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Unlocking the concept of diagnostic safety

➢ Complex, cross-cutting concept that is fundamental to the very core 

of health care – yet often an overlooked aspect of patient safety 

➢ Correct, timely (missed or delayed) diagnosis, and properly 

communicated diagnosis is the first step to appropriate interventions 

and effective treatment.

➢ It’s about people, but also technology: the interface between human 
beings and technology (balance, reliability, trust) and the role of AI 

➢ Main causes: systemic challenges (access to care, diagnostics, 

competent workforce), communication issues, cognitive biases 

➢ Every step in the diagnostic process is vulnerable to errors



What does diagnostic safety mean to us

➢ It concerns everybody and multiple stakeholders should be 

involved in improving diagnostic safety

➢Different perspectives – one truth:

- Patients: listening and unfolding experiences, sharing data

- Health workers: competencies, teamwork and communication

- Organizational leaders: enabling environment (including 

transparency and safety culture), efficient and effective processes

- Policy makers: design of the system, resources, prioritization

- WHO: health system strengthening lens while maintaining the focus 

areas (TB, ageing, health workforce, diagnostics)



State of Science

➢Diagnostic errors are a major source of preventable patient 

harm in health care – yet little is known about the 

paradigm (including burden) in LMICs

➢Knowledge and research gaps: 

- Sources of data 

- Settings and contexts 

- The scope and effectiveness of interventions 

- Measurement  and monitoring of implementation progress

➢Economic impact of diagnostic errors

➢The role of human factors in addressing cognitive biases 

and improving overall system design



Key considerations for the way forward

➢ Shared mental model: patient safety is not the absence of harm but the presence 

of safety, diagnostic safety is fundamental to patient safety

➢ Achieving diagnostic excellence: minimal resources, effective, efficient and feasible 

evidence-based interventions that maximize patient experiences and outcomes, 

and help to manage and communicate uncertainty to patients 

➢ Investment in research: settings, diseases, effectiveness of interventions 

➢ Focus on measurement and monitoring progress

➢ Learning from aviation: safety first 

➢ Making the change implies profound systemic challenges:

- Across several domains: patients, health workforce, systems and processes, 

diagnostics and  technology 

- At different levels: policy, organizational and point-of-care

- With a focus on building learning systems 



What do we know and what do we still have to learn?

➢ The attributes and causes of diagnostic errors

➢ The key factors to be addressed if we want to reduce the burden of 

diagnostic errors and the kay players

➢ The colour theme of World Patient Safety Day

➢ Where to find information about World Patient Safety Day 

https://www.who.int/campaigns/world-patient-safety-day/world-patient-

safety-day-2024

➢ Whom to contact in WHO for any questions related to patient safety 

patientsafety@who.int

➢ WHO Patient Safety Flagship team (who dives and who eats Indian food)

➢ We know each other better: key subject matter experts, patient advocates, 

country representatives, professional organizations, WHO leadership, 

regional focal points and technical teams 

https://www.who.int/campaigns/world-patient-safety-day/world-patient-safety-day-2024
https://www.who.int/campaigns/world-patient-safety-day/world-patient-safety-day-2024
mailto:patientsafety@who.int


What do you think about the proposed implementation 
model for improving diagnostic safety? 



By Rapporteurs from
the four groups

Group Presentations 



Diagnostic Safety-
Implementation model

Reporting back by groups

Group No.1: Healthcare worker 



.

1. Are the proposed attributes of diagnostic safety 
comprehensive and relevant to all health care settings?

• General reflections:
• Diagnostic accuracy is not static, but a continuous process

• The attributes are not mutually exclusive

• We did not consider whether the attributes are measurable 



.

1. Are the proposed attributes of diagnostic safety 
comprehensive and relevant to all health care settings?

• Accuracy

• Timely → Well-timed

• Efficiency

• Patient centered

• Equitable

• Collaborative

• Ethical

• Sufficiency



.

2. What do you think of the implementation model in terms of 
structure, relation between different elements and completeness? 

• A lot of discussion and little agreement:

Consider:

• Should there be a ‘just culture’ component as a prerequisite 
for implementation of any intervention?

• Should the attributes in this model be pillars of diagnostic 
safety, as they are not measurable. 



.

3. What do you think of the proposed interventions. Are they 
comprehensive, feasible and do they cover all elements within the 
specific domain and level of implementation?

• Great set of interventions, but there are always more. 

• Important to contextualize and prioritize:
• Country

• Setting

• General suggestion: Make the language more actionable:
• Promote → Practice

• Provide → Ensure



.

4. Are there any best practices or innovative approaches that 
can be incorporated into the framework?

• Many can be implemented but it is important to contextualize

• Evaluate, measure and improve

• Clear need for more research!



Diagnostic Safety-
Implementation model

Reporting back by groups

Group No. 2: Patient and family engagement



.

1. Are the proposed attributes of diagnostic safety 
comprehensive and relevant to all health care settings?

• The group believes they don’t include the elements of the Strategic 
Objective 4 of the Global Patient Safety Action Plan 2021-2030

• The attributes were written from the perspective of the providers/policy-

makers rather than from the patient perspective

• The group noted lack of patient self-diagnosis and care at home

• We also missed the risk of inequity bias 

• Needs to explicit that screening is not included



.

2. What do you think of the implementation model in terms of 
structure, relation between different elements and completeness? 

• There is a lack of patient agency throughout the document.

• We would like to see more collaborative working and co-

production.

• The group concluded that the diagram made the process look 

too industrialized and tidy.



.

3. What do you think of the proposed interventions. Are they 
comprehensive, feasible and do they cover all elements within the 
specific domain and level of implementation?

• The final layer of interventions concerning patients and patient 

advocates is meant “to” patients and not what patients can 
actually do to improve patient safety, e.g. providing accurate 

information and actively following up on results.

• Some of the interventions should be co-created with patients 

instead of for patients.



.

4. Are there any best practices or innovative approaches that 
can be incorporated into the framework?

• IOM Checklist and toolkit.

• Positive patient identification.

• Secure first 60 seconds for patient: not interrupting patients for 

60 seconds.

• Rapid review access.



Diagnostic Safety-
Implementation model

Reporting back by groups

Group 3. : Systems & Processes



.

1. Are the proposed attributes of diagnostic safety 
comprehensive and relevant to all health care settings?

o Should evidence-based be incorporated into the criteria for safer diagnosis 

- This could also be rolled up into the accuracy criteria. 

- Evidence can be biased—RCTs often exclude the most vulnerable 

- Efficiency could also be linked to evidence (doing what is most practical)

o Should we start before a patient presents with a problem—inform the population of when we they may 

have a problem→ related to pre-care and access

o “Patient-centred” could be “People-centered” and/or “Patient & Family-Centred”
o People-centred extends beyond the disease

- OECD domains of people-centred—Voice, choice, co-production, integration, and experience 

- Context and environmental and social factors beyond the clinical diagnosis

o An alternative outcome of diagnosis can be a non-diagnosis depending on patient context and preferences

o Relevant to all health care settings 



.

2. What do you think of the implementation model in terms of 
structure, relation between different elements and completeness? 

o Where is the role of leadership?

▪ Cuts across – should use the table with the diagram together, they complement each other

o Focus on processes (routine activities) vs. thinking and evaluation

o Take out the circle? Simplify to a set of directions for implementing the various intervention. 

o Add (at the first arrow)

▪ Barriers and facilitators (leadership also could be here).  

▪ Resources/financing

▪ Governance and legal environment 

o Broaden outcomes (broader, patient, social outcomes, equity, efficiency, environmental, health system improvement→ 

feedback into the system). 

o Add Monitoring and Evaluation (at second arrow) from multiple perspectives (including, e.g. PROMs and PREMs, etc)



.

3. What do you think of the proposed interventions. Are they 
comprehensive, feasible and do they cover all elements within the 
specific domain and level of implementation?

• Add integrated component (reduce duplication) to workflow

• Communication between organisations

• Improved referral systems. 

• Use of PREMs and PROMs related to diagnostic safety (policy level to develop, and org. 

to use them).

• Mechanisms to collect and share mechanisms of patient safety, including from the patient 

perspective

• Data on timeliness 



.

3. What do you think of the proposed interventions. Are they 
comprehensive, feasible and do they cover all elements within the 
specific domain and level of implementation?
• Add education of health care workers

• Add setting standards for diagnosis processes (regulation)→ link with non-punitive culture

• Learning systems in place

• Good governance, resolution for conflicts of interest. 

• Secondary use of data for patient safety monitoring

• Policies to tackle fragmentation of care

• Polies to promote and integrate health data and data infrastructure. 

• Cross border treaties and infrastructure to standardise incident reporting. 

• Return on investment for patient safety—justify the study (how long it takes to pay off).

• Establish legal safeguards for health workers (related to disclosing diagnostic errors)

• Safeguards for diagnostic process to avoid misdiagnosis (checklist or some other tool). 



.

3. What do you think of the proposed interventions. Are they 
comprehensive, feasible and do they cover all elements within the 
specific domain and level of implementation?

• Optimizing teamwork includes patients/families

• Team/integrated involvement preferable to “second opinion” 
which can threaten timeliness, e.g. multidiscip tumour board

• Add escalation of referrals to higher levels into process

• Cancer screening should be broadened to include other

• Measures of timeliness, e.g. sepsis clock



.

4. Are there any best practices or innovative approaches that 
can be incorporated into the framework?

• See slide 3



Diagnostic Safety
-Implementation model

Reporting back by groups

Group No. 4: Diagnostics and Technology



.

1. Are the proposed attributes of diagnostic safety 
comprehensive and relevant to all health care settings?

• Collaborative

• Safe

• Local Context Sensitive

• Evidence-based

• Patient-Centered: Evidence based / Communicated to patient



.

2. What do you think of the implementation model in terms of 
structure, relation between different elements and completeness? 

• Research in the Center (Can we move out) 

• How to show that it is Patient-Centered? 

• HFE to be Cross Cutting 

• Macro / Meso / Micro (Point of Care!)

• How can it show feedback loops?

Note: to have HFE expert to look the model and give 
suggestions 



.

3. What do you think of the proposed interventions. Are they 
comprehensive, feasible and do they cover all elements within the 
specific domain and level of implementation?

• Healthcare Leadership Interventions 

• Healthcare Financing Interventions 

• Need to go beyond the assumption that EHR exists in all 
settings (LMIC)



.

Interventions Concerning Technology
Policy Organizational level Point of  care 

Ensuring national oversight of EHR's 

and AI

Deploying and maintaining 

an EHR

Using EHR's to their full 

advantage

Ensuring national oversight, 

protection, and useability of EHR's 

and AI

Best Practices in EHR 

Implementation (Change 

Management)

Establishing national telemedicine 

resources and policies

Enabling telemedicine and 

promoting its use

Using telemedicine and 

patient portals

Providing research funding for 

technology development and testing

Providing patient portals and 

access to their data

Using decision support tools, 

including AI tools

HTR HTA

Using trigger tools to monitor 

test follow-up

ADD: 

• Using Technology Interventions 

for HIM Systems 

• Data Sharing & HIE Policies 



.

4. Are there any best practices or innovative approaches that 
can be incorporated into the framework?

• Clinical Auditing 



Discussion and Q and A
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Patient Safety: the communication 
science perspective



Patient Safety: 
The Role of 

Communication
Science

Prof. Dr. Annegret Hannawa

Università della Svizzera italiana (USI)

European Institute for Safe Communication (EISC)

Johns Hopkins University Bloomberg School of Public Health



Diagnosis
is about Uncertainty Reduction.



Communication

is our most innate 
safety process.



In healthcare,
we don‘t use our communication much for safety.



Communication doesn‘t 
break down.
It doesn‘t even come to exist.



Poor 
communication 
harms

The Story of the „Tilt Table 
Torture“



Good 
communication 
heals

The Story of the „Angel Nurse in a 
Cappuccino Gown“



Uncertainty is good for 
safety



Uncertainty is good for 
safety
because it makes us communicate.



Diagnostic 
Errors

Cognitive issues are 
involved in about 75% of the 
cases.



Communication

Is the correction 
mechanism.





“Two pairs of eyes see 
more than one”
But this only serves safety if the perspectives are aligned.



Unsafe 
communication

makes us aggressive, 

blind and mute.



Unsafe 
communication

is expensive.



The danger of silos



The attainment of a 
shared understanding
paves the path to safe action.





Communication involves 
more than techniques
We need a competence approach.



Uncertainty is 
messy



Uncertainty is 
messy

We must use our communication 
to come out clearer on the other 
end.



Communication is a 
two-edged sword

If we communicate competently, we pave the path for 
safe care.

If we communicate incompetently, we can cause (more) 
harm.



Communication

Is the most powerful resource we have.









Communication is not 
a Mt. Everest



It is our tool to 
reach the summit.



Thank you!

Prof. Dr. Annegret Hannawa

hannawaa@usi.ch



Sir Liam DONALDSON
WHO Envoy for 
Patient Safety
WHO headquarters
Switzerland  

Way forward
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Implementing Global Patient Safety Action Plan 2021-2030



Global Patient Safety 

Action Plan 2021 -2030

World Patient

 Safety Day 

Global Patient 

Safety 

Collaborative

Technical guidance and tools 

to improve patient safety

01 02 03 04 05

Global Patient Safety 

Challenge 

Medication Without Harm

WHO Patient Safety Flagship Programme 



72nd World Health Assembly (WHA)

May 2019

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

✓ Recognized Patient Safety as a global health priority

✓ Established an annual World Patient Safety Day on 17 September

✓ Formulate a Global Patient Safety Action Plan, aligned with SDGs



23/09/2024

Launch of 

Global Patient Safety 

Action Plan                 

2021–2030

4 August 2021





Strategic Objective  1 

Policies to eliminate 

avoidable

 harm in health care 

.

Strategic Objective  4 

Patient and family 

engagement 

.

Strategic Objective  5 

Health worker education, 

skills and safety 

Strategic Objective  2 

High-reliability systems 

Strategic Objective  7 

Synergy, partnership and 

solidarity

Strategic Objective  3 

Safety of clinical

processes

.

Strategic Objective  6 

Information, research and 

risk management 

GPSAP 2021-2030: Strategic Objectives





Modes of implementation 

Country 

support

Design document & 

prototype

Iterations, Demo & 

Feedback

Iterations, Demo & 

Feedback

Production & 

Technical Support

Requirement Analysis



GPSAP 2021-2030: Monitoring implementation progress 

Country 

support

Design document & 

prototype

Iterations, Demo & 

Feedback

Iterations, Demo & 

Feedback

Production & 

Technical Support

Requirement Analysis

Member State 

survey analysis :

•Performance on 

various indicators 
linked with 

strategic 
framework of 

GPSAP

•Compilation and 
description of 

actions taken by 
countries

•Summary of 

progress across 
WHO regions and 

income levels

Burden of Unsafe 

Health care:

•Evidence on 

overall burden of 
unsafe practices

•Analysis within 

specific 
population 

groups, clinical 
domains, and 

major sources of 
harm

Case Studies:

•Examples of 

countries 
developing 

patient safety 
solutions

• Feature stories 

on global 
initiatives and 

interventions

Comparative 

Analyses:

• Insights into 

patient safety 
policies and legal 

frameworks

•Patient 
engagement and 

educational 
initiatives

•Reporting and 

learning systems

•Stakeholder 
involvement





Strategic Objective 1: Key implementation areas

Country 

support

Design document & 

prototype

Iterations, Demo & 

Feedback

Iterations, Demo & 

Feedback

Production & 

Technical Support

Requirement Analysis
➢ Policy dialogue, policy and strategy development and implementation: structured support to countries (e.g., 

GPSC) vs individual requests; dedicated PS strategies vs integrated  approaches
➢ Resource mobilization: global level 
➢ Supportive legislation and regulatory frameworks: bespoke support to the countries
➢ Safety standards, regulation and accreditation: policy briefs, technical series, working documents
➢ Global initiatives: World Patient Safety Days, Global Patient Safety Challenges



FINLAND

Republic of Ireland

Impact at

national level

KENYA



56 ITEMS

“Patient safety is a policy priority for 

most with some early implementers 

though grossly underinvested”   

Key findings 

Patient safety is a 

national priority for 
most

32% countries have a 

patient safety 
program 

Only 11% countries 

have adequate 
finances

Half of the countries 

have safety 
standards 

31% countries are 

implementing all 
Global Patient Safety 

Challenges

29%
Countries
have developed
a national patient
safety action plan or
equivalent

CORE

Indicator 

Countries launched 

a national 
campaign on World 

Patient Safety Day 

80%





Strategic Objective 2: Key implementation areas

Country 

support

Design document & 

prototype

Iterations, Demo & 

Feedback

Iterations, Demo & 

Feedback

Production & 

Technical Support

Requirement Analysis

➢ Transparency, openness and no blame culture: technical 
guidance (PS MIMs, PS Incident reporting and learning 
systems, Safety Culture guidance and assessment tool), policy 
dialogue, and targeted support to countries

➢ Good governance for the health care systems: advocacy and 
policy support 

➢ Leadership capacity for clinical and managerial 

functions: technical guidance (Leadership Competency 
framework for Patient safety), bespoke support to the 
countries for policy action and competency development 

• Human factors/ergonomics for health systems resilience: 
technical guidance (WHO-IEA practice guidance on applying 
human factors for patient safety), advocacy and policy 
dialogue 

➢ Patient Safety in emergencies and settings  of extreme 

adversity: advocacy (policy brief), research (Rapid review on 
implication of the COVID-19 pandemic for patient safety) and 
technical guidance (operational guidance on addressing 
patient safety in outbreaks and emergencies)



56 ITEMS

“We have solid foundation to evolve safety 

culture and high reliability systems”  
Key findings 

Only 26% have 

mechanism for blame 
free reporting 

Structural safety 

norms are not 
completely enforced 

in half the countries  

Only 25% conducts 

regular rehearsal 
(mock drills)

23% countries 

conducting regular 
safety culture survey 

38% have established 

institutional framework 

38%
Countries have 
implemented a 
system for reporting 
of never events 

CORE

Indicator 

Countries have 

appointed a 
national patient 

safety officer (or 
equivalent)

52%





A quarter of 

preventable 

harm is 

considered 

severe or life-

threatening

One in 20 
patients globally  

experience 

preventable 

medication 

related harm in 

medical care

Almost 50%   
of preventable 

patient harm is 

related to 

medications and 

therapeutic 

interventions. 



WPSD 2022 theme 
Medication without harm  



Strategies to support the Global Patient Safety 
Challenge: Medication Without Harm

Medication safety campaign 

KNOW.CHECK.ASK

• Technical resources and 

tools 

• Medication safety 
webinar series  



Country support for the Medication Without Harm 
Challenge 

• Capacity building visits to ‘demonstration sites on medication safety’ 
Within the frames of the WHO Global Patient Safety Collaborative (GPSC) 

Supporting GPSC countries for medication safety activities  – India, 

Pakistan, Mongolia, Kenya, Ethiopia and Sri Lanka 



Upcoming technical products 
to support the Challenge

• Medication safety in perioperative care 
• jointly with World Federation of Societies 

of Anesthesiologists (WFSA)

• Medication safety in maternal and 
newborn care 

• Medication safety assessment tool 

• Medication safety curriculum guide 

Medication safety network 
for sharing information,
a sub- group of GPSN  



56 ITEMS

“Global Patient Safety Challenges have been 

instrumental in triggering clinical safety 

programs in countries ”   
Key findings 

HAIs and medication 

errors are priority areas 

for most of countries 

Mental health and 

palliative care are least 

addressed areas for 

patient safety 

74% have endorsed 

global patient safety 

challenge on medication 

without harm

17% countries are 

implementing patient 

safety in primary care 

72% have regulatory 

framework for safety 

of medical products 

21%
countries
have established 
target for reduction 
in medication 
related harm 

CORE

Indicator 

79%38%
countries
have established 
target for reduction 
in Heath care 
associated 
infections (HAIs)

CORE

Indicator 





PFPS Network and Advisory Group

❑ Established: 2005

❑ Objectives
▪ Empower patients, families and 

communities to play an active 
role in their own care;

▪ Bring the voices of patients and 
people to the forefront of 
health care;

▪ Create an enabling environment 
for partnerships between 
patients, families, communities 
and health professionals

WHO Patients for Patient Safety Programme



“We need to bridge the gap between 

intentions and real implementation of patient 

engagement ”   

Key findings 

44% countries have 

established a patient 

right charter  

Only 20% codevelop 

polices with 

involvement of patients

Only 10% countries 

have patient for 

patient safety 

networks 

50% countries have 

procedures for 

accessing medical 

records

Only 13% countries 

have initiatives to 

educate patients for 

their engagement 

13%
countries have 
appointed a patient 
representative to the 
governing board in of 
majority of hospitals  

CORE

Indicator 

countries have 
established procedures 
for disclosing adverse 
events to patients and 
families 

24%



Only 20% codevelop 

polices with 

involvement of patients

50% countries have 

procedures for 

accessing medical 

records

Co-development of policies and programmes

Access to medical 

records



Recognition and capacity building of 
patient advocates

Patient organizations (IAPO, WPA, 

PFPS US, PFPS Canada, PFPS, 

Malaysia, PFPS Ireland)



99

Information and education to patients and families



Learning from patient stories

❑Patient stories

❑Video testimonies (WPSD, PFPS and WHO Academy) - Happening today





Education and Training

➢ Patient Safety Essentials Curriculum 
Guide

➢ Medication Safety Curriculum Guide

➢ Global Patient Safety Collaborative 
country support



In service training

WHO Academy Patient Safety Essentials Course

• Module 1: Basic patient safety concepts, 
principles and definitions

• Module 2: System elements and systemic 
processes and approaches (including tools and 
methods) to ensure patient safety 
improvements

• Module 3: Patient Safety Navigator, practical 
application of tools to range of clinical areas 



Safe working environment

WHO Health worker safety charter

• Calls on governments to take five actions
 - Better protect health workers from violence
 - Improve their mental health
 - Protect them from physical and biological hazards
 - Advance national programmes for health worker 
safety
 - Connect health worker safety policies to existing 
patient safety policies and strategies



20%
countries that have 
incorporated a patient 
safety curriculum in 
education programmes 
for health care 
professionals 

Countries have 

appointed a 

national patient 

safety officer (or 

equivalent) patient 

safety 

56 ITEMS

“We need significant investment and 

role models for patient safety 

education and training”   

Key findings 

Only 17% countries 

have adopted WHO 

patient safety 

curriculum 

Only 10% countries 

have adequate 

trainers for patient 

safety 

25% countries have 

defined patient safety 

core competencies 

12% countries 

incentivize patient 

safety performance 

55% countries provide 

vaccination of all at 

risk health workers 

CORE

Indicator 

52%
18%

countries that have 
signed up for 
implementation of the 
WHO Health Worker 
Safety Charter 

CORE

Indicator 







Response Characteristics 

VISITORS 108 
Countries 
responded
officially 
through 

MOH  

PAGE VIEWS REVENUE

$100,000.00

84% 
of world’s 
population 

covered 

10 
Core Indicators

7x5=35 
Strategies 

7x5x5=175 
Criteria

High 
income 

countries 
40%

Upper-
middle 
income 

countries
25%

Lower-
middle 
income 

countries 
23%

Low 
income 

countries 

12%

Distribution of countries that completed the 
survey by World Bank income group



Overview of the Member State survey process 

Coordination 
with Ministry of 

Health for 

nomination of 

responsible 

officers /teams 

Drafting, testing 
and finalization of 

the survey tool 

Appointment of 
responsible 

officer and teams  

Sharing the 
electronic link of 

the survey tool 

(GPSAT) 

Data collection 
and filling out the 

survey 

Validation for 
completeness and 

quality of data 

Analysis of survey 
data 

Sharing the 
country specific 

feedback on 

progress on 

GPSAP 

Preparation and 
Publication of  

first Global 

Patient Safety 

Report

Analysis and 
action on grey 

areas for 

improvement 

Phase 2 Phase 3 Phase 4
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Overview of the Member State survey process 

Phase 1









Ongoing patient safety measurement work  

• Patient safety Member State Survey 2.0

• WHO Medication safety assessment tool 

• WHO Patient safety assessment tool for health care facilities 

• Global patient safety report 2025 

• Patient safety outcome indicators 

• Capacity building on  Patient safety incident reporting and 

learnings systems  



Patient Safety Incident Reporting and Learning Systems 

• Technical Guidance 

• Minimum information model

• Taxonomy and classification of patient 

safety incidents  

• Country capacity building 



56 ITEMS

“In the coming years we should focus on 

‘learning’ form patient safety data”   Key findings 

30% countries have 

designated a 

national institution 

for PS-RLS  

25% countries have 

incorporated patient 

safety indicators in 

HMIS 

Only 13% countries 

have conducted studies 

on burden of harm

Only 11% countries 

have integrated 

various safety 

surveillance systems 

Only 6% countries 

provide funds for 

patient safety research 

32%
countries have majority 
of health care facilities 
participating in a patient 
safety incident reporting 
and learning system 

CORE

Indicator 

52%

18%
countries publish an 
annual report on 
patient safety 

CORE

Indicator 





Strategic Objective 2: Key implementation areas

Country 

support

Design document & 

prototype

Iterations, Demo & 

Feedback

Iterations, Demo & 

Feedback

Production & 

Technical Support

Requirement Analysis

➢ Stakeholder engagement: different mechanisms for 
engagement, such as NSAs in official relations, WHO 
Collaborating Centres, MoU-based collaborations  

➢ Common understanding and shared commitment:

➢ Patient safety networks and collaboration: Global Patient 
Safety Network, Global Knowledge Sharing Platform

➢ Cross-geographical and multi-sectoral initiatives for patient 

safety: Global Ministerial Summits on Patient Safety, Global 
Patient Safety Collaborative 

➢ Alignment with technical programmes and initiatives: QoC, 
IPC, AMR, disease-specific programmes 
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“International collaborations have paid its 

dividend in global patient safety movement. 

We need to replicate and integrate efforts at 

national and sub national level.”   

Key findings 

65% countries have 

initiatives for engaging 

private sector in 

patient safety 

17% countries have 

established  coordination 

mechanism for various  

stakeholders 

20% countries have 

established national 

goals and targets for 

patient safety 

28% countries share 

best practices 

73% countries 

participate in global 

ministerial summits 

21%
Countries 
established a 
national patient 
safety network 

CORE

Indicator 

Countries have made 

efforts to integrate 

patient safety with 

other health system 

strengthening efforts   

80%



Patient Safety Flagship Team 

Patient Safety Flagship
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Country stories 
Moderator 

Sir Liam DONALDSON

WHO Envoy for 

Patient Safety

Policy 

development: 
Malta

Legislation 

and patient 
and family 
engagement: 

Sri Lanka

Point of care 

improvement 
programs: 
Cambodia

Incident 

reporting and 
learning 
systems: 

Morocco

Partnerships: 

Chile and the 
Philippines
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A dynamic process in motion

Awareness and early initiation exist, but 

implementation requires focused effort

Completed

30%

Work in progress 

44%

Not initiated

26%
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Huge potential, underfunded  

Patient safety is a policy priority, but only 

some countries have structured programs, 

and even fewer provide adequate funding

A dynamic process in motion

Awareness and early initiation exist, but 

implementation requires focused effort

Adequate financing, 11%

dedicated budget, 21%

patient safety programme , 29%

Patient Safety as priority , 55%
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Systems approach  

Increasingly, countries recognize the value 

of embedding a safety culture and human 

factors to enhance healthcare safety

Huge potential, underfunded  

Patient safety is a policy priority, but only 

some countries have structured 

programs, and even fewer provide 

adequate funding

A dynamic process in motion

Unsafe care can impact anyone, 

anywhere, regardless of income or care 

setting

26% endorse 

safety culture

23% applying 

human factors 

52% have a 

patient safety 

focal point 
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Systems approach  

Increasingly, countries recognize the value 

of embedding a safety culture and human 

factors to enhance healthcare safety

Huge potential, underfunded  

Patient safety is a policy priority, but only 

some countries have structured 

programs, and even fewer provide 

adequate funding

Focus on few clinical disciplines 

Though harm can occur in any setting, the 

current emphasis is on addressing high-

risk procedures

A dynamic process in motion

Unsafe care can impact anyone, 

anywhere, regardless of income or care 

setting
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Systems approach  

Increasingly, countries recognize the 

value of embedding a safety culture and 

human factors to enhance healthcare 

safety.

Huge potential, underfunded  

Patient safety is a policy priority, but only 

some countries have structured 

programs, and even fewer provide 

adequate funding

Focus on few clinical disciplines 

Though harm can occur in any setting, the 

current emphasis is on addressing high-

risk procedures

A dynamic process in motion

Unsafe care can impact anyone, 

anywhere, regardless of income or care 

setting

Patients are informed, not engaged 

Access to medical records and informed consent 

is common, but fully engaging patients in broader 

healthcare delivery still needs significant work.

80% has access to 

medical records 

68% have 

informed consent 

guidelines 

13% have patients 

in governing board 
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Systems approach  

Increasingly, countries recognize the 

value of embedding a safety culture and 

human factors to enhance healthcare 

safety.

Huge potential, underfunded  

Patient safety is a policy priority, but only 

some countries have structured 

programs, and even fewer provide 

adequate funding

Focus on few clinical disciplines 

Though harm can occur in any setting, the 

current emphasis is on addressing high-

risk procedures

A dynamic process in motion

Unsafe care can impact anyone, 

anywhere, regardless of income or care 

setting

Global skills gap

While patient safety education is crucial, 

there remains a substantial gap in training 

capacity.

Patients are informed, not engaged 

Access to medical records and informed consent 

is common, but fully engaging patients in broader 

healthcare delivery still needs significant work.

20% have patient 

safety curricula 

14% have training 

capacity 

25% defined 

patient safety 

competencies 
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Systems approach  

Increasingly, countries recognize the 

value of embedding a safety culture and 

human factors to enhance healthcare 

safety.

Huge potential, underfunded  

Patient safety is a policy priority, but only 

some countries have structured 

programs, and even fewer provide 

adequate funding

Focus on few clinical disciplines 

Though harm can occur in any setting, the 

current emphasis is on addressing high-

risk procedures

A dynamic process in motion

Unsafe care can impact anyone, 

anywhere, regardless of income or care 

setting

Global skills gap

While patient safety education is crucial, 

there remains a substantial gap in training 

capacity.

Evolving from reporting to learning

As the adoption of safety incident 

reporting systems increases, there is a 

need to leverage holistic learning from all 

data sources

Patients are informed, not engaged 

Access to medical records and informed consent 

is common, but fully engaging patients in broader 

healthcare delivery still needs significant work.

32% have reporting 

and learning 

systems 

25% reports 

patient safety 

indicators 

11% utilizes all 

channels of data
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Systems approach  

Increasingly, countries recognize the 

value of embedding a safety culture and 

human factors to enhance healthcare 

safety.

Huge potential, underfunded  

Patient safety is a policy priority, but only 

some countries have structured 

programs, and even fewer provide 

adequate funding

Focus on few clinical disciplines 

Though harm can occur in any setting, the 

current emphasis is on addressing high-

risk procedures

A dynamic process in motion

Unsafe care can impact anyone, 

anywhere, regardless of income or care 

setting

Global skills gap

While patient safety education is crucial, 

there remains a substantial gap in training 

capacity.

Evolving from reporting to learning

As the adoption of safety incident 

reporting systems increases, there is a 

need to leverage holistic learning from all 

data sources

Patients are informed, not engaged 

Access to medical records and informed consent 

is common, but fully engaging patients in broader 

healthcare delivery still needs significant work.

Bringing all stakeholders on board 

While countries are actively engaging partners, 

there is still potential for further involvement of 

the private sector and industry.

71% engage 

professional 

associations 

44% engage civil 

society 

35% engage  

industry 
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Thank you 



Alexandra Shaw

WHO Consultant 

Patient Safety Flagship

Integrated Health Services 

WHO Headquarters

Switzerland 

Introduction to group 
work



Objective

Develop a driver diagram to identify the specific actions which can be 

taken to develop a high-reliability system for safer care

• A driver diagram is a visual tool used to display the relationship between a specific goal 

or aim and the factors that influence or ‘drive’ its achievement
• Helps teams and organizations to articulate theories of change and improvement

• Helps link broad strategies to specific actions, facilitating a structured approach to 

problem-solving, implementation, and continuous improvement

• This exercise will help in developing the implementation guide for patient safety



Process

• The Global Patient Safety Action Plan 2021-2030 is available online for reference and 

a background document will be provided for each strategic objective

• Session 5 participants have been assigned to join a working group

• There will be six groups in total, each with a moderator and WHO focal point

• Moderators will introduce themselves, initiate a round of introductions of group 

members and brief the group on the task and questions. They will moderate the 

discussion to ensure equal participation

• The group will select a rapporteur to record and synthesise discussions

• Both a printed and powerpoint version of the driver diagram is available for the 

recording of discussions and to use for presenting back to the wider group 

• The rapporteur will present the summary of the discussion in the plenary session 

tomorrow



Components of a driver diagram:

• Aim: This is the overarching objective the we wants to achieve. It is typically framed 
in measurable terms, specifying what will improve, by how much, for whom, and by 

when.
• Primary Drivers: These are the key factors or high-level strategies that directly 

influence the achievement of the aim.
• Secondary Drivers: These are the specific actions or processes that support the 

primary drivers. Secondary drivers break down each primary driver into more 
detailed steps that contribute to its success.

• Change Ideas: These are the interventions or specific initiatives that are tested to 
influence the secondary drivers. Change ideas provide concrete actions the team can 
implement.



Reducing 
severe 

avoidable  
medication 

related harm 

by 50%  

Empowered Patients 
& Public 

Competent Health 
Care Professionals  

Safer Medicines 

Safer Systems & 
Practices of 

Medication 

 

Public awareness and aedication 
literacy   

Patient engagement   

Reporting by patients

Education & training 

Communication & teamwork

Capability at point of care 

Product quality & safety 

Naming, labelling & packaging  

Logistic , storage & disposal 

Leadership & governance  

Prescribing preparation &  
dispensing

Administration and patient 
monitoring

Patient Engagement Tool Kit 

Community Self Medication Advocates 

Media Campaign & Patient Story Banks 

Patient Reporting Portal 

Information Portal/  App 

NGO / Patients Group Involvement 

Patients as Educators 

Reducing Look alike Sound Alike Drugs 

Barcoding, Packaging, Labelling

Safety of traditional medicines 

SOPs for storage and transportation 

Production & Supply Chain Audits 

High Alert, Ever & Never List  

Medication Safety Pledge  

National Medication Safety Coordinators 

Medication Safety Assessment Tool 

Adverse Event Reporting & Learning  

High Risk Situation Medication 

Guidelines   

CPOE & Applications 

Medication Safety in Teaching 

Curriculum  
SOPs for Prescription & Administration 

Communication Guide for Transition of 

Care  
Medication Safety Champions 

Medication Reviews & Reconciliation 

Medication Safety Research Priorities  

Primary 
Drivers 

Secondary 
Drivers 

Change Ideas/ 
Actions  

Aim

Monitoring and evaluation

Right product at point of care

Involvement of patient organizations

Incident reporting and learning



Groups

Group 1 - Strategic Objective 1

Moderator: Melanie Leis

Note taker: Irina Papieva

Henrietta Hughes

Ingo Härtel
Ndella Konate

Reinavelle Jeunesse Mateo
Britta Gerloff

Aparna Singh Shah

Matteo Cesari
Upuli Wijemanne

Lydia Okutoyi
Patrizia Cuccaro

Group 2 - Strategic Objective 2

Moderator: Aidan Fowler

Note taker: Nikhil Gupta

Yin Shaqing

Tatiane Batista
Mustapha Elhousni

Tania Cardona
Giulia Dagliana

Michele Loiudice

Tuija Ikonen
Ferid Shannoun

Ratko Magjarević
Hardeep Singh

Group 3 - Strategic Objective 3

Moderator: Mondher Letaief

Note taker: Priyadarshani Galappatthy

Aline Cristina Pedroso

Mark Graber
Julia Tainijoki-Seyer

Federico Manetti
Carmen Crock

Kor Virya

Frédéric Cave

Carmel Moran
Tomris Özben

Caroline Samer
Gustavo Faissol Janot de Matos
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Group 4 - Strategic Objective 4

Moderator: Helen Haskell

Note taker: Ayda Taha

Alex Adusei

Terence Vanginkel Wilde
Hussein Jafri

Antonia Gama
Maria Pilar Astier Peña

Ogusa Shibata

Annegret Hannawa
Sue Sheridan

Robert Velickovski
Mustapha Elhousni

Group 5 - Strategic Objective 5

Moderator: Paulo Sousa

Note taker: Alexandra Shaw

Javiera Esperanza Fuentes Contreras

Edwardo Haughton
Angeliki Karaiskou

Robert Velickovski
Ludjie Love Smeisschelle Merilan

Kazumi Tanaka

Wolf Hautz
Blerta Maliqi

Albert Wu

Group 6 - Strategic Objective 6

Moderator: Neelam Dhingra

Note taker: Diana Zandi

Laura Zwaan

Anthony Staines
Kelly M Smith

Malathi Arshanapalai
Ali Asery

Nurshaim Tilenbaeva

Jitendra Nath Srivastava
Abdulelah Alhawsawi

Masaru Kurihara
Shin Ushiro
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implementation science in 
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Objectives

• Explain the importance of 
“implementation science to 
effective DXE interventions

• Explain why implementation 
must incorporate local 
knowledge

• Describe”4 Es” for 
translating research into 
practice

Wu 2024



Implementation Research

DEFINITION

• The scientific study of methods to promote the systematic 
uptake of research findings and other evidence-based 
practices into routine practice, and, hence, to improve the 
quality and effectiveness of health services and care

• This relatively new field includes the study of influences on 
healthcare professional and organizational behavior.

Wu 2024



Implementation as 
Bridge Building

• …between research & 
practice

• (Also, between providers & 
consumers)

• To facilitate uptake of 
effective procedures in 
specific healthcare settings  

• Goal is to get things to work 

Wu 2024



Generalizable Knowledge, Local Knowledge

Each health care setting is a unique implementation task

• Intervention based on generalizable knowledge

• Implementation must incorporate local knowledge
• Organizational culture
• Financial constraints
• Resource availability (such as IT support)
• Provider beliefs and attitudes 
• Person / family beliefs / attitudes

• Integration of local knowledge requires problem-solving that 
adapts and improvises to accommodate prevailing local 
conditions 

Wu 2024



Example

Delayed communication, 
follow-up and resolution of 
abnormal mammograms limits 
early detection efforts and 
causes psychological distress 
and anxiety

INTERVENTION
Radiology department contacts 

women directly rather than 

waiting for provider to 

communicate results

EFFICACY
Increased rate of follow up 

testing and resolution 

Wu 2024



Voltage Drop: From Potential Efficacy of Intervention to 
Actual Results

Eisenberg J. JAMA 2000



Identify  
Local Barriers to 
Implementation

• The intervention will be part 
of a work process

• What is the context 
surrounding this work?

• Walk through steps with 
provide to observe what is 
required to implement 
intervention
• Where are the failure 

points?
• What could be done to 

improve compliance?

Wu 2024



Copyright © 2012 American Medical 
Association. All rights reserved.

From: Cabana M et al.  Why Don't Physicians Follow Clinical Practice Guidelines?: A Framework for 

Improvement

JAMA. 1999;282(15):1458-1465. doi:10.1001/jama.282.15.1458



If you want to truly 

understand something, try 

to change it.  

-Kurt Lewin (founder of modern social psychology 

and change theory)

Change is Hard

Wu 2024



Understanding 
Context

• To help understand the context 
in which the intervention will be 
implemented, ask all 
stakeholders why it is difficult or 
easy for them to comply with 
recommended practices

• Listen carefully and learn what 
staff may gain or lose from 
implementing the intervention 



Measure 
Performance

Need performance measures

• How often do patients actually 
receive the recommended 
intervention (process measures)

• Do patient outcomes improve 

(outcome measures)

• Outcome measures are preferred 
if valid and feasible



Measures
• Teams use quantitative 

measures to determine if a 
specific change actually leads to 
an improvement.

• Many sequential, observable 
tests 

• Gather "just enough" data to 
learn and complete another 
cycle 

• "Small tests of significant 
changes" accelerates the rate of 
improvement



Strategy for 
Translating 
Evidence to 
Practice

• Simplify the steps

• Identify local barriers 

• Understand context

• Measure performance

• Ensure reliability

Pronovost, BMJ 2008
Wu 2024



Ensure All 
Patients Receive 
the Intervention 

• Most complex stage:     
Ensure that all patients get 
the intervention

• Interventions must fit local 
system, including culture 

and resources

• 4 “Es”
• Engage
• Educate

• Execute
• Evaluate

The 4 “Es”

Wu 2024



Engage
• Share real life stories of 

patients

• Estimate the harm attributable 

to omitting the intervention in 
the local organization based 
on their own data

• Inform each unit of its annual 
number of delayed 
notifications



Educate
• All relevant staff 

• Published evidence 
supporting the proposed 
intervention

• Concise summary

• Checklist of the evidence? 



Execute
• Design an implementation 

manual or toolkit based on 
identified barriers to 

implementation

• Based on 3 principles for 
redesigning care 

• standardize care processes

• create independent checks 
(such as checklists)

• learn from mistakes 



Evaluate

Process Measures 

• Numbers of 

Processes delivered 

per mammogram

• Time to treatment

Outcome Measures

• PREMS and 

PROMS



“Let our advance 
worrying become 
advance thinking 
and planning.”

      Winston 
Churchill



SUMMARY

• Implementation requires generalized and local knowledge                  
(technical + adaptive work)

• A strategy to translate evidence into practice includes steps to
• Simplify the process
• Identify local barriers 
• Understand context
• Measure performance

• Ensure reliable uptake by following ”4 Es”
• Engagement, Education, Execution, Evaluation

• Can be applied to LMIC

• Add consideration of barriers and evaluation to DXE 
Implementation Model

Wu 2024



Questions?





awu@jhu.edu



Sir Liam DONALDSON
WHO Envoy for 
Patient Safety
WHO HQ
Switzerland  

Closing remarks of 
Day 2  
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