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U.S. National Academy of Sciences (1863)

The academy shall, whenever called upon by any department of the government, 

investigate, examineé and report upon any subject of science or art,é

1970 Institute of Medicine founded to advise & improve health of people everywhere.

The New York Times describes the IOM as ñthe most esteemed and authoritative adviser 
on issues of health and medicine, and its reports can transform medical thinking around 
the world.ò 

July 1, 2015 IOM is reconstituted as the National Academy of Medicine



The IOM Quality Series

Foundational Reports

1999 2001



To Err is Human: Building a Safer Health System

ÅMedical errors can be defined as the failure of a planned 

action to be completed as intended or the use of a wrong 

plan to achieve an aim

ÅThe majority of errors are caused by faulty systems, 

processes, and conditions that lead people to make 

mistakes or fail to prevent them

Å44,000 - 98,000 people die in US hospitals each year as 

a result of preventable medical errors

ÅErrors cost $17 billion ï$29 billion per year in hospitals 

in the US

However, more recent data indicate that these numbers 

may be substantially higher (James, 2013, JPS)



Crossing the Quality Chasm: A New Health System 

for the 21st Century (2001)

ÅDescribed broader  

quality issues and 

defines six aimsðcare 

should be 

Åsafe, 

Åeffective, 

Åpatient-centered, 

Åtimely, 

Åefficient and 

Åequitable

2001



Crossing the Quality Chasm: 

Redesign a New Health System for the 21st Century



IOM Work on Quality



Patient Safety Movement



The ñTo Err is Humanò report and the 

patient safety literature 

(Stelfox et al, 2006)

Editorials, letters, reviews, 

guidelines, and other items
Research awards

Stelfox, 2006, Qual Saf

Health Care
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Patient Quality & Safety Movement: 

Worldwide

2000

An 

Organization 

with a Memory
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Where are we now?

ÅEven countries that are pioneers in patient safety, 

such as the US and UK, still struggle, e.g.,

ïNumber of preventable hospital associated deaths 

estimated to be over 200,000 each year in the US

ïEuropean data consistently show that medical errors and 

health-care related adverse events occur in 8% - 12% of 

hospitalizations

ÅNational Patient Safety Foundation Survey (2015): 

ñAlthough the current evidence regarding overall 

improvement in patient safety is mixedéthe majority 

of the panel felt that overall health care is safer than 

in the past.ò



Beyond Mortality - The Burden of 

Medical Error: United States

Å1 in 10 patients develops an adverse event during 

hospitalization (AHRQ Efforts, 2014)

ÅMore than 700,000 outpatients are treated in the emergency 

department every year for an adverse event caused by a 

medication

ï120,000 of these patients require hospitalization (Budnitz et al. 2006)

ÅOne-third of Medicare beneficiaries in skilled nursing facilities 

experienced an adverse event; half of these events were 

deemed preventable (OIG 2014)



Principles of Safe Patient Care

ÅThe Importance of Culture in achieving Safe Patient 

Care

ÅAchieving Effective Communication and Teamwork

ÅPatient Centered Culture ïengagement & empowerment

ÅMoving from Blame to Accountability

ÅManaging Behavior (www.justculture.org)

ÅDisclosing Unanticipated Outcomes

ÅPerformance Measurement & Measuring our Progress

ÅMeasuring Safety Culture:  Safety Attitude Questionaire

http://www.justculture.org/
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Measuring Safety Culture:  SAQ 

Two overall domains of interest:

ïTeamwork Climate (interaction norms: <60% needs action)

ïSafety Climate (pt safety norms: <60% needs action)

Three supporting domains:

ïStress Recognition (threat awareness/believability 
barometer: <40% needs action)

ïResilience (pace/intensity barometer: <60% needs 
action)

ïWork Life Balance (self care norms: descriptive 
only/no threshold)



Managing Behavior 
(www.justculture.org)

Reckless

Behavior

Intentional Risk-Taking

Manage through:

ÅRemedial action

ÅDisciplinary action

At-Risk

Behavior

Unintentional Risk-Taking

Manage through:

ÅRemoving incentives for 

At-Risk Behaviors

ÅCreating incentives for 

healthy behaviors

ÅIncreasing situational 

awareness

Human

Error

Product of our current 

system design

Manage through changes in:

ÅProcesses

ÅProcedures

ÅTraining

ÅDesign

ÅEnvironment

Console Coach Punish

Note that this is a continuum



Investing in patient safety wisely requires good 
knowledge about the strength and flaws of our  
national systems, our hospitals, our practices

ïIngo Härtel (2017)



OECD Health System Performance 

Assessment Framework



Patient Safety Global Action Summit 

9-10 March 2016, London, UK

ÅPolitical commitment and leadership,

ÅPolicies that encourage and enable patient 

safety improvement,

ÅParadigm shift: providing a safe space for 

people to report,

ÅPerformance measurement: benchmarking, 

developing indicators and data systems,

ÅPatient safety movement: a call for urgent action 

by governments.



Current & Emerging Issues in Patient Safety
(Expert Workshops)

ÅEconomy and Efficiency of Patient Safety

ÅPrevention and Control of Infectious Diseases

ÅGlobal Patient Safety ïPerspectives from 

LMICs

ÅPatient Safety and mHealth, Big Data, and 

Handheld Devices

ÅIncreased Safety of Diagnostics and Treatment ï

Checklists and Other Tools

ÅSafety of Medication Therapy



Economy and Efficiency of Patient 

Safety



Key Findings on the Costs of Failure
(OECD, 2017)

Å Patient harm is the 14th leading cause of the global disease burden.

Å Most research on the cost of patient harm has focused on the acute care 

setting in the developed world. 

Å The financial impact of safety failure is considerable. Approximately 15% of 

total hospital activity and expenditure is a direct result of adverse events. 

The most burdensome adverse event types include venous 

thromboembolism, pressure ulcers, and infections 

Å Less is known about harm in primary and ambulatory care. Research 

indicates that wrong or delayed diagnosis is a considerable problem. 

Å The flow-on and indirect costs of harm include loss of productivity and 

diminished trust in the healthcare system. In 2008, the economic cost of 

medical error in the US was estimated to be almost USD 1 trillion. 

Å The costs of prevention are dwarfed by the cost of failure. 

ï For example improving patient safety in US Medicare hospitals is estimated to have saved 

USD 28 Billion between 2010 and 2015. 



National efforts to reduce harm and improve 

safety can deliver considerable savings



Prevention and Control of Infectious Diseases

Å Burden of health care-associated infections in Europe and 

worldwide

Å WHO core components for infection prevention and control

ï Implementation in LMICs

Å How to measure the degree of implementation? Establishment of 

surveillance systems, external assessments vs self-assessment

Å The special problem of sepsis: how to prevent and recognize it

Å Best Practices

ï 10-year sustained IPC national programme in Chile

ï The development of a European surveillance system for HAI

ï National monitoring IPC indicators in Liberia

ï Duplication of hand rub consumption in Germany within 10 years

ï The sepsis campaign in England 



Antimicrobial Resistance (AMR)

OôNeill, 2016

A continued rise in 

resistance by 2050 would 

lead to 10 million people 

dying every year and a 

reduction of 2% to 3.5% 

in Gross Domestic Product 

(GDP). It would cost the 

world up to 100 trillion USD.


