic groups) 

report a greater level of disparity in being able to access health care. 

 Integration. In the face of an ageing population, there is an increase in lifestyle-related illness, 

e.g. diabetes. 

 Sustainability. Improving patient safety through the safety campaign, increase in 

immunization, and general improvements in health-care performance standards are a few 

notable achievements. 

 Transparency. There is a growing public interest in disclosure of surgical outcomes. There are 

concerns that this level of transparency could have the perverse effect of reducing openness 

and trust by clinicians and in the long term, and have a negative impact on quality. 

2.3.11 Mongolia 

Dr Chijmedlkham Nyamjav outlined the many challenges faced by Mongolia. Health assessment and 

its indicators for patient-care criteria are poor. Documentation is only on paper. Medical guidelines 

are not developed. Data collection and dissemination of information by government agencies, e.g. on 

infection is very poor. Only 64% of patients seen in hospitals were duly seen at primary care and 

referred to hospital for diagnosis and treatment. Quality assurance teams are supposed to implement 

policies on quality care but they are only on paper. Seventy six per cent of hospitals have inadequate 

sewerage or water supply and 66% of hospitals do not have a pharmacist. Registration of medical 

errors as a learning process is poor. 

2.3.12 Malaysia 

Dr Nor’Aishah Abu Bakar and Dr Siti Haniza Mahmud described the situation in Malaysia, where 

good progress has been made in improving quality in the health services. There are now key 

performance indexes for accountability, medical audits that are accredited, established clinical 

performance indicators and instituted educational programmes for doctors, dentists and pharmacists 

However, the collection of the data is done manually and puts a burden to health workers. 

Furthermore, indicators on patient experience are absent. There was a nationwide campaign on 

antibiotic prescribing and national guidelines for preventing suicides are now available. A specific 

training course for medical interns on patient safety using the WHO Multi-professional patient safety 

curriculum guide has started. Specific monitoring tools are now in place for monitoring patient safety. 

The next aim is to engage the patients in their own care and to this end, the Patient for Patient Safety 

Project has recently been launched. 

2.3.13 Lao People's Democratic Republic (PDR) 

Dr Manivanh Savatdy explained that in the Lao PDR most health care is provided at the hospital level. 

Primary care is poorly developed. However, there is still a shortage of staff at the referral hospitals. 

The rural areas are served by health centres and are only manned by nurses. There is now a pilot 

project launched on health-care improvement, with support from WHO and the Japan International 

Cooperation Agency. Lao PDR currently has no indicators for health outcomes, and the adoption and 

use of international indicators may not be appropriate for the country. 
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2.4 Session 2B: Country sharing of quality challenges and recent developments – WHO 

Regional Office for South-East Asia 

2.4.1 India 

Dr AK Rai presented India’s key concerns in patient safety as unsafe clinical practices, including poor 

hand hygiene, transfusion safety, safe injection practice, use of counterfeit or substandard drugs, 

inadequate reporting of adverse events, medical waste management, water and sanitation problems, an 

unregulated private health-care system, lack of proper accreditation of hospitals and laboratories, and 

the use of alternative medicine. 

But progress has been made. Since 2006, when patient-safety committees were created in three central 

government hospitals, India has introduced a series of policies, guidelines and regulations focusing on 

quality and safety. Most recently, in 2013, the proposal to prescribe only generic drugs was approved, 

reducing the cost burden to the patient and in 2015, rules governing biomedical waste were passed. In 

addition, the National Accreditation Board for Hospital and Healthcare Providers was created. More 

than 13 processes or bodies that monitor patient safety have been established, monitoring both 

infrastructure indicators (e.g. compliance with the India Public Health Standards) and process 

indicators (e.g. compliance with safe surgical checklists, adverse events reporting, patient satisfaction 

and medication errors). 

Despite the progress made, there are still challenges to overcome. These include: 

 absence of an authentic database of patient harm; 

 no robust system to ensure patient safety in hospitals; 

 poor funding; 

 delay in implementing policies; 

 inadequate training; 

 inadequate implementation of legislation passed; and 

 inadequate monitoring. 

2.4.2 Sri Lanka 

Dr S Sridaran reported that progress in patient safety has been challenging in Sri Lanka, but the 

country has made some progress. The quality assurance programme was started in 1989 but there was 

no organized system to implement it. Most recently, the surgical safety checklist was introduced in 

2013 and the readmission and adverse events pilot survey carried out in 2015. In September 2015, the 

Masters Trainers Manual was introduced. However, the patient safety programme at the national level 

is still being developed. Indicators for infection control are being monitored, guidelines for 

medication safety and monitoring of drug reactions have been established, surgical safety checklists 

have been introduced and adverse events and readmissions forms have been piloted. Indicators have 

been used to monitor progress. These include meticillin-resistant Staphylococcus aureus bacteraemia 

rate per 10,000 patient days; hand hygiene compliance rate; percentage of surgical safety checklist 

utilization rate; drug reactions rate; and adverse events following immunization rate. 

There are challenges being faced. There is inadequate support from stakeholders, irregular team 

activities, political interference, a policy of being self-oriented instead of being task-oriented, a lack of 

preparedness and proper coordination, a lack of incentives and a lack of effective communication. In 

terms of monitoring and disseminating information, there are difficulties in collecting data. Primarily 

because there is no national programme in place, challenges of there being lack of proper guidance, 

lack of expertise, poor human resource support and no incentives, are present. However, after the 

OECD quality survey report in 2013, there is a change in mind set. Proper guidelines are being drawn 

up, training has been enhanced, coordination by an apex body is in place, regular meetings are being 

held and incentives have been given. 

2.4.3 Nepal 

Dr Shrijana Shrestha expressed national concerns about the situation and status of Nepal’s Patient 

Safety Programme. These include: 
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 Injection safety practices – only 37% of hospitals use auto-disabled syringes for vaccination, 

only 63% of hospitals use disposable syringes and in 20% of hospitals multi-dose vials are 

left with the needle in the diaphragm – despite the fact that the injection safety policy was 

advanced in 2003. 

 Poor hand hygiene – 28% of hospitals are without running water and soap and handwashing 

practice is very poor; only 9.8% of the staff hand-wash before vaccination. 

 Inadequate health-care waste management – 61.3% of hospitals have very poor separation at 

source and 6.4% have complete absence of source separation. 

 Health care associated infections – although national data on this is not available, only 

36.7% of doctors and 76.8% of nurses practice handwashing. 

But there has been progress. There are National Patient Safety Programmes in place. A quality 

assurance(QA) system was established under the Second Long-Term Health Plan (1997–2017). 

Service quality was ensured under the Policy on Health Services Directive, 2007. Its goal was to 

improve quality and ensure a functioning QA system. Committees are set up at all levels (i.e. from 

central to district levels) to coordinate, educate, supervise and provide incentives for quality 

improvement. In 2013 the Guidelines for Health Institutions was established. These deal with the 

infrastructure and standards required for the proper operation of health-care institutions. Related 

programmes have also been set up to advance patient safety. Examples include: 

 the health-care waste management programme; 

 the Free Health Service programme for the disadvantaged; 

 the National Safe Motherhood programme; and 

 the Hospital Quality Improvement process and the Aama (Mother) programme to provide 

incentives to women. 

Indicators have been drawn up to measure compliance and progress but information is not collected 

nationally. The key challenges faced are: dealing with limited resources, coping with poor health-care 

infrastructure, having a poor clinical waste management system, dealing with poor capacity-building 

and enforcing standards especially in the private sector. Plans are being put in place to deal with these 

problems. 

2.4.4 Maldives 

Dr Abdul Raheem Adam explained that the Maldives is an archipelago in the Indian Ocean consisting 

of 1192 tiny coral islands. The key concerns for the Maldives in patient safety are: 

 health-care associated infections; 

 antimicrobial resistance; 

 hand hygiene; 

 workforce safety; 

 diagnostic errors; 

 pressure ulcers; and 

 medication errors. 

Of the medication errors, in 2014 the commonest errors were found to be wrong drug, wrong dose and 

drug omission. But there is progress. A number of safety programmes have been set up at the national 

level. These include: 

 setting up a Patient Safety Committee; 

 putting in place infection control guidelines; 

 implementing hand hygiene awareness programmes; 

 drawing up of waste management guidelines; 

 initiating an incident reporting mechanism; 

 ratifying the Health Service Act for better governance and quality of care for the people; 

 establishing cold chain facilities in all health-care centres; and 

 drawing up of safe medication guidelines. 
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Outcome measures are being monitored through clinical audits, patient feedback, prevalence studies 

(e.g. for pressure ulcers), risk assessment and improved incident reporting. The key challenges the 

islands face are staff shortages, training and awareness, lack of protocols, poor waste management 

systems, transport and communication, high staff turnover, and lack of a proper surveillance systems. 

Steps are being taken to overcome these challenges e.g. capacity-building, developing standards and 

guidelines, education, increasing the budget for the health sector and instituting monitoring through 

surveys. 

2.4.5 Bhutan 

Dr Lungten Jamtsho explained that the health services in Bhutan are regulated by the Bhutan Medical 

Council a body created by a legal statute. Key concerns on patient safety for Bhutan are: 

 establishing a Patient Safety Committee; 

 introducing a transparent reporting system for adverse events; 

 developing a mechanism to assess compliance with standards; 

 developing guidelines on reporting of health-care associated infections; 

 developing a mechanism of assessing overall burden of unsafe care; 

 introducing patient-safety research as a priority; and 

 supporting health workers in patient safety initiatives. 

Progress has been made. In 2013, the Patient Safety Guidelines for health-care professionals was 

introduced. Its goals include safe medication and surgery and the prevention of health-care infections, 

patient falls and pressures sores. Together with these guidelines, the Patient Safety Policy and 

Strategy Framework was also introduced. In 2014, there were advances made in the incident reporting 

system and establishing specific guidelines for infection control and waste management. A guideline 

on continuing medical education has been drawn up by the Medical Council. 

The indicators used to measure progress were drawn up by the Quality Assurance and Standardization 

Division with key performance indexes for a number of institutions e.g. for referral and district 

hospitals. There are challenges but the country has drawn up initiatives to overcome them. Some of 

these include coming up with the National Patients Safety Policy (at the draft stage), organizing 

symposia on patient-centred care, establishing a suicide prevention programme, having guidelines on 

the proper use of antibiotics and hosting the Regional technical meeting for medical doctors on patient 

safety. 

2.4.6 Myanmar 

Dr Hla Moe explained that although Myanmar has no national quality care programme, the 

government is involved in promoting and improving all aspects and levels of the health service – 

private hospitals, national hospitals, primary-care services, nursing services and laboratory services. 

There are aims to improve facilities from one bed per 1000 population to two beds per 1000 

population. There are also plans to create 500-bed hospitals for each administrative region. There are 

no well-established performance indicators, although there are data on some aspects of health care 

(e.g. mortality rates), they are not enough to assess improvement and quality. 

However, there has been progress. Myanmar has decreased mortality rates (e.g. maternal mortality). 

Attempts have been made to create intensive care units in each hospital. There are improvements in 

accessibility for patients. The Private Medical Facilities Act has been introduced to regulate the 

private sector. Some hospitals have been accredited through the ISO 9001 (2008) assessment system. 

Since 2014, advances have also been made in training doctors at the undergraduate, general 

practitioner and post- graduate level. Challenges include a lack of national policies to improve patient 

safety, poor financial support to improve quality and patient safety and a lack of patient empowerment 

and making them aware of their rights in health. However, with the recent change in government, 

there is renewed hope for overcoming these challenges. 

2.4.7 Thailand 

Dr Chumni Jittreprasert reported that the key concerns for patient safety in Thailand are the 

confidence of the people in the health services, and awareness of the relief available for sufferers 

affected. The number of cases receiving compensation as a result of adverse events has increased 
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from100 cases in 2004 to 900 cases in 2015 and with a total pay-out of 300 million baht. Statistics 

show that, as a result of adverse events, from 2004 to 2015, 3879 patients died, 1121 were disabled 

and 2336 were injured. Thailand has embarked on a series of patient safety programmes and 

initiatives. These include establishing the Thailand Patient Safety Goal (2006), the Thailand Hospital 

Indicator Project (2007), and Engagement for Patient Safety (2013). 

Challenges include education and training for health workers, social movements (e.g. patient 

participation) and policy linkages (e.g. national policies and international collaboration). Thailand has 

set its goals for patient safety with a mnemonic: SIMPLE – Safe surgery, Infection control, 

Medication safety, Patient-care process, Line tube and catheter and Emergency response. 

2.4.8 Timor-Leste 

Dr Irene Carvalho reported that although patient safety is a new concept for many in Timor-Leste, it 

has been identified as a key priority for the young nation. Some attempts have been made to improve 

it (e.g. establishing guidelines for patient care, setting up quality committees and engaging other 

health agencies to assist in promoting it). But there are concerns. The infrastructure of the country is 

poor and communication is a problem. There is no accreditation system for the hospitals. There are no 

checklists to aid health personnel in managing their patients. Patient involvement in their own care is 

poor. There are no incident reporting mechanisms in place. Quality and patient safety audits are 

seldom carried out. The information systems are not up to date and as a result, data collection is poor. 

Establishing national-level data is therefore a problem. There are no established national-level 

indicators, and hospital-level indicators are used instead. There are challenges too. Education and 

training is a problem. There was only one workshop organized for patient safety this year. Spreading 

the message down to the districts is difficult, but there is now an attempt to establish a focal point in 

each district for disseminating information on quality and patient safety. 

2.4.9 Discussion 

Key discussion points that emerged included: 

 Regardless of income level, all countries are faced with the challenges of how to improve 

the quality of their health services and how to ensure that patients receive safe care. 

 The challenges highlighted ranged over the entire development spectrum, from the setting 

up of a national-level adverse event reporting system to the re-design of patient journeys to 

ensure that the transition from hospital to community care is seamless and people-centric. 

 In countries where private-sector health care is expanding and where there is only weak 

regulation of quality in health services, the situation is potentially dangerous and patient 

safety can be easily compromised. 

 If quality improvement efforts are to be maintained, it is essential to address the culture of 

quality improvement and patient safety. 

 When planning to make changes in the health-care system, policy-makers must recognize 

the inherent system complexities, and that health is not a ‘stand-alone issue’, but heavily 

influenced by social determinants. 

2.5 Session 3: Quality indicators: hospital performance 

2.5.1 Introduction 

Dr Niek Klazinga (OECD) introduced the topic by emphasizing the impossibility of escaping 

publicity in the event of a bad hospital outcome since most information is now in the public domain, 

Measuring hospital performance is important because it underpins good clinical governance, forcing it 

to shift from accountability on costs to accountability on performance. Performance measurement on 

quality and safety is essential for factors like accreditation and public reporting. The health system 

must therefore adopt a population-based approach (e.g. continuity of care). The results of the OECD 

HCQI study in 2015 that involved 25 interviews covering 23 countries revealed significant 

information on hospital performance, including: 

 most countries have national programmes but are at different stages of development; 
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 there are indications that countries with strong state governments have greater challenges in 

developing effective national programmes (e.g. Australia); and; 

 a sound legislative base is a hallmark of mature and robust programmes. 

On performance indicators, there was variation in the number of indicators used and with two divides: 

they are either focused or comprehensive. Coverage of attributes such as access, quality and costs and 

core quality indicators using condition-specific outcome (e.g. disease-specific case fatality rates) were 

variable. With PREMs and PROMs, countries are also at various levels of development and 

implementation. 

In terms of the methodology, there was widespread availability of unique patient identifier but varying 

capacity in their use. The use of risk adjustment outcome indicators were varied; in some it used 

analysis such as age or sex standardized data while others used more complex methods such as 

regression modelling. 

There was also variation in the use of the information. In some, there were attempts to make the data 

more relevant to hospitals themselves, for disseminate down to ward and patient level. Some countries 

use the collected data to guide incentives payments, through a ‘pay-for-performance’ system. In some 

countries, these systems are developed and robust (e.g. Israel, Republic of Korea), while other 

countries are now starting to explore them (e.g. Australia, Singapore). 

Dr Klazinga concluded that while most countries do publicly report hospital performance indicators, 

the scope varies – from a few indicators to an extensive range. 

2.5.2 Malaysia 

Dr Amin Sah Ahmad reported that Malaysia has come a long way in this area. In 1985 the quality 

assurance programme was launched and appropriate indicators developed. By 2006 it had become 

part of the Hospital’s Key Performance Indicators and a ‘report card’ system was established. By 

2015 the National Health Care Quality Indicator project was launched and further indicators were 

introduced. Under the framework of performance surveillance and benchmarking, assessments were 

divided into clinical administrative services and clinical services – each with their own indicators and 

mode of assessment. 

For clinical administrative services, assessment was done through various inputs (e.g. cost 

expenditure, accessibility), and a common scorecard has evolved, comprising the attributes of finance, 

customer satisfaction, internal business process, learning and growth, environmental support and 

employee satisfaction. From this scorecard, the Hospital Performance Indicator for Accountability is 

derived. 

For the clinical services, through various relevant inputs (e.g. safety, efficiency), a score is derived 

comprising the attributes of clinical effectiveness, safety, customer centredness, cost/expenditure, 

accessibility and efficiency. From this, the assessment is divided into three sections: individual, 

departmental and overall clinical governance. Measuring the various performance indexes involves a 

number of formulae, each unique to the parameters being used. At the end is the cumulative 

performance index, which is then adjusted for confounders before the final corrected performance 

index is computed. There are rewards for achieving a high index and it has been shown to incentivize 

improvement on the measured indicators. 

Dr Nor’Aishah Abu Bakar went on to explain that beginning in June 2013, all health-care facilities in 

Malaysia are required to implement, monitor and report on progress on the Malaysian Patient Safety 

Goals to the Patient Safety Council. These goals: 

 spearhead patient-safety initiatives and ensure implementation at facility level; 

 ensure top management’s commitment and accountability for implementation; 

 enable the Patient Safety Council to establish a system to evaluate performance; and 

 empower the Patient Safety Council to take appropriate action at a national level. 

These are the operational level goals: 

 To implement clinical governance. 
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 To implement WHO’s ‘Clean Care is Safer Care’ challenge. 

 To implement WHO’s ‘Safe Surgery Saves Lives’ challenge. 

 To implement WHO’s methods for tackling antimicrobial resistance. 

 To improve patient identification. 

 To ensure safety in blood transfusions. 

 To improve medication safety. 

 To improve clinical communication. 

 To reduce patient falls. 

 To reduce health care associated pressure ulcers. 

 To reduce catheter relate infections. 

 To reduce ventilator associated pneumonia. 

 To implement proper reporting of adverse events. 

Malaysia is fortunate in that there is support from top management. The Director General of Health is 

directly involved and ensures that the goals are achieved and implemented at all levels. 

2.5.3 Republic of Korea 

Dr Choon Seon Park reported that the Republic of Korea has a National Health Insurance (NHI) body 

that oversees patient care. This single payer system has been in place since 2000 and covers more than 

96% of the population. It is the dominant health provider in the private sector and it is mandatory that 

all providers are enrolled in the NHI. It is an independent organization created by legal statute. 

Administratively, it is divided into two sections – the National Health Insurance Service (NHIS) 

collects contributions and the Health Insurance Review & Assessment (HIRA) Service monitors and 

manages the health system. The strategies employed are: 

 assessing all NHI providers; 

 enforcing regulations; 

 ensuring quality scores are calculated by providers; 

 reporting quality assessment results; 

 using ‘pay-for-performance’ based on the provider’s quality score; 

 forming partnerships with the providers; and 

 relating scores to hospital accreditation. 

However, the quality assessment tools have been evolving and will continue to evolve to keep up with 

changing times. NHI utilizes the results in a number of ways: 

 for HIRA claims review, for provider feedback and for benchmarking; 

 for the government’s policy development ; 

 for the insured to make an informed choice; and 

 for the NHIS to review the benefit amount paid out. 

2.5.4 Singapore 

Dr Lim Eng Kok described Singapore’s approach to indicators, under which desired outcomes are 

clearly articulated (e.g. the National Standards for Healthcare); a framework of cascading scorecards 

was introduced (i.e. from the national scorecard, to setting-specific scorecards, to specialty- and 

provider-level scorecards). A multi-pronged approach was adopted to ensure that efforts were put in 

to drive improvement – starting with standardized reports used for engagements at multiple levels, to 

formalizing this information into corporate governance documents used for joint target setting with 

providers. 

In 2015, the National Standards for Healthcare in public hospitals was released. Its main objective 

was to provide health-care information appropriate to the patient’s needs based on current evidence 

and clinical knowledge across the continuum of health care. The mode of assessment is by off-site 

monitoring by the Ministry of Health, and self-assessment by the hospitals. There is regular 

collaboration between the Ministry and providers to ensure clarity of definition and understanding of 

the purpose of selected standards. Challenges that must be addressed include: 
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 ideals must be translated into tangible standards and measured, e.g. by using scorecards; 

 national-level indicators must be developed to measure domains or total health-care 

performance; 

 gaps outside the control of the hospital must be addressed; and 

 standards must be dovetailed into the hospital’s workplan. 

The next important step is to develop appropriate indicators that are measurable, valid, reliable and 

standardized – to allow for cross-comparisons. To this end, Singapore has published a technical 

manual for the indicators used in the various scorecards. 

2.5.5 Discussion 

Key points emerging from the discussions included: 

 With regard to monitoring health-care data and quality indicators, countries can be placed at 

one of three development stages: 

o strong data collection system in place, ability to analyse and use data meaningfully; 

o good data collection system in place, but still developing capability in data analysis 

and meaningful use of data; and 

o data collection system and understanding of the use of quality indicators still at the 

developmental phase. 

 Countries can learn from others at the same developmental stage and develop a shared 

understanding of the challenges faced. When countries learn from others at a different 

developmental stage, there is potential for a chance to leap-frog ahead. 

 There is a broad range of indicators that can be used to monitor hospital performance. 

Hospitals are often required to submit an essential list of macro quality indicators for 

monitoring at the national level. Individual hospitals may track a broader range of 

performance indicators that range from the hospital level, down to department or specialty 

level. 

 Establishing a set of quality standards with a system for regular monitoring can be 

sustainable when it is successfully embedded into the hospital’s routine work cycle and 

work processes. 

 Countries should consider adopting a health services quality dashboard, comprising both 

national-level health indicators (e.g. infant mortality rate), and institutional performance 

indicators (e.g. 30-day readmission rate for acute stroke), for monitoring population health 

process and outcome indicators. 

 There are some indicators that are not under the full-control of hospitals – for example, the 

30-day readmission rate for stroke reflects not just the quality of care received in the 

hospital, but also the quality of care received in the community through primary-care 

physicians and rehabilitation facilities. 

 OECD’s HCQI Bureau members recognized both the utility and limitations of hospital 

performance indicators for benchmarking and cross-learning, especially across different 

health systems and settings. Having a reference list of hospital performance indicators used 

by several OECD countries provides a useful starting-point for hospitals to develop and use 

for monitoring their organization’s performance. 

 International organizations such as WHO and OECD play a critical role in providing 

leadership and engaging in partnerships for joint action, and convening regional meetings 

and joint platforms for cross-country sharing and learning. 

2.6 Session 4: Quality indicators: patient experience 

2.6.1 Introduction 

Dr Niek Klazinga (OECD) reported that most OECD countries have developed at least one survey to 

collect national data on patient experience. There has been progress in this area, and more countries 

are now collecting information. OECD has explored several issues in this field: waiting time for more 

than four weeks for an appointment with a specialist, waiting time of more than one hour on the day 

of consultation, consultation or medication skipped due to costs, and medical tests or treatment or 

follow-up skipped due to costs. 
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In the Health at a glance 2015 report, one domain was patient experiences with ambulatory care. 

Examples of questions included whether the doctor spends enough time with the patient in 

consultation, and whether the doctor provides easy-to-understand explanations. 

However, measuring patient experiences for international reporting needs further work. The data must 

be nationally representative (i.e. sample size and scope must be appropriate and adequate), monitoring 

must continue longitudinally to observe trends over time, and the infrastructure for a systemic 

measurement of patient experiences must be established. Two aspects of patient experiences must be 

recognized – experience with integrated care and with safety. In integrated care, the emphasis is on 

coordination among health-care providers, the degree of empowerment for the patient, the discharge 

planning and the coordination with social services. For safety, the issues are different – they involve 

medical errors, administrative errors, risk prevention and risk management. 

2.6.2 Australia 

Ms Catherine Katz reported that the Australian Commission on Safety and Quality in Healthcare was 

jointly established in 2006 with funding from national and state governments. The Commission 

supports partnering with patient’s care-givers and other consumers to improve quality and safety of 

care. There is good evidence that these partnerships are associated with improved patient experiences, 

improved delivery of health services and operations, good work environment and better clinical 

quality and outcomes. The National Health Reform Act mandates that the results of periodic surveys 

conducted by the Australian Bureau of Statistics on patient satisfaction are regularly reported on and 

shared. 

Developing nationally consistent patient-experience measures across both public and private sector is 

challenging. The Commission has been asked to develop a set of questions for national use, which can 

also be used for regional quality improvement. 

2.6.3 Japan 

Dr Kenichiro Taneda reported that surveys on patient experience have been ongoing in Japan since 

1953. However, the first national and official survey on patient satisfaction was started in 1998 by the 

health statistics committee. The survey is conducted every three years and its main objectives are to 

assess the degree of satisfaction with the medical care given and patients’ perception of care and 

health-seeking behaviour, and to obtain basic data for administrative purposes. Five hundred 

institutions are selected at random and surveys of both inpatients and outpatients are included. 

Examples of items tested include waiting time before consultation, understanding and explanation by 

doctor, amount billed, reasons for selecting the hospital, need for second opinion, perspectives on 

future treatment, and action taken based on doctor’s explanation. In 2011, 192 885 questionnaires 

were distributed and there was a response rate of 79%. 

2.6.4 Thailand 

Dr Chumni Jittreprasert reported that Thailand’s first experience in assessing patient experience was 

in 1991, under the Total Quality Management in Health Care Project. In 2015, the Thailand Research 

Centre for Health Services conducted a hospital-based survey, with the main purpose of promoting 

patient engagement and improving the quality of medical care. There were 1 003 hospitals surveyed 

with a response rate of 53.2%. In addition, a comparison of outpatient satisfaction over the past five 

years was done to see if there were significant changes. Experience has shown that measuring patient 

experiences at the national level requires standardization of patient satisfaction, cross-institution 

benchmarking and a systematic approach. 

2.6.5 Sri Lanka 

Dr S Sridaran reported that Sri Lanka has established 70 national guidelines on quality and safety with 

20 related indicators and three indicators for infection control. The 20 indicators cover a wide area 

and include provision of safe water, maternal care, diet services, disaster preparedness, patient 

satisfaction, in-service training and operating theatre services. Each indicator has standard and 

measurable parameters. For example for patient safety, the measurable elements include that safety 

signs are placed in accident prone areas, a registry is available to record accidents and a report with 

analysis of accidents and adverse outcomes is produced monthly. 
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There is also a system to survey and monitor satisfactory patient experience, with varying attributes 

both for outpatients and inpatients. Attributes for outpatient care include impression of the hospital, 

time spent at the outpatients department and the clinics and facilities provided by the hospital. 

Inpatient attributes include patient care, consultant care and care given while in hospital. The data are 

captured electronically for easy analysis and reporting. 

2.6.6 Republic of Korea 

Dr Choon Seon Park reported that measuring patient experience is considered important and relevant 

in the Republic of Korea because it improves quality of care, there is increasing patient and consumer 

demand and it forms part of the quality assessment for HIRA. The survey is similar to the OECD 

HCQI survey, and the most appropriate questions in the Health at a glance series. Cognitive testing 

for understanding is undertaken in a pilot study. In some instances, modifications to the questions are 

required. The Republic of Korea also plans to conduct inpatient surveys funded by HIRA. The main 

domains tested are the hospital environment (e.g. cleanliness), nursing services (e.g. explanation of 

processes), doctor services (e.g. respect, care and attention) and the care process (e.g. pain control). 

2.6.7 Discussion 

Key discussion points on the topic included: 

 In the area of monitoring of health-care data and quality indicators, countries can be placed 

at one of three development stages: 

o strong data collection system in place, ability to analyse and use data 

meaningfully; 

o good data collection system in place, but still developing capability in data 

analysis and the meaningful use of data; and 

o data collection system and understanding the use of quality indicators still at 

the development phase. 

 The use of PREMs and PROMs are still in the early stages of development, even in OECD 

countries. 

 Except for a few countries where patient surveys have been made mandatory, in most 

countries patient-experience surveys are constrained by the cost of survey administration, its 

representativeness and generalizability. 

 To justify the high cost of patient surveys, results have to be used effectively. 

 For countries interested in conducting patient-experience surveys, the OECD has a database 

of standard questions that can be used as a reference, for selection and adaptation to specific 

country needs. 

2.7 Session 5: Patients for Patient Safety: panel discussion 

This eight-panellist session discussed the importance of bringing the perspectives of patients, families 

and the community into health-care systems and services. It shared WHO’s approach for engaging 

and empowering patients and families, which includes the PFPS programme. These concepts and 

approaches were further illustrated through the experience of the PFPS Malaysia network, 

highlighting the commitment and collaboration of all stakeholders, including government, health-care 

providers, nongovernmental organizations, patients and the community, as well as WHO at country, 

regional and headquarters levels. 

2.7.1 WHO Service Delivery and Safety – Patients for Patient Safety 

Ms Nittita Parsopa-Plaizier reported that in 2002, WHO placed patient safety on the global health 

agenda when the World Health Assembly passed a resolution urging all Member States to pay the 

closest attention to patient safety issues. In 2004, WHO established the World Alliance for Patient 

Safety with a bold vision of ensuring that every patient receives safe health care every time and 

everywhere. Its mission was to lead, coordinate and accelerate global patient-safety improvement 

efforts through harnessing global expertise and engaging stakeholders, including patients, their 

families and the community. WHO therefore set up the Patients for Patient Safety programme (WHO 

PFPS) in 2005 to serve as a platform to bring the patient’s voice to health care and facilitate and foster 

collaborations among stakeholders. WHO PFPS supports a global network of patient advocates 

known as ‘Patients for Patient Safety champions’. 
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Ten years on, PFPS not only remains a key programme of the WHO Service Delivery and Safety 

department, but has expanded to include engaging with all stakeholders, advocating not only for 

patient safety issues, but also for people-centred health services and quality UHC. The approach has 

been shifted, from engaging and empowering individual patients, to creating partnerships with health-

care organizations and civil society to engage and empower stakeholders, including patients, health 

professionals and health-care organizations. WHO PFPS works to bring the patient’s voice to all areas 

of service delivery, including traditional and complementary medicine, clinical interventions, patient 

safety quality improvement, infection prevention and control and UHC. Their hallmark of action is in 

collaborating, partnering, sharing and leveraging. 

WHO through the PFPS programme is developing a framework on patient and family engagement to 

provide Member States and health-care organizations with practical guidance. Colleagues from the 

WHO Regional Office for the Western Pacific and the PFPS Malaysia network are among those who 

have contributed to this framework. 

2.7.2 National Institute for Public Health, Japan 

Dr Kenichiro Taneda began his presentation with a video clip, illustrating why it is important to 

engage patients, families and the community in a journey towards UHC. In the Western Pacific 

Region, patient and community involvement is an essential component for patient-centred health care. 

PFPS has been an entry point and mechanism to engage the patient, family and community. 

The importance of providing support for people-centred, quality UHC was emphasized at the 

International Forum on Quality and Safety in Health Care held in Japan in 2014 and the message was 

well accepted by the participants. In subsequent workshops, it was recognized that to effectively 

involve patients and families in patient safety requires a two-step process: to engage the patients and 

then empower them. The key message is that patient engagement and empowerment is key to both 

patient safety improvement and efforts towards people-centred health services and quality UHC. 

2.7.3 Patient Safety Unit, Ministry of Health Malaysia 

Dr Nor’Aishah Abu Bakar gave an overview of where patient engagement and empowerment sits 

within the patient safety agenda in Malaysia. Patient engagement for patient safety was initially 

integrated as a part of the patient safety programme. However, in 2013, a specific patient movement, 

PFPS Malaysia, was established. Its main function is to facilitate patient engagement in improving 

patient safety, contributing to patient safety initiatives. Patients are initially engaged in three main 

areas – medication safety, safe surgery and prevention of health-care infections. 

The first PFPS workshop was held in 2003 and the second in 2014, with financial support from the 

WHO Country Office, Malaysia. The Minister of Health presided over the formal launch of PFPS 

Malaysia in 2014, signifying his support to this initiative. The National Healthcare Leaders’ Summit 

in April 2015, with the theme ‘Patients for Patient Safety’, also had the support of the Minister of 

Health. 

The organizational structure of the Patient Safety Programme in Malaysia has three tiers. At the top, 

there is the Patient Safety Council, chaired by the Director General. Under the Council are units or 

departments of the Ministry and then various organizations, including PFPS Malaysia, 

nongovernmental organizations and the Secretariat. The Ministry, through the Patient Safety Council, 

has played a key role in co-creating PFPS Malaysia and co-facilitating its activities, including its pilot 

projects on patient engagement for medication safety and falls prevention. 

These pilot projects involved engaging PFPS advocates as educators to work directly with patients 

and their families to prevent mediation errors and falls in 14 participating hospitals. For each 

participating hospital, a pair of one staff and one patient advocate was trained to work collaboratively 

and to engage patients and families in educational activities. 

The Ministry’s Patient Safety Council helped identified potential participating hospitals and facilitated 

their selection and participation. The Ministry co-organized the training workshop, which focused on 

the implementation of the pilot projects, and was actively involved in the evaluation of the pilot 

projects after six months. It will continue to support existing participating hospitals and will 

encourage more hospitals to take part in the pilot projects on patient and family engagement. 
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2.7.4 Malaysian Society for Quality in Health 

Ms Rebecca John introduced the Malaysian Society for Quality in Health (MSQH) as a national 

accreditation body and a co-founder of PFPS Malaysia, providing financial support for the first PFPS 

workshop, helping establish and providing stewardship to PFPS Malaysia. A patient representative 

has been appointed to the MSQH Committee Board, engaging patients in policy relating to health-care 

accreditation. MSQH also collaborates with the Ministry in promoting and facilitating patient 

engagement for patient safety, including co-facilitating PFPS pilot projects. Though there have been 

some success stories, there are still challenges such as changing the mind sets of health-care workers 

to accept patients as partners in health care. Other challenges include lack of resources, identifying 

suitable patient advocates and a lack of a standardized approach to patient care. MSQH will continue 

to support PFPS Malaysia until it is able to function as an independent organization. 

2.7.5 Patients for Patient Safety Malaysia 

Mr Manvir Jesudasan, the presenter of this contribution was the recipient of a kidney transplant. His 

experience as a patient motivated him to become involved with PFPS Malaysia and he became a 

patient advocate. He is the founding chair of PFPS Malaysia, established following the first PFPS 

workshop in 2013. PFPS Malaysia’s vision is in line with WHO PFPS, that is safe care for patients at 

all times and its mission is to be the voice for patients and their families in advancing safe care. Mr 

Jesudasan collaborates with MSQH and the Ministry to facilitate PFPS Malaysia pilot projects with 

participating hospitals. PFPS Malaysia’s future workplan includes training for patient advocates 

through workshops and advocacy and engaging them to be active and involved in their own health 

care. 

2.7.6 Patients for Patient Safety Malaysia – the patient’s voice 

Ms Rosmini Omar, a PFPS patient advocate, presented her experience in bringing the patient’s voice 

to education and research. This built on her professional background as an academic and her 

experience in representing PFPS Malaysia at a conference on radiation safety in Japan last year. In her 

view, incorporating the patient’s voice in research and education is a less explored area and the gap 

could be filled through patient engagement and empowerment. This will have a positive effect on 

health-care providers and nongovernmental oragnizations. This in turn will have a cascading effect on 

universities, the academic sector and the public for action-based projects. PFPS Malaysia first 

milestone achieved was the pilot project on engaging patients for the prevention of medication error 

and falls. Putting patient’s stories and their experiences at the heart of health care is key to this 

success and with this approach more milestones can be achieved. 

2.7.7 Patients for Patient Safety Malaysia – a patient advocate’s view 

Ms Farah Nurul Ayu, a PFPS advocate and a patient herself, presented her experience as a patient 

advocate working on the pilot project on medication safety and falls prevention in one of the 

participating hospitals. She took the initiative of visiting the ward and worked with patients. She 

directly engaged the patients, educated them on how to take care of themselves in preventing 

complications and shared with them relevant information and resources. Farah’s presentation was a 

real example of how patients can be engaged as advocates to support health-care providers or as 

health-care users to take an active part in their own care. 

2.7.8 Republic of Korea 

Professor Sang Il Lee emphasized the importance and power of patient advocacy in patient safety, 

using the Korea experience to illustrate how the patient’s experience influenced changes at policy 

level. He shared the experience of two adverse events as a result of medication errors with vincristine. 

The patient took her case to the Korean Alliance for Patient Organization and pleaded her case. This 

resulted in media publicity, attracting the public’s attention and led to the involvement of very 

important stakeholders in efforts to address these patient safety issues. The matter was brought to the 

National Assembly and after deliberation an Act on Patient Safety was passed. Empowered by this 

legislation, a national reporting and learning system was established in Korea. However, any 

complaints remain voluntary, confidential and the consequences non-punitive. 

2.7.9 Discussion 

Key points of the discussion included: 
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 The concept of engaging patients, families and the community enables health-care providers 

and patients to collaborate as partners and allies. This powerful paradigm change can help 

address the atmosphere of mistrust and antagonism that exists between health-care providers 

and patients in several countries. 

 The PFPS programme is an example of successful patient engagement that empowers 

stakeholders and improves patient safety and health outcomes. 

 Engaged and empowered individuals and communities can share experiences and contribute 

to improved patient-safety standards, higher health-care quality, and can help further 

developed people-centred health services and make strong progress towards UHC. 

2.7 Site visit to Hospital Putrajaya and the National Cancer Institute, Malaysia 

Hospital Putrajaya is a 341-bed public hospital, established in 2000. Quality and patient safety are key 

priorities, and key performance indices are regularly assessed. The hospital has a Quality Unit which 

oversees all patient-safety issues. The hospital’s emergency department uses Lean Healthcare 

principles on patient triage that have markedly reduced patient waiting times. The pharmacy operates 

on a patient-centred approach, and has introduced an SMS (short message service) pharmacy service 

that has reduce waiting time for patients through an SMS ‘take and go’ and ‘home-delivery’ approach. 

The National Cancer Institute (NCI) was set up in 2010 as the national referral centre for oncology. 

There are 30 department and units with 3,000 staff serving 352 beds. It has a wide variety of services 

ranging from radiotherapy, nuclear medicine, surgical oncology, radiology, palliative care and 

complementary medicine. NCI has both outpatient and inpatient services. Patient safety is a key 

priority and NCI has a Risk Management Committee that oversees all patient safety-related issues. 

Guidelines on patient safety have been developed – the two most important areas being patient falls 

and medication errors. 

A guided tour of both institutions was conducted and participants were able to witness first-hand the 

quality and patient-safety programmes. 

2.8 Session 6: Data collection tools for patient safety, hospital performance and patient 

experience 

This presentation by Luca Lorenzoni (OECD) reviewed data collection methods and processes for the 

next Health at a glance: Asia/Pacific report. This report will provide a snapshot of the key 

developments in the area of patient safety, hospital performance and patient experience in the Asia-

Pacific region. 

The key questions that need to be answered are: 

 What are the key priorities for quality of care? 

 What are country-level quality and patient-safety targets? 

 What are the key government agencies responsible for assuring quality of care? 

Key discussion points were: 

 Data collection for cross-country comparisons in the areas of patient safety, hospital 

performance and patient experience is useful. It is helpful that OECD has developed 

methods and a list of indicators for data collection and comparison. 

 Governments and Ministries of Health recognize the importance of sharing this information 

for benchmarking and learning. 

 Data collection in patient safety, hospital performance and even patient experience is costly 

but increasingly necessary. 

 Country participants and experts acknowledge that quantitative data is useful, but sometimes 

cannot adequately explain certain trends. 

 In many developing countries, there is often programmatic data available for specific 

communicable diseases, as a result of programmatic funding by donors. 
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3. CONCLUSIONS AND RECOMMENDATIONS 

3.1 Conclusions 

The key conclusions are: 

 All countries are faced with the challenges of how to improve the quality of their health 

services and how to ensure that patients receive safe care. 

 Countries are placed at one of three developmental stages in health-care monitoring based 

on the strength of their data collection system. 

 Hospitals are often required to submit an essential list of macro quality indicators for 

monitoring. 

 The use of PREMs and PROMs are still at an early developmental stage, even in OECD 

countries. 

 The concept of engaging patients, families and the community enables health-care providers 

and patients to collaborate as partners and allies. 

3.2 Recommendations 

Member States are encouraged to: 

 Sustain progress towards UHC and ensure quality in health services through the use of a 

health services quality dashboard. This should include both national health indicators (e.g. 

infant mortality rate) and institutional performance indicators (e.g. 30-day readmission rate 

for acute stroke and other hospital performance indicators used by OECD) to monitor 

population health process and outcome indicators, analyse health quality indicators and data 

and promote actions that strengthen health systems. 

 Strategically use health information in the Health at a glance: Asia/Pacific series and the 

Evaluating quality strategies in Asia-Pacific countries: survey results report to influence 

policy and support progress towards UHC. 

 Review the evidence and recommendations on quality indicators for hospital performance, 

patient experiences and patient engagement, and consider their utility and potential 

application in their country’s health system. 
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