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Day 1: Patient Safety Experts
What are your key messages for the Ministers?

Day 2: The Health Ministers
Listening and making a stand

The Catalysts
Prioritizing – Synthesizing 
Delivering on Day 2



• One in every 10 
patients harmed 
while receiving 
hospital care in HICs

Adverse Events in HICs

Adapted from a slide from Dr Neelam Dhingra-Kumar, WHO – Ministerial Summit 2023 session 13.

• Social cost of patient 
harm estimated to US$ 
1 trillion to 2 trillion a 
year. 

• 15% of total hospital 
expenditure and 
activity direct result of 
adverse events

Cost of Patient Harm

An enormous burden of harm remains, linked to unsafe 
care

One in 20 patients suffer 
avoidable medication harm
Accounts for 50% of overall 
medical harm
Could save ˜42 billions USD 
annually 

Unsafe Medication 
Practices and Errors



Adapted from slides from Dr Neelam Dhingra-Kumar, 
Expert Day.

An enormous burden of harm remains, 
linked to unsafe care, but the patient 
safety movement shows unprecedented 
momentum

ü Recognized Patient Safety as 
a global health priority

ü Adopted resolution 
(WHA72.6) on Global action 
on patient safety

72nd World Health Assembly

May 2019



Disseminating, mandating and 
hoping are not enough to 
implement evidence

Staines A., … Pittet D., Infect 
Control Hosp Epidemiol 2017;
DOI: 10.1017/ice.2017.180

Picture: 
www.flickr.com/photos/18295457@N03/
5033189300

years 
(from research into practice)

Balas EA, Boren SA. Managing
clinical knowledge for health care
improvement. 2000



Disseminating, mandating and 
hoping are not enough to 
implement evidence

Implementation science 
“the scientific study of 
methods to promote the 
systematic uptake of 
research findings and other 
evidence-based practices 
into routine practice” 

Eccles MP, Mittman BS. Welcome to 
implementation science. 
ImplementationSci.2006;1:1

Process model
Step 1: Who needs to do what, differently?
Whose behaviour need to change, and which behaviours? 
What is the evidence supporting this?

Step 2: What factors determine whether or not they do it?
What are the barriers and enablers?

Step 3: Which strategies can be effectively used to target 
those factors?
Which behaviour change techniques are best suited to 
specifically target the identified barriers and enablers

Step 4: How can we robustly measure the outcome?
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French et al (2012) Implementation Science Model presented by 
Jeremy Grimshaw – Expert day



Capacity, capability

• Culture
• Leadership
• Vision and strategy
• Structure
• Indicators & feedback
• Education
• Communication
• Resources

The need to develop capacity and 
capability for patient safety 
improvement

Schilling, L., Chase, A., Kehrli, S., Liu, A. Y., Stiefel, M. M., & Brentari, R. (2010). Kaiser Permanente’s performance Improvement system, 
part 1. The Joint Commission Journal on Quality and Patient Safety, 36(11), 484-AP5.



The governance of the macro-system is important 
to support patient safety implementation and 
create fertile ground



The scope of patient safety governance 
should include all healthcare sectors and 
settings, including primary care, mental 
health, …

Hospital

Home care

Primary
care

Mental health

extending the scope



“Nothing 
about me
without me”

Patient safety



Healthcare-associated 
infections
Antimicrobial resistance
Unsafe patient care 

Silent 
pandemicsSolutions and interventions that improve 

patient safety would result in a better 
handling of crises such as Covid-19



The way forward
• Widening our definition of harm 
• Leading culture change for Patient Safety
• Heavily investing in staff safety, well-being and psychological 

safety.
• Taking a leap in partnering with Patients and Carers.
• Developing interprofessional teamwork for Patient Safety
• Managing risks on a patient pathway, not just in a single ward 

or institution
• Building capacity and capability for Patient Safety.
• Embedding Patient Safety in the governance process at the 

macro, meso, micro-system.



Thank You

Together, we can create a safer healthcare 
system with zero preventable harm.


