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A health system perspective on
patient safety
• The burden and cost of patient harm and
balancing prevention and failure costs (based
on literature reviews)
• Impact and costs of patient safety
interventions; rating and choosing the best
buys (based on literature and a survey
amongst a panel of 8 expert and policy
makers from 15 countries)

Patient harm is the 14th leading cause of the global disease burden.
This can be compared to tuberculosis and
malaria. The majority of this burden falls on the developing countries.

DALY’s attributable to patient harm in
OECD countries

Most research on the cost of patient harm has focused on the acute
care setting in the developed world where the
disease burden can be compared to chronic conditions such as
multiple sclerosis and some types of cancer.

sepsis; pressure ulcers; inpatient hip fractures due to falls; VTE; central line infections; deaths in lowmortality conditions

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

Related costs outside the hospital
• Less is known about harm in primary and
ambulatory care. Research indicates that wrong
or delayed diagnosis is a considerable problem.
Some studies suggest that every adult in the
United States can expect to be harmed as a result
of diagnostic error at some point in their lifetime.
• 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.

Many adverse events are preventable. For example improving
patient safety in US Medicare hospitals is estimated to have
saved USD 28 Billion between 2010 and 2015.

Furthermore the costs of prevention are
dwarfed by the cost of failure.
• .

Strategies to turn health care into a high
reliability industry

Patient safety interventions included in the snapshot survey
(scoring of perceived impact and costs by 8 experts and policy
makers in 15 countries)

Highest and lowest impact and cost ratings for
individual interventions, all respondents (n=23)

Average impact and cost ratings for all
42 interventions (n=23)

Most and least favourable impact/cost

Frequency of interventions included in
OECD context ‘best buys’ bundles (n=22)
3.18 Patient identification and procedure matching protocols
3.17 Patient hydration and nutrition standards
3.16 Response to clinical deterioration
3.15 Acute delirium & cognitive impairment management programs
3.14 Falls prevention protocols
3.13 Pressure injury (ulcer) prevention protocols
3.12 Clinical care standards
3.11 VTE prevention protocols
3.10 Peri-operative medication protocols
3.9 Operating room integration and display checklists
3.8 Procedural / surgical checklists
3.7 Ventilator-associated pneumonia minimisation protocols
3.6 Central line catheter insertion protocols
3.5 Urinary catheter use and insertion protocols
3.4 Aseptic technique protocols and barrier precautions
3.3 Smart infusion pumps and drug administration systems
3.2 Transcribing error minimisation protocols
3.1 Medication management / reconciliation
2.14 Medical equipment sterilisation protocols
2.13 Blood and blood management protocols
2.12 Antimicrobial stewardship
2.11 Hand hygiene initiatives
2.10 Infection detection, reporting and surveillance systems
2.9 Building a positive safety culture
2.8 Human resources interventions
2.7 Digital technology solutions for safety
2.6 Clinical communication protocols and training
2.5 Person- and patient-engagement initiatives
2.4 Monitoring and feedback of patient safety indicators
2.3 Integrated patient complaints reporting system
2.2 Clinical incident reporting and management system
2.1 Clinical governance systems and frameworks related to safety
1.10 A national agency responsible for patient safety
1.9 National interventions based on specific safety themes
1.8 System-level public engagement and health literacy initiatives
1.7 No-fault medical negligence legislation
1.6 Electronic Health Record (EHR) systems
1.5 Professional education and training
1.4 Pay-for performance schemes for patient safety
1.3 Mandatory reporting of specified adverse events
1.2 Public reporting of patient safety indicators
1.1 Safety Standards linked to accreditation and certification
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Most frequently selected for OECD
countries
• 1.5 Professional education and training (14 times)
• 2.1 Clinical governance systems and frameworks (13 times)
• 1.1 Safety standards linked to accreditation and
certification (11 times)
• 2.5 Person- and patient-engagement strategies (9 times)
• 1.6 EHR systems (9 times)
• 1.9 National interventions based on specific safety themes
(9 times)
• 1.7 No-fault medical negligence legislation (8 times)
• 1.10 A national agency responsible for patient safety (8
times).

Frequency of interventions included in
LMIC context ‘best buys’ bundles (n=19)
3.18 Patient identification and procedure matching protocols
3.17 Patient hydration and nutrition standards
3.16 Response to clinical deterioration
3.15 Acute delirium & cognitive impairment management programs
3.14 Falls prevention protocols
3.13 Pressure injury (ulcer) prevention protocols
3.12 Clinical care standards
3.11 VTE prevention protocols
3.10 Peri-operative medication protocols
3.9 Operating room integration and display checklists
3.8 Procedural / surgical checklists
3.7 Ventilator-associated pneumonia minimisation protocols
3.6 Central line catheter insertion protocols
3.5 Urinary catheter use and insertion protocols
3.4 Aseptic technique protocols and barrier precautions
3.3 Smart infusion pumps and drug administration systems
3.2 Transcribing error minimisation protocols
3.1 Medication management / reconciliation
2.14 Medical equipment sterilisation protocols
2.13 Blood and blood management protocols
2.12 Antimicrobial stewardship
2.11 Hand hygiene initiatives
2.10 Infection detection, reporting and surveillance systems
2.9 Building a positive safety culture
2.8 Human resources interventions
2.7 Digital technology solutions for safety
2.6 Clinical communication protocols and training
2.5 Person- and patient-engagement initiatives
2.4 Monitoring and feedback of patient safety indicators
2.3 Integrated patient complaints reporting system
2.2 Clinical incident reporting and management system
2.1 Clinical governance systems and frameworks related to safety
1.10 A national agency responsible for patient safety
1.9 National interventions based on specific safety themes
1.8 System-level public engagement and health literacy initiatives
1.7 No-fault medical negligence legislation
1.6 Electronic Health Record (EHR) systems
1.5 Professional education and training
1.4 Pay-for performance schemes for patient safety
1.3 Mandatory reporting of specified adverse events
1.2 Public reporting of patient safety indicators
1.1 Safety Standards linked to accreditation and certification
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The most frequently selected interventions for the
LMIC context across all respondents

• 1.5 professional education and training (16 times)
• 2.10 Infection detection and surveillance systems
(9 times)
• 2.11 Hand hygiene initiatives (8 times)
• 1.9 National interventions based on specific
safety themes (8 times)
• 1.1 Safety standards linked to accreditation and
certification (8 times)

Strong associations in the network of
OECD countries
• 1.5 Professional education and training, 2.1
Clinical governance systems and frameworks
related to safety, 2.5 Person- and patientengagement, 2.9 Building a positive safety culture
and 1.10 A national agency responsible for
patient safety.
• 1.1 Safety Standards linked to accreditation and
certification, 1.9 National interventions based on
specific safety themes, 1.2 Public reporting of
safety indicators and 2.2 Clinical incident
reporting and management system.

A systems approach to improving safety
at national level
• .

Key Messages Economics Patient
Safety
• Patient safety is a critical policy issue.
• The cost to patients, healthcare systems and societies is
considerable
• Most of the burden is associated with a few common
adverse events.
• Greater investment in prevention is justified
• Solid foundations for patient safety need to be in place
• Active engagement of providers and patients is critical.
• Innovation at the clinical level is enhanced through national
leadership
• Practical approaches exist to identify national priorities for
action
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