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 MANY RISKS TO  PATIENTS  

Patient falls  

Counterfeit  
drugs  

Misdiagnosis  

Stress and fatigue 
of health care staff  

Poor training of 
health care staff  
 

Poor test  
follow -up  

Workload  
pressures  

Health care -
associated 
infection  

Unsafe  
injections  

Unsafe  use of 
medical 
equipment  

Unsafe 
surgery  

 Unsafe use of 
medication  

Unsafe 
blood  

2 

incorrect 
handover  

Unsafe interface: 
equipment + providers  
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         Main findings :  
Unsafe care is everywhere   
         Main findings :  
Unsafe care is everywhere   

ÁWHO global study of burden of harm to patients (2009) 

ÁIdentified types and causes of AE 

ÁMost evidence comes from developed and little from 

developing countries. Main WHO findings: 

 

PATIENT SAFETY CHALLENGES  

Poor 
processes 
contributing 
to unsafe care  

Structural 
factors 

contributing 
to unsafe 

care 

Årelated to 
unsafe 
medical care  

AE/ 
Errors  

B) 

C) 

3 

A) 



© World Health Organization, 2014 

PATIENT SAFETY: AREAS FOR CRITICAL 
INTERVENTION 

     Much can be improved through patient safety interventions  

ƴ Interventions for unsafe medical care : address HCAI, med. safety, 

unsafe surgery, unsafe blood, unsafe injections etc   

Have an immediate impact  

ƴ Improvements on underlying structural factors : use of accreditation, 

regulation, training/education of HC workforce,  addressing fatigue and 

stress, workload pressures, improving communications and efficiency 

HC teams 

Have lasting impact  

ƴ Improvements on underlying processes of care : misdiagnosis, test 

follow up, counterfeit drugs, involvement of patients etc  

Have long -term impact  
 

  It is likely that a combination of efforts  in the 3 areas is needed     
to improve patient safety  
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AE/ERRORS RELATED TO UNSAFE      
MEDICAL CARE  

 

1. Unsafe medications/treatment *  

2. Injuries due to medical devices  

3. Surgical and anaesthesia errors *               

4. Health care -associated infection *  

5. Unsafe injections *  

6. Unsafe blood products *  

7. Pregnant women & newborns *  

8. Injuries from patient falls  

9. Poor care for elderly *  

* Areas addressed with WHO interventions (solutions) 

Årelated 
to 
unsafe 
care 

AE/ 
Errors  
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Á1.5 million patients are harmed and thousands are killed 

every year in USA 

Á67% of patientsô medication histories have errors  

Á10% of patients in acute care settings in developed and 

transitional countries experience an ADE 

Á28ï56% of ADE are preventable  

-   Use standardized protocols for prescription, use, 

administration etc  

-   Computerized physician prescribing can be used to 

prevent ADE. This could be  implemented                                       

in most countries  

1. UNSAFE MEDICATIONS/ TREATMENT  

WHO 
interven -

tion/        
solution  

WHO 
interven -

tion/        
solution  
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Case study: Wrong medication in the labour ward  

7 

- Mary, 25y, primipara, at 32 
weeks had contractions 
every 8 min   

- Went to ER, obstetrician 
recommended a tocolytic 
drug infusion to decrease 
uterine activity 

- All midwives were busy and 
case was given to student 
midwife to provide infusion 

- Student failed to assess 
fundal height 

- Staff midwives were not 
available to assess 

- Student prepared infusion 
with OXYTOCIN instead 

- Error not recognized and 
Mary gave birth hours later 

- Baby had severe breathing 
problems and died 
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2. AE/INJURIES DUE TO MEDICAL 
DEVICES 

Á Devices: simple or complex 

Á Used in conjunction with others and with drugs 

Á Categorized into: 

Vmanufacturer-related errors 

Vuser-related errors (staff fatigue, busy, under-trained) 

Vuse or design errors (design deficiencies provoke errors) 

Á More than 1 million events/year in USA 

ÁAE are a problem in developing countries, where medical 
equipment is often unusable owing to lack of resources 

    - Surveillance programmes to track the types, frequency and 
clinical settings of events would be a first step to understand 
impact on patient safety and design of safety interventions  

    - In-depth staff training on device operation/usage  
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Misconnection of medical gases: ventilating 
with nitrous oxide and not O2 -anesthesia  

- 9-year Salah went to hospital for a routine 
intervention 

- After receiving general anesthesia he became 
cyanotic so an endotracheal intubation  was 
done - this did not improve the condition  and 
after 17 minutes Salah passed away é  

- ..late enough  because the anesthesiologist 
discovered that he was ventilating Salah all the 
time with Nitrous Oxide and not Oxygen .  The 
source of gas was mixed up 

  
- Engineers, years back, made it impossible to 

mix up gases by providing a different 
connection pin so that oxygen outlet can never 
be connected to nitrous oxide 

-  Still the system in the ñstate of the art hospital 
ñfailed to save Salahò he passed away é from 
a simple error.   
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3. SURGICAL AND ANESTHESIA 
ERRORS 

ÁSurgical errors : wrong site, wrong patient, wrong organ, 

SSI, venus thromboE, anesthesia errors 

Á7 m surgical complications, 1 m deaths/year worldwide 

ÁIn US: 50 cases of unsafe surgery/week (informal data) 

ÁIn resource-poor countries: surgical errors account for 

50% of all adverse events; preventable 74% of the time 

     WHO strategy :  

     Use of Safe Surgery Checklist  

WHO 
interven -

tion/        
solution  

WHO 
interven -

tion/        
solution  
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Surgical souvenirs: Miscounts of equipment 
used and left inside a patient during surgery  
 

Mr A. left surgery with a sponge still inside 
his abdomen -- a foot long by a foot long.  

CNN Health: http://us.cnn.com/2012/11/05/health/medical-
mistakes-nov/index.html?hpt=hp_t4 
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Surgical souvenirs: Miscounts of equipment 
used and left inside a patient during surgery  
 

When doctors discovered the mistake and 
re-opened his wound to remove the 
sponge, it was rotting and had created 
perforations in his intestines, Bailey says. 

CNN Health: http://us.cnn.com/2012/11/05/health/medical-
mistakes-nov/index.html?hpt=hp_t4 
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Operating on the wrong body part  

CNN Health: http://us.cnn.com/2012/11/05/health/medical-
mistakes-nov/index.html?hpt=hp_t4 

This boy needed an eye operation. The 
surgeon cut into the left eye instead of the 
right. According to his mother, the surgeon 
told her  that she  had  lost her sense of 
direction and didn't realize she'd operated 
on the wrong eye until after the operation 
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4. HEALTH CARE -ASSOCIATED INFECTION 

 

Á1 in 4 patients in intensive care will acquire an infection 

during a stay in hospital (worldwide) 

ÁDoubled in developing countries( 25% - more than 40% ) 

Á5ï15% of patients admitted to hospitals get HCAI 

(developed countries) 

  WHO strategy :  

   - regulation and implementation of control measures            

(5 moments for hand hygiene - 

   - education of health -care workers  

   - well -organized surveillance system  
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WHO 
interven -
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WHO 
interven -

tion /        
solution  
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Health Care -Associated Infection  

Josh fractured his 
skull and broke his leg 

in a skydiving 
accident. He was 

getting better in the 
hospital when he 

caught HCAI in the 
hospital. He died after 

doctors were 
powerless to fight 

HCAI. 

15 
CNN Health: http://us.cnn.com/2012/11/05/health/medical-
mistakes-nov/index.html?hpt=hp_t4 
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5. UNSAFE INJECTIONS 
ÁUnsafe injections: 33% of new HBV infections, 42% of HCV 

and 2% of all new HIV infections 

ÁUnsafe injections cause1.3 million deaths/ year  

Á40 % of injections given with syringes and needles reused 
without sterilization (worldwide); in some countries it is 70%  

  WHO strategy :  

  - Increase use of safety engineered injection devices  

  - National approaches to reduce overuse of injections  

  - Use of needle stick injury prevention technology  

  - Changing the behaviour of HCW and patients  

  - Managing waste safely of injection materials  
WHO 

interven -
tion /        

solution  

WHO 
interven -

tion /        
solution  




