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Objetivos de la presentación

• Discutir la importancia de la medición y su 
impacto en el nivel de seguridad al paciente.

• Contribuir a la discusión sobre como 
monitorear la seguridad de la atención al 
paciente.
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SEVENTY-SECOND WORLD HEALTH ASSEMBLY A72/26 
Provisional agenda item 12.5 25 March 2019 

Patient safety 

Global action on patient safety 

Report by the Director-General 

1. In January 2019, the Executive Board at its 144th session noted an earlier version of this report;1 

the Board then adopted resolution EB144.R12. 

2. The global landscape of health care is changing and health systems operate in increasingly 

complex environments. While new treatments, technologies and care models can have therapeutic 

potential, they can also pose novel threats to safe care. Patient safety is now being recognized as a large 

and growing global public health challenge. Global efforts to reduce the burden of patient harm have 

not achieved substantial change over the past 15 years despite pioneering work in some health care 

settings. Safety measures – even those implemented in high-income settings – have had limited or varying 

impact, and most have not been adapted for successful application in low- and middle-income countries.  

3. All Member States and partners are striving to achieve universal health coverage and the 

Sustainable Development Goals. However, the benefits of increased access to health care have been 

undermined by service structures, cultures and/or behaviours that inadvertently harm patients and may 

lead to fatal consequences. Global action on patient safety will enable universal health coverage to be 

delivered while reassuring communities that they can trust their health care systems to keep them and 

their families safe. Policy-makers will want to assure that, in planning and resourcing their vision of 

universal health coverage, they are not presiding over flawed and wasteful models of care.  

GLOBAL BURDEN OF PATIENT HARM IN HEALTH CARE 

4. It is estimated that 64 million disability-adjusted life years are lost every year because of unsafe 

care worldwide. This means that patient harm due to adverse events is probably one of the top 10 causes 

of death and disability in the world.2 Available evidence suggests that annually 134 million adverse 

events due to unsafe care occur in hospitals in low- and middle-income countries, contributing to 

                                                           

1 See document EB144/29 and the summary records of the Executive Board at its 144th session, sixteenth meeting, 

section 2 and seventeenth meeting, section 3. 

2 Presentation at the “Patient Safety – A Grand Challenge for Healthcare Professionals and Policymakers Alike” a 

Roundtable at the Grand Challenges Meeting of the Bill & Melinda Gates Foundation, 18 October 2018 

(https://globalhealth.harvard.edu/qualitypowerpoint, accessed 5 November 2018). Forthcoming paper based on data from 

National Academies of Sciences, Engineering, and Medicine. Crossing the global quality chasm: Improving health care 

worldwide. Washington (DC): The National Academies Press; 2018 (https://www.nap.edu/catalog/25152/crossing-the-

global-quality-chasm-improving-health-care-worldwide, accessed 13 February 2019). 
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migrant populations, as well as children and patients with chronic conditions, will ensure prioritization 

of interventions.  

19. Patients, families and communities are the co-producers of health. They have a central role in 

ensuring people-centred care. Engaging patients, families and caregivers is a key to the provision of safe 

care. Action must be taken to empower them and build their capacities as informed and knowledgeable 

health care partners. Health care organizations should provide a platform to ensure that the voice of 

patients is heard in shaping policy design and implementation processes, and to foster collaboration 

among patients, families, communities, health care providers and policy-makers. Public campaigns 

should be promoted as a way to increase people’s awareness of their roles in ensuring safe care, as well 

as their rights to receive such care. Safe care and protection from harm should be the right of every 

individual treated in a health care system. Countries should consider developing and implementing 

patients’ rights charters as a vehicle for pursuing this goal. 

20. Effective leadership and availability of a competent and compassionate workforce is a 

prerequisite for the provision of safe care. Patient safety concepts and principles should become an 

indispensable part of clinical training, education and continuous professional development for all 

categories of health care professionals. Patient safety requires care processes to be redesigned and 

standardized procedures implemented at all levels of the health care system in order to make them less 

susceptible to human errors. 

21. Availability of information on the extent, types and causes of errors, adverse events and near 

misses is central to the development and implementation of patient safety policies, strategies and plans. 

Hence, establishment of reporting and learning systems on adverse events should be given a special 

priority among other interventions to address patient safety. The reporting environment should be open, 

fair, blame-free and non-punitive to encourage health care professionals to report and learn from 

incidents and to provide an opportunity for patients, their families and caregivers to report on their 

experiences. There is also a need for more rigorous studies to estimate the overall burden of unsafe care.  

22. Application of digital technologies is indispensable in the 21st century for implementing patient 

safety interventions, and monitoring and measuring their impact. In an era in which health care delivery 

systems are becoming increasingly complex, digital technology can help to support and enhance critical 

elements of patient safety, including incident reporting and the analysis of such reports to derive the 

lessons learned, monitoring of patient safety interventions, education and training of health care 

professionals, patient and family engagement and organizational learning. 

23. Mainstreaming the multidimensional concept of patient safety culture into health care systems 

at all levels is a prerequisite for providing people-centred, safe care to populations. While safety culture 

is multifaceted, certain factors are critical, such as leadership and governance, organizational learning, 

human factors, teamwork and communication, and patient and family engagement. One important aspect 

of this effort is to appreciate the interconnection between people, systems and cultures, and how focusing 

on system improvement and learning is the best way to improve patient safety. 

24. The grave burden of unsafe care can only be challenged by global coordinated efforts that are 

grounded in principles of accountability and cooperation. There is a need to establish a global 
coordination mechanism that has a mandate for enabling countries to implement minimum standards 

for patient safety, share information based on analysis of major patient safety incidents and subsequent 

learning and disseminate patient safety best practices, among other functions.  
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1 See document EB144/29 and the summary records of the Executive Board at its 144th session, sixteenth meeting, 

section 2 and seventeenth meeting, section 3. 

2 Presentation at the “Patient Safety – A Grand Challenge for Healthcare Professionals and Policymakers Alike” a 

Roundtable at the Grand Challenges Meeting of the Bill & Melinda Gates Foundation, 18 October 2018 

(https://globalhealth.harvard.edu/qualitypowerpoint, accessed 5 November 2018). Forthcoming paper based on data from 

National Academies of Sciences, Engineering, and Medicine. Crossing the global quality chasm: Improving health care 

worldwide. Washington (DC): The National Academies Press; 2018 (https://www.nap.edu/catalog/25152/crossing-the-

global-quality-chasm-improving-health-care-worldwide, accessed 13 February 2019). 

 

El liderazgo efectivo y  disponibilidad de una fuerza laboral competente y compasiva es un 
requisito previo para la provisión de atención segura. Los conceptos y principios de seguridad del 
paciente deben convertirse en una parte indispensable de la capacitación clínica, la educación y 
el desarrollo profesional continuo para todas las categorías de profesionales de la salud. La 
seguridad del paciente requiere que los procesos de atención se vuelvan a diseñar y que se 
implementen procedimientos estandarizados en todos los niveles del sistema de atención médica 
para hacerlos menos susceptibles a los errores humanos.
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2018:El año de los reportes en Calidad 
y Seguridad para países en desarrollo
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Lancet Comission en SDG

Principales recomendaciones y hallazgos:
– La atención que reciben las personas a menudo es inadecuada, y la

atención de mala calidad es común en todas las condiciones y países, y
para las poblaciones más vulnerables son las peores

– Los sistemas de salud de alta calidad podrían salvar más de 8 millones de
vidas cada año en los LMIC

– Los sistemas de salud deben medir e informar qué es lo más importante
para las personas, como la atención competente, la experiencia del
usuario, los resultados de salud y la confianza en el sistema.

– Más investigación es crucial para la transformación de los sistemas de
salud de baja calidad en sistemas de alta calidad

– Mejorar la calidad de la atención requerirá una acción de todo el sistema

Mortality due to low-quality health systems in the universal health coverage era: a systematic 
analysis of amenable deaths in 137 countries. www.thelancet.com Published online September 5, 
2018 5
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FIGURE 2-1 Integration of conceptual frameworks guiding health systems and quality of care.

NOTE: IOM  = Institute of M edicine; WHO = World Health Organization.
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¿Por qué medir?

• Para posicionar la frecuencia de daño al paciente 
como una medida crítica de la seguridad del 
paciente.

• Para generar discusiones de mejora organizacional.

• Para ser transparente sobre el impactos de daño al 
paciente y las estrategias de mejora.

• Para alinear incentivos que disminuyan el daño al 
paciente.

GM MGH
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U.S. Consumers Check Their Phones 
52 Times Daily, Study Finds

• Pero ahora lo vamos a hacer para participar de 
la presentacion…

• Dos preguntas…

ADECRA 2019 8
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Patient safety: opening the black box 

1. Unnecessary patient harm from unsafe care occurs in all health systems, 

adding to health expenditure and raising political pressure. Harm can manifest in 

suffering and morbidity, in the need for additional care, in longer-term disability and 

even death. Globally, the disease burden of patient harm can be compared to that of 

tuberculosis and malaria. The majority of this burden 

falls on the developing world. Unsafe care also exerts a 

significant economic burden on health systems, 

communities and on societies more broadly. Many cases 

of harm can be avoided with simple and effective 

mitigation strategies.1  

2. Among the strategies, interventions and 

programmes to improve safety and reduce harm in health 

care, measurement is critical. But it is inadequate. 

Measurement of safety risks, occurrence of adverse events and patient harm is 

important because it enables all those who have a stake in safe care -- providers, 

patients, funders, regulators and politicians -- to understand the extent, impact and 

variation in patient harm; monitor performance over time and across settings and 

sectors; and evaluate the effectiveness of interventions to improve safety.
 2

 

3. This Policy Brief outlines the key ways to better measure patient harm to 

improve safety across health systems – from primary, ambulatory and community 

care, to acute and long-term care. It makes a fundamental point: a multi-modal 

approach that draws on different measurement methods is necessary to understand 

patient safety, because no single method will identify the same type of harm. 

Specifically, three types of safety measurement should be regarded as the minimum 
components of a safety measurement system: 

1. Adverse event reporting. Adverse events are incidents that occur during 

health care which cause unintended and unnecessary harm to a patient. The 

integrity of adverse event reporting systems rely partly on incident 

disclosure and related processes of in-depth analyses and learning.   

2. Routinely collected data. These data are collected for other purposes - such 

as funding or system management - but can nevertheless capture harm. 

Routine data include the medical record, which can be a rich source of 

information on safety lapses. 

3. Patient-reported measures. Patients have a unique and valuable perspective 

on the health care process, when things do not go to plan and when they do. 

Information gathered from patients about their care is invaluable for learning 

and improvement. It also helps create people-centered health services. 

4. While measurement is a critical starting point and component of safe, reliable 

health care, it is not an end in itself but a means to enable learning and improvement 

at all levels of provision. For this reason, measurement must be integrated into a 

                                                      
1 www.oecd-ilibrary.org/social-issues-migration-health/the-economics-of-patient-safety_5a9858cd-en  

2 OECD (2018) The economics of patient safety in primary and ambulatory care (forthcoming) 

Unsafe care exerts a 
significant burden on 

health systems, 
communities and on 

societies. 
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10. In some countries– reporting is mandatory, usually for certain types of 

egregious adverse events. For example in Australia all hospitals have a statutory 

requirement to report a set of eight ‘sentinel events’ – adverse events that are, in the 

vast majority of cases, preventable (see Table 1).
 5, 6

 

Table 1. The eight, nationally agreed sentinel events, Australia 

1. Procedures involving the wrong patient or 
body part resulting in death or major 
permanent loss of function 

2. Suicide of a patient in an inpatient unit 

3. Retained instruments or other material after 
surgery requiring re-operation or further 
surgical procedure 

4. Intravascular gas embolism resulting in death 
or neurological damage 

5. Haemolytic blood transfusion reaction resulting 
from ABO incompatibility 

6. Medication error leading to the death of a 
patient reasonably believed to be due to 
incorrect administration of drugs 

7. Maternal death associated with pregnancy, 
birth and the puerperium 

8. Infant discharged to the wrong family 

Source: www.safetyandquality.gov.au/our-work/indicators/australian-sentinel-events-list/   

11. In the United States, 11 states have mandated reporting of the National 

Quality Forum 27 ‘never events’. A further 16 states mandate reporting of serious 

adverse events. Health care facilities are accountable for correcting systematic 

problems that contributed to the event, with some states mandating a root cause 

analysis and reporting of its results.
7
 The mandatory nature of reporting – without 

sanction but with publication at jurisdictional level - sends a signal that notification is 

an important part of learning and improvement, not just where the incident occurred 

but in other settings where the learnings can be applied to improve safety and prevent 

similar incidents from occurring. This exemplifies the notion of a just culture.
8
 

12. Adverse event reporting can be deployed in all contexts. Malaysia, for 

example, instituted a system of medication error reporting system in 2009. The 

objective is to obtain information on the occurrence of medication errors, maintain a 

database of medication errors, analyse reports, propose remedial actions and monitor 

the situations in an effort to minimise the reoccurrence of such errors and, ultimately, 

to improve patient safety.
9
 

13. Regardless of the voluntary or mandatory nature, and what types of safety 

lapses are reported, a sound adverse event reporting system should capture all 

relevant information and data about an event and analyse the information to identify 

                                                      
5 Several States and Territories also have their own mandatory ‘sentinel event’ reporting requirements. 

6 www.pc.gov.au/research/ongoing/report-on-government-services/2017/health/public-hospitals/rogs-

2017-volumee-chapter12.pdf  

7 https://psnet.ahrq.gov/primers/primer/3/never-events  

8 Measuring safety culture can also be a useful lever to evaluate and build the right atmosphere for solid 

reporting and action. One example is the AHRQ Patient Safety Hospital Survey, a useful tool to 

measure and improve and institute a ‘just culture’ in the hospital setting 

https://www.ahrq.gov/sops/quality-patient-safety/patientsafetyculture/hospital/index.html 

9 http://www.moh.gov.my/images/gallery/Garispanduan/Med_Erro/MERS_Guideline_Final.pdf  
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opportunities for doing better. It should report this information back to the care 

organisation and the relevant actors involved in the incident, as well as any central 

agency that is responsible for safety.  The importance of reporting to a responsible 

agency is to ‘close the loop’, meaning that necessary corrective action are taken at 

the place where the incident occurred, and relevant information is forwarded to other 

location where similar risks exist 

Gradual implementation with strong stakeholder engagement is advised 

14. Implementing an adverse event reporting system should begin with a 

manageable set of common adverse events, as presented in Table 2. All of these 

events are preventable through targeted evidence-based mitigation practices, also 

presented in the table. It is critical to extend reporting across all care settings from 

acute to primary and ambulatory and community care. 

Table 2. Common adverse events 

Adverse events Mitigation practices 

Health care-associated infection, e.g. 
●  Central line associated blood stream infection (CLABSI) 

●  Ventilator-associated pneumonia (VAP) 
●  Surgical-site infection (SSI) 
●  Sepsis 

• Hand hygiene protocols 

• Catheter insertion protocols 

• Ventilator management 

• Surgical safety checklists 

Medication errors, e.g. 
●  Adverse Drug Events (ADEs) e.g. wrong  drug, wrong 

dose, wrong time, wrong route, wrong patient  
●  Adverse Drug Reactions (ADRs) 

• Medication reconciliation 

• Computerised provider order entry 

• Medication administration protocols10 

Venous thromboembolism (VTE) 
• Risk assessment & anticoagulant 

protocols 

• Checklists 

Pressure ulcers • Prevention protocols  

Patient falls • Falls risk assessment 

Failure to rescue  • Deteriorating patient protocols 

Wrong / delayed diagnosis 
• Diagnostic tools  

• Education  

Wrong site procedure • Checklists  

Patient misidentification 
• Patient ID protocols 

• Checklists  

15. When developing and implementing an adverse event reporting system, the 

following can maximise uptake, and minimise stakeholder resistance: 

• Information is not published for comparison, but reported back to all relevant 

actors, organisations and agencies for learning - with an emphasis on 

notification as a positive sign of safety culture. 

• Accountability for implementing mitigation strategies is emphasised.  

• Providers and health care organisations are engaged in the design and 

development. 

• Patients are engaged in the development of the system. 

                                                      
10 www.ihi.org/resources/Pages/ImprovementStories/FiveRightsofMedicationAdministration.aspx  

https://www.oecd.org/health/health-systems/Measuring-Patient-Safety-April-2018.pdf

https://www.oecd.org/health/health-systems/Measuring-Patient-Safety-April-2018.pdf
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Niveles de confiabilidad en Cuidados de 
la Salud

• Nivel 1: (80-90% Confiabilidad) Prevención a través del intento, supervisión y 
trabajo duro (Diseño básico de prevención de errores) Equipamiento  común, 
Solicitudes estandarizadas, listas de chequeo personales, hacerlo mejor la próxima 
vez, feedback y entrenamiento.

• Nivel 2:  (95-97% Confiablidad ):Estandarización, Simplificación y mitigación en tiempo 
real (Diseño sistémico para prevención de errores). Checklists sistematizados y GPC. 
Entrenamiento estandarizado. Identificación en tiempo real. Los simple es lo estándar. Se 
quitan pasos sin valore al proceso.

• Nivel 3: (99-99.5% Confiabilidad): Preocupación por la falla, interés por lo que pasa en el 
los puntos de contacto con el paciente. Promover el valor de la diversidad.  Interés por 
aprender y resolver eventos que pueden ocurrir y valoración  de la experiencia.
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¿Qué médir?

• Nivel 1: Reporte de incidentes, eventos serios y 
Global Trigger Tools

• Nivel 2: Indicadores de seguridad del paciente y 
otras métricas de seguridad

• Nivel 3: Cultura de Seguridad y Vigilancia
Prospectiva. Encuestas con foco en atención
centrada en el paciente. Recorridas.

ADECRA 2019 11



Organizaciones de alta confiabilidad  HRO

Son organizaciones que trabajan en situaciones de riesgo

y daño potencial a gran escala pero que logran

balancear la efectividad, la eficiencia y la seguridad.

¿Qué es ser una institución segura?

Research scan: High reliability organisations, 2011.

ADECRA 2019 12



Reporte de incidentes

• Se basa en el reporte por involucrados o 
testigos de eventos adversos de interés.

• Puede ser una excelente herramienta de 
aprendizaje (Filosofia Kaizen)

• Para medir frecuencia de eventos adversos
tiene como gran dificultad su profunda
subestimación. Reportes mencionan 7-15% de 
captura.

ADECRA 2019 13
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Eventos adversos serios

• Never Events (eventos reportables y profundo
ánalisis)

– NQF  https://psnet.ahrq.gov/primers/primer/3/never-events

– NHS  https://www.england.nhs.uk/patientsafety/never-events/

ADECRA 2019 14
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WHO Classification for Patient Safety 

Beginning January 2015, Accreditation Canada adopted the World Health Organization (WHO) Patient Safety Classification. 

“Adverse events, sentinel events, and near misses” are now referred to as a “patient* safety incident.”  

 

As well, the term “client safety” has been changed to “patient* safety” throughout the standards, again to be consistent 

with WHO terminology.  

 

WHO defines a patient safety incident as an event or circumstance that could have resulted, or did result, in unnecessary 

harm to a patient. It includes harmful incidents (formerly adverse or sentinel events), no harm incidents (that reach the 

patient but did not cause harm), and near misses (also known as close calls).   

 

 

Adapted from: Incident Analysis Collaborat i e  art ese . 01 1 Canadian Incident Analysis Framework. 

Canadian  at ent  aaety Inst ti tee . dE ontono A e 

 

*Accreditation Canada recognizes that different health care sectors use different terms for the people they serve (e.g., 

patient, client, resident, etc.). While the term “patient safety” is used in the standards and ROPs, it is considered an all-

inclusive concept that includes all types of clients.    

Patient* Safety Incident 

Harmful Incident  
(formerly adverse events, sentinel events) 

No Harm Incident Near Miss 

Reached the client Did not reach the client 

https://psnet.ahrq.gov/primers/primer/3/never-events
https://www.england.nhs.uk/patientsafety/never-events/


Global Triger Tools

• Modalidad más funcional para la tradicional revisión de historias clínicas. 
• Muestrea 20 historias por mes buscando “gatillos” que permitan la 

verificación de la presencia eventos adversos.
• Creada por IHI y con buena difusión global.
• Landrigan crea GAPSS para pacientes pedíatricos

• Permite estimar
– Eventos adversos por 1000/dias paciente
– Eventos adversos por 100 internaciones
– Porcentaje de internaciones con eventos adversos.

http://www.ihi.org/resources/pages/tools/ihiglobaltriggertoolformeasuringaes.aspx

ADECRA 2019 15
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Indicadores de seguridad de pacientes
y otras métricas de seguridad

• Indicadores de seguridad del paciente

– Set de indicadores propuestos por AHRQ para el 
monitoreo de la eventos relacionados con la 
atención médica.

• Seguimientos de prácticas esenciales

– ROP- Acreditation Canada

– PSG Joint Comission

– Practicas Seguras de NQF

ADECRA 2019
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Recorridas Ejecutivas
• Herramienta de sensibilización e interacción grupal 

para favorecer el dialogo en pos de la seguridad del 
paciente.

• Inspiradas en la actividad “Gemba” del Toyota 
Production System.

• Visitas en terreno de 2hs para poder discutir, escuchar 
y promover iniciativas de seguridad del paciente.

• Se realizan con presencia de funcionarios de diferentes 
áreas del Hospital.

• Pueden ser útiles para en forma cualitativa evaluar el 
nivel de seguridad

ADECRA 2019 17



1. Percepción general de 
seguridad

2. Frecuencia de eventos 
reportada

3. Número de eventos 
reportados

4. Calificación general de 
seguridad de paciente

Cultura de Seguridad: Eventos finales  
y dimensiones medidos

ADECRA 2019

1. Expectativas sobre promoción de SP

2. Respuesta no punitiva al error

3. Adecuada cantidad del personal

4. Soporte de hospital para la SP

5. Trabajo en equipo dentro de la unidad

6. Trabajo en equipo entre unidades

7. Apertura a la comunicación

8. Feedback y comunicacion sobre el error

9. Transiciones y “tiempo fuera”

10. Aprendizaje institucional, respuesta al error.

18
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21
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53

59

Percepción global de seguridad

Ítems de la encuesta

1. La seguridad del paciente nunca se 

compromete por hacer más trabajo. (A15)

2.Nuestros procedimientos y sistemas son 

Efectivos para prevenir la ocurrencia de 

errores. (A18)

R3.Es sólo por casualidad que acá no 

ocurran errores más serios. (A10) 

R4.Tenemos problemas con la seguridad 

de los pacientes en esta unidad. (A17)

% Muy en desacuerdo/
en desacuerdo

% Muy de acuerdo/
De acuerdo

% Ni acuerdo
Ni desacuerdo
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Grado de seguridad general del 
paciente

2. Por favor, déle a su área/unidad de trabajo un grado general en 
seguridad del paciente. (E1)

10

36 36

13

4

100%

60%

40%

20%

80%

% de 

Respuestas

87

A 

Excelente

B 

Muy buena

C 

Acetpable

D 

Pobre

E 

Mala
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17

16

14

13

63

71

53

15

20

20

34

64

Trabajo en equipo entre unidades

1. En esta unidad, la gente se apoya 
mutuamente. (A1)

2. Cuando necesitamos terminar una 
gran cantidad de trabajo, lo 
hacemos en equipo. (A3)

3. El personal se trata con respeto. 
(A4) 

4. Cuando su área/unidad está 
realmente ocupada, otras le 
ayudan. (A11)

% Muy en desacuerdo/
en desacuerdo

% Ni acuerdo
Ni desacuerdo

% Muy de acuerdo/
De acuerdo

Ítems de la encuesta
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Respuesta no punitiva al error

R1. El personal siente que sus 

•errores son usados en su contra. (A8)

R2. Cuando se informa de un 
incidente, se siente que la persona 
está siendo denunciada y no el 
Problema. (A12)

R3. Los empleados se preocupan de 

que los errores que cometen queden

registrados. (A16)

26

18

23

41

3146

43

33

39

Ítems de la encuesta % Muy en desacuerdo/
en desacuerdo

% Ni acuerdo
Ni desacuerdo

% Muy de acuerdo/
De acuerdo
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El proyecto ideal

ADECRA 2019

BMJ Qual Saf 2013 22: 425-434
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Vigilancia Clínica Prospectiva

• Implica un seguimiento en tiempo real de factores que 
pueden desencadenar un evento adverso.

• Requiere personal entrenado para poder relevar los 
elementos de alarma para incluso evitar la aparición de 
eventos.

• Puede ser menos intensivo que la observación directa

• Involucra más activamente al personal de contacto.

ADECRA 2019

Thomas EJ. BMJ Qual Saf 2015 
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La visión del paciente

• No conozco instrumentos que describan seguridad del paciente 
desde la perspectiva del usuario salvo reportes aislados.

• PRASE patient safety intervention - a multi-centre, cluster trial-

• Si instrumentos genéricos como el HCAHPS y Planetree que 
describen la continuidad y cuan centrado en el paciente es el 
cuidado.  www.cahpsonline.org www.planetree.org
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32. National implementation of the GTT across all hospitals in Sweden and 

Norway is providing encouraging results in enabling a cost-effective and sustainable 

way to monitor patient safety at the national level, while providing regular routine 

access to helpful organisation-level data.   

33. Sweden is now exploring the application of the GTT to psychiatric care, 

community care, long term care and paediatric care. Further consideration of the 

potential for extended international application of this approach is indicated, 

particularly in countries that are yet to establish mature national hospital 

administrative databases.  

34. As health systems digitalise their health or medical records, deploying 

algorithms to conduct automated risk triggering has been shown to capture 

significantly more harms than the manual method.
20

 

Patient-reported safety measurement is vital 

35. Patients can provide a unique and valuable perspective on the processes and 

outcomes of care – including adverse events.
21

 The value of eliciting this information 

directly from patients is accepted as a lever to improve quality of care. Information 

on care experience and outcomes can yield valuable insights into the success and 

failure of care, insights which are rarely detected by other methods. Only the 

inclusion of patient-reported measures will fill this gap and provide a complete 

picture of safety across the health system. It is also necessary to pivot towards a 

patient- and people-centred approach to care more generally, and provide 

information on whether resources spent on health care are delivering results for 

patients.  

36. Most patient-reported questionnaires monitor three domains of safety: 

incident prevention, patient-reported incidents, and how incidents are managed. Each 

domain includes a number of sub-domains on which questions are based (Table 4). 

Table 4. Domains and sub-domains in patient safety  

Incident prevention  Patient-reported incidents Incident management 

Information sharing and 
management 

Information on illness and 
symptoms 

Infection prevention 

Medication safety 

Need for further care and 
treatment 

Diagnosis and treatment-related incidents 

Medical complications and patient 
accidents 

Incident reporting 

Incident handling (e.g. 
disclosure and discussion) 

Source: OECD Survey for Selecting a Core Set of Questions. 

                                                      
20 See for example http://www.jointcommissionjournal.com/article/S1553-7250(17)30010-7/pdf  

21 See http://www.euro.who.int/en/health-topics/Health-systems/patient-

safety/publications2/2011/patient-engagement-in-reducing-safety-risks-in-health-care  

http://www.cahpsonline.org/
http://www.planetree.org/


¿Y por casa como andamos?

• Sistemas de reportes de incidentes
Medición o aprendizaje?

• Encuesta de cultura.
• Tablero de métricas relacionadas con seguridad

del paciente
• No hay estandarización
• No hay obligación de reporte o benchmark 

• Encuestas a pacientes
Excepto Control de infecciones
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Otra versión de los hechos
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http://www.health.org.uk/publication/measurement-and-monitoring-safety

http://www.health.org.uk/publication/measurement-and-monitoring-safety


¿El riesgo de no medir bien…o si?

• Medical error—the third leading cause of death 
in the US
– BMJ 2016;353:i2139

• Re: Medical error—the third leading cause of 
death in the US
– BMJ 2016;353:i2139
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Lanzamiento del HQSS Report en Latinoamérica
Ministerio de C y T, Buenos Aires

5 de julio

X Jornada del FCCSS

Palais Rouge, Buenos Aires

11,12 y 13  de Septiembre
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” El conocimiento no es suficiente debemos

usarlo. Querer no es suficiente, debemos hacer”

Goethe

egarciaelorrio@iecs.org.ar
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