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PATIENT SAFETY AS A HEALTH 
SYSTEM PROBLEM: IOM









WHO AND PATIENT 
SAFETY

2002: WHA55.18 resolution: Quality of care-patient safety

2004: official launch of the WHO World Alliance for Patient Safety –
WHO Patient Safety Program

Since 2004: 

-over 140 countries have worked to address challenges of unsafe 
care

-WHO Patient Safety grew into a multi task program working with 
a health system perspective



DESPITE ALL EFFORTS, THE 
SITUATION REMAINS GRIM. WHAT 

IS MISSING?
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•Improving people’s health and well being;

•Responding to people’s expectations;

•Providing protection against the costs of ill-health.

Health systems: all the

institutions, people and actions

whose primary purpose is to

improve health. WHO, 2000



THE SWISS CHEESE MODEL

• The modern field of systems analysis was 

pioneered by the British psychologist 

James Reason

• most accidents result from multiple, smaller 

errors in environments with serious 

underlying system flaws. 

• introduced the Swiss Cheese model to 

describe this phenomenon. In this model, 

errors made by individuals result in 

disastrous consequences due to flawed 

systems—the holes in the cheese. 





MAJOR CHALLENGES

FRAGMENTATION



MAJOR SYSTEMIC 
CHALLENGES

• …of Health Services relates to 

the coexistence of several units 

or facilities that are not 

integrated into a single network 

and or services at different 

levels of care that are not 

coordinated among themselves;

PAHO, 2011

FRAGMENTATION
Poor Performance

Barriers to access

Poor Quality

Irrational/inefficient use

High Cost

Low Satisfaction









WHY DO ADVERSE EVENTS 
HAPPEN?

• In any system that involves humans, error is inevitable

• Ambient conditions and system design increase the likelihood 

of error

• Error has been described as “essential friction” within all 

systems



SOURCES OF SYSTEM ERROR

• Culture

• Education/training

• System design

• Resource availability

• Lack of communication

• Human factors
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EGYPT’S CHALLENGES
• Egypt, like many other countries in the region, is facing 

several new health challenges. 

• Vulnerability to global health threats is increasing. 

• The HIV infection rate in the Middle East and North 

Africa is rising rapidly. 

• Two countries bordering Egypt (Libya and Sudan) have 

two of the highest rates of new infections in the region. 

• The burden of non-communicable diseases in Egypt is 

increasing. 



EGYPT’S CHALLENGES (CONT)
• The main challenge for the health system is the lack of 

capacity of the different stakeholders, mainly linked to 

financial problems. 

• With low wages, poor training in managerial skills, and few 

incentives for change, it is difficult for the Ministry of Health to 

create change. 

• Health is strongly affected by the performance of other sectors: 

safe water, sanitation, electricity, transportation, and education 

directly affect health.

• Ultimately, civil society has an important role and has to act as 

a watchdog to protect the best interests of patients. Finally, 

good governance (with several reforms under way) will be a 

cornerstone of health reforms.

Saleh Wael Fayek. Reforming Egypt's health system: is it that simple? BMJ 2006; 
333 :859



THE PROBLEM IS IN THE SYSTEM
SO IS THE SOLUTION!

• Solutions, therefore, must be approached at the systems level 

and supplemented with a change in safety culture

• prioritize the improvement of nontechnical skills such as 

teamwork, communication, and accountability, as reflected by 

the development of various checklists and safety campaigns. 



CHALLENGES AND PRIORITIES

• Leadership

• Culture and awareness

• Lack of a systems approach

• Interdisciplinary team work

• Inadequate training on patient safety 

• Inadequately educated patient population

• Lack of continuity and sustainability

• Poor resources for health



ROADMAP TO IMPROVEMENT?

Integration & partnership at all 

levels will be key



International 

• WHO

• AHRQ, IHI, WAPS 

Regional 
• Regional PS Center

National 

• Parliament

• Ministries: Health, MOF, MOC, MOP, MOE 

• NGO, EPSA, APSA

Organizational 

• Culture         Leadership

• Quality-focused departments

• Interdepartmental  collaboration 
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LEADERSHIP

Model for a Health Systems 

Approach towards improving 

Patient Safety
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CONCLUSION

• Safety is a fundamental principle of patient care and a critical 

component of quality management. 

• Its improvement demands a complex system-wide effort, 

involving a wide range of actions 

• embraces nearly all health care disciplines and actors, and 

thus requires a comprehensive multifaceted approach to 

identifying and managing actual and potential risks to patient 

safety in individual services and finding broad long-term 

solutions for the system as a whole. 




