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Clean Care is Safer Care  Safe Surgery Saves Lives 

    

Previous Global Patient Safety 
Challenges 

5 moments of hand hygiene 



“The WHO 2002 resolution formally elevated 

patient safety to a global priority. The response 

to patient harm has moved away from blaming 

the culprits in individual acts of negligence, 

towards putting in place integrated systems that 

minimize opportunities for errors to occur in the 

first place.”  

“Above all,  patient safety lies at the heart of 

high-quality people-centred care.” 
 

Delivering Safer Health Care 

Dr Margaret Chan, Director General World Health Organization February 2016 
 



The Burden of Patient Safety 

1 in 10! 
Clinical problem 
Human problem 
Economic problem 
System problem 
Community problem 



The  
Burden of 

Medication 
Harm 

• In the United States alone, medication 
errors cause at least 1 death every day 
and injure over 1 million people annually.  

• In low- and middle-income countries, the 
impact is about twice as much in terms of 
years of healthy life lost.  

• The global cost of medication errors has 
been estimated at US$ 42 billion annually, 
almost 1% of all money spent on health 
care. 

Bennett S 2017. WHO launches global effort to halve medication-related errors in 5 years. 
http://www.who.int/mediacentre/news/releases/2017/medication-related-errors/en/ 



The Third 
Global 
Patient 
Safety 

Challenge 
-  

Medication 
Without 

Harm 

The Third Global Patient Safety Challenge looks at 
four major domains in medication errors.  

• Patients and the public 

• Health professionals,  

• Systems and practices 

• Medications  

It prioritizes three key areas of harm that are 
common worldwide. 
• High-risk medications 
• Use of multiple medications (polypharmacy) 
• Transitions of care 



http://www.who.int/patientsafety/medication-safety/en/ 

WHO Patient Safety: Medication Without Harm 
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WHO Global Patient Safety Challenge 

Medication Without Harm  

Global Launch, 29 March 2017  



Regional launch events 

Eastern Mediterranean region  

Western Pacific region 



 

Expert Consultation: Early global action to 

support implementation  

11-13 December 2017, Geneva   

 Education and training in medication safety 

 Implementation of the Challenge 

 Evaluation tools and methodologies for 

measuring progress and impact of the 

Challenge 

 Patient Tool: “5 Moments for  

 Medication Safety” 

 Identifying research priorities in  

 medication safety 



Key action area: Polypharmacy 
 

Source: Polypharmacy Management by 2030: a patient safety challenge, 2nd Edition.  
Coimbra: SIMPATHY Consortium, 2017 



Key strategies Description 

Failure mode effects 

analysis (FMEA) and self-

assessments 

Proactively identify risks and how they can be 

minimized 

Forcing functions and fail-

safes 

Build in safeguards to prevent or respond to failure 

Limit access or use Use constraints (e.g. restriction of access or 

requirement for special conditions or authorization) 

Maximize access to 

information 

Use active means to provide necessary information 

when critical tasks are being performed 

Constraints and barriers Use special equipment or environmental conditions 

to prevent hazard from reaching target 

Standardize Create clinically sound, uniform models of care or 

products to reduce variation and complexity 

Simplify Reduce number of steps, handoffs (handovers) 

without eliminating crucial redundancies 

Centralize error-prone 

processes 

Transfer to external site to reduce distraction of staff 

with expertise, with appropriate quality control 

checks 

Preparation to respond to 

errors 

Have antidotes, reversal agents or remedial 

measures readily available and assure staff are 

appropriately trained to manage an identified error 

Source: ISMP medication safety alert. Institute for Safe Medication Practices; 2013 
 (http://www.ismp.org/Newsletters/acutecare/showarticle.aspx?id=45 

Key action area: High-risk 
situations 

http://www.ismp.org/Newsletters/acutecare/showarticle.aspx?id=45


Source: The high-5 project implementation guide. Assuring medication accuracy at transitions 
in care: Medication reconciliation. Geneva: WHO 

Key action area: Transitions 



Global Campaign 

http://www.who.int/patientsafety/medication-safety/campaign/en/  
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Medication 
Without 

Harm: 
Real-life 

Stories 

http://www.who.int/patientsafety/medication-safety/photostory/en/ 
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Campaign 
Materials 

http://www.who.int/patientsafety/medication-safety/campaign/en/ 
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"Over the years, I have spoken to many people 

who have lost loved ones to medication-related 

errors. Their stories, their quiet dignity and their 

acceptance of situations that should never have 

arisen have moved me deeply. It is to the 

memories of all those who have died due to 

incidents of unsafe care that this Challenge 

should be dedicated.” 

Medication Without Harm - Global Patient Safety Challenge on Medication Safety. Geneva: 
World Health Organization, 2017. http://www.who.int/patientsafety/medication-safety/en/ 

Sir Liam Donaldson 
WHO Envoy for Patient Safety 
 



Domain 1: Patients and the Public 

Medication Without Harm - Global Patient Safety Challenge on Medication Safety. Geneva: World Health Organization, 2017. Licence: CC BY-NC-SA 3.0 IGO  
http://www.who.int/patientsafety/medication-safety/en/ 

Patients and the public 

Patients and the public are not 
always medication-wise. They are 
too often made to be passive 
recipients of medicines and not 
informed and empowered to play 
their part in making the process of 
medication safer. 



Patient Knowledge: Common Gaps 

Names of 
their 

medicines 

Reasons for 
taking a 

medicine 

Correct 
dosage 

Interactions 
and side 
effects 

When to stop 
a medicine 

Risks of 
excessive drug 

use 



Actions 
patients can 

take 
regarding 

their 
medications 

 Keep a record of all medicines in a 

medication list or passport 

 Use a medication app or pill sorter to 

keep track of medication schedule 

 Look up information on high-risk drugs 

and interactions 

 Report drug reactions immediately to 

health care provider 

 Report drug reactions to national health 

regulators and drug manufacturers 





Example  
of a 

Medication 
Passport 

https://www.consumermedsafety.org
/assets/Personal_Medicine_List.pdf 



Example of  
A Medication 

App 

MyMedRec 

http://myhealthapps.net/app/details/46/mymedrec 



WHO Programme members 
Currently, 127 countries are 
full members of the WHO 
Programme for International 
Drug Monitoring. Click on a 
country to see its membership 
status, date of joining and the 
name of the national 
pharmacovigilance centre or 
authority. 
 
Dark blue: Full 
member  Light blue: Associate 
member White: Non-member 

 
Uppsala Monitoring Centre                     https://www.who-umc.org/            

Pharmacovigilance 

*This map is an approximation of actual country borders.  

https://www.who-umc.org/
https://www.who-umc.org/
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How You Can Help 

• Download and share the Challenge materials 

• Contact your health ministry about the Challenge 

• Become an educated patient and teach others to do the same 

• Report adverse events to your health care providers 

• Send us your medication safety stories 

• Join our medication safety email list 



Join our email list! 

For discussion, resources, and updates on how to be 

involved in the Global Patient Safety Challenge, please join 

the Patients and the Public medication safety email list.  

Email medsafetyptp@gmail.com to be added to the list. 

 

mailto:medsafetyptp@gmail.com




THANK YOU! 

Helen Haskell 

Haskell.helen@gmail.com 


