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ABSTRACT

Objective To contextualise the degree of harm
that comes from unsafe medical care compared
with individual health conditions using the global
burden of disease (GBD), a metric to determine how
much suffering is caused by individual diseases.
Design Analytic modelling of observational studies
investigating unsafe medical care in countries’
inpatient care settings, stratified by national income,
to identify incidence of seven adverse events for
GBD modelling. Observational studies were
generated through a comprehensive search of over
16 000 articles written in English after 1976, of
which over 4000 were appropriate for full text
review.

Results The incidence, clinical outcomes,
demographics and costs for each of the seven
adverse events were collected from each publication
when available. We used disability-adjusted life years
(DALYs) lost as a standardised metric to measure
morbidity and mortality due to specific adverse
events. We estimate that there are 421 million
hospitalisations in the world annually, and
approximately 42.7 million adverse events. These
adverse events result in 23 million DALYs lost per
year. Approximately two-thirds of all adverse events,
and the DALYs lost from them, occurred in low-
income and middle-income countries.

Conclusions This study provides early evidence that
adverse events due to medical care represent a
major source of morbidity and mortality globally.
Though suffering related to the lack of access to
care in many countries remains, these findings
suggest the importance of critically evaluating the
quality and safety of the care provided once a
person accesses health services. While further
refinements of the estimates are needed, these data
should be a call to global health policymakers to
make patient safety an international priority.

INTRODUCTION
Most efforts to improve healthcare globally
have focused on improving care for diseases

that cause substantial morbidity and mor-
tality, hoping to increase access to lifesaving
therapies for the world’s population. These
efforts have begun to pay off, with increas-
ing access to antimalarial drugs and anti-
retroviral therapies for patients with HIV'
However, institutionalising these gains will
require focus on healthcare systems and
their ability to deliver safe, effective care.
This will be especially important in low-
income and middle-income countries that
are growing economically, and are looking
to improve their health systems to care for
a growing population.”

One lens through which to examine the
functioning of healthcare systems is that
of patient safety. Unsafe medical care—
where patients are harmed by the medical
care designed to help them—can have
wide-ranging  consequences.”  Adverse
events, or injuries as a result of medical
care, lead to direct harm and waste, and
have spillover effects on patient confi-
dence in the healthcare system.* Many
policymakers have primarily considered
patient safety as an issue for high-income
countries, where most of the population
has access to basic healthcare. Indeed, esti-
mates suggest that tens of thousands of
citizens are injured, or die, due to medical
errors in these countries.” While the lack
of access to basic healthcare services in
many countries remains a clear policy
challenge in the context of health systems
strengthening, the extent to which people
face suffering due to unsafe care once
accessing medical services is less obvious.
In other words, the extent to which
unsafe medical care—or adverse events
resulting from medical care—is a problem
for developing and transitional countries,
once a person accesses these health ser-
vices, is not well known.
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WHO undertook the challenge of estimating the
global burden of unsafe care as an essential step to
guide global actions in strengthening health systems.
The global burden of disease (GBD) is a standard
metric used by policymakers throughout the globe to
determine how much suffering is caused by individual
diseases. Its application has been more recently
expanded to examine events like road accidents and
other public health dangers.® The GBD uses
disability-adjusted life-years (DALYs) lost to quantify
the morbidity and mortality associated with individual
conditions and injuries.® Understanding the GBD of
unsafe medical care would be helpful to quantify the
degree to which the world’s population encounters
harm from unsafe healthcare interventions, allowing
policymakers to better compare the DALYs lost from
unsafe medical care to other causes of human suffer-
ing. Such data would allow policymakers to better pri-
oritise the interventions likely to improve care and
health for the world’s citizens.

Therefore, in this study, we sought to answer three
questions: first, what is the global burden of
unsafe medical care? Second, to what extent does the
issue of unsafe medical care affect low-income and
middle-income countries (LMICs) compared with
high-income countries (HICs)? And third, are there
certain types of adverse events resulting from unsafe
medical care that are particularly harmful that policy-
makers can target in order to eliminate unnecessary
suffering?

METHODS

Definition of terms

For the purposes of this analysis, we consider adverse
events as unsafe experiences in an inpatient hospital
setting and are thereby contingent on people having
access to these medical services. We then explore the
‘clinical outcomes’ (eg, the proportion of patients
who die, the proportion who have an injury and the
duration of an injury) of these adverse events in order
to quantify the burden of these adverse events or
unsafe medical practices on human suffering.

Identifying types of adverse events

In July 2007, WHQ’s Patient Safety programme con-
vened a panel of international experts to discuss prior-
ities for research on patient safety. The committee
identified 20 topics that were of importance to patient
safety, including structural factors, process of care and
outcomes of unsafe care.” Of these twenty, twelve
adverse events were candidates for estimating the
GBD of unsafe medical care. After consultation with
the WHO committee, and an exhaustive literature
review, we excluded five of the 12 outcomes due to
severe data limitations (eg, substandard or counterfeit
drugs, unsafe blood products, unsafe injections,
medical devices and surgical errors, although we cap-
tured some of the injuries from surgical care in

venous thromboembolism or nosocomial pneumonia).
Due to the inadequacy of these data on adverse events
in the ambulatory care setting, we elected to focus
only on inpatient adverse events. As such, the final set
of seven outcomes or types of adverse events used
for the analyses were: (1) adverse drug events (ADEs),
(2) catheter-related urinary tract infections (CR-UTTIs),
(3) catheter-related blood stream infections (BSIs), (4)
nosocomial pneumonia, (5) venous thromboembo-
lisms (VTEs), (6) falls and (7) decubitus (pressure)
ulcers. Hospitalisations resulting from these adverse
events occurring to outpatients were excluded.
Additionally, we excluded hospitalisations due to
childbirth, as we had little information about adverse
events among these hospitalisations.

Data sources

We used two primary sources of data: a literature
review and findings from recent WHO-commissioned
epidemiologic studies. First, the literature review strat-
egy, as detailed in the online supplementary methodo-
logical appendix, was designed to be a comprehensive
examination of both peer-reviewed and non-peer-
reviewed studies that focused on the seven aforemen-
tioned adverse events of interest, the clinical features
of the patients who were injured (eg, age), and their
outcomes. For this analysis, we relied upon two separ-
ate literature reviews; the first was conducted in late
2007 through early 2008, and it was then repeated in
2011.7 We supplemented the literature review with
discussions with international experts in each topic
area to ensure that key studies had been identified.
The outcome of our literature review, including the
specific studies that contributed incidence data for our
models, is reported in the online supplementary meth-
odological appendix.

The second data source for this study came from epi-
demiologic studies that were commissioned by WHO,
which aimed to estimate the scale to which inpatient
adverse events harmed patients. These studies have
previously been described.® ? In brief, they consisted of
the identification of adverse events by a two-stage
medical record review: initial screening by nurses or
junior physicians using 18 explicit screening criteria
followed by a review by a senior physician for deter-
mination of the adverse event, its preventability and
the resulting disability. The studies were conducted
in 26 hospitals across eight low-income and
middle-income countries in the Eastern Mediterranean
and North African regions, and 35 hospitals across five
countries in Latin America.® * These studies also pro-
vided incidence data for our models.

Global burden of disease model

The GBD, run by WHO, uses disability-adjusted life
years (DALYs) to measure morbidity and mortality
due to a specific condition. The GBD DALYs model
requires several key inputs: the number of people
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affected, the age at which they are affected, and the
clinical consequence of the adverse events, including
the type of disability encountered (ie, clinical out-
comes). Due to the paucity of data, we used a single
average age per event, as opposed to standard GBD
calculations done by age group and sex. The details of
the model, including the formulae used, are detailed
in the online supplementary methodological appen-
dix.'® For all our modelling approaches, we estimated
each input separately for high-income versus low-
income or middle-income (LMIC) countries (as
defined by the World Bank).'!

Identifying inputs for the GBD model

Incidence of adverse events: We estimated the inci-
dence of each of our seven adverse events in a hospi-
talised population based on reported data from the
literature review and epidemiologic studies described
earlier. Given that there was a range of estimates for
both HICs as well as for LMICs, we generally took
the median incidence for each category as our ‘best
estimate’ but allowed the entire range of incidence
estimates in the Monte Carlo models (see analysis
below).

Number of adverse events: In order to calculate the
number of patients harmed due to adverse events
after accessing medical services, we needed to estimate
the number of hospitalisations that occur globally. To
our knowledge, there is no single source where such
data are available. Consequently, we used data from
WHO, the World Bank, the Organisation for
Economic Co-operation and Development (OECD),
and others, including the Centers for Disease Control
and Prevention in the USA to create these estimates.
We used the median as our ‘best estimate’ for the
number of hospitalisations, but allowed the modelling
to take into account the entire range of data identi-
fied. For each of our seven outcomes or adverse
events of interest, we multiplied the number of hospi-
talisations by the incidence to estimate the number of
adverse events that occurred.

Demographics and outcomes of adverse events: We
used data from the literature review to estimate demo-
graphics (eg, age and gender) of patients injured from
an adverse event as well as their clinical outcomes
(eg, the proportion of patients who typically die, the
proportion that would suffer a long-term and a short-

term injury, the duration of that injury, and the pro-
portion that would suffer only minor injuries but no
sustained disability). The distribution of age at the
time of acquiring the condition and the outcomes for
these injuries are shown in the online supplementary
methodological appendix.

Calculating DALYs: To calculate DALYs, this
required that we apply disability weights for the injur-
ies or harms that are attributable to the seven adverse
events explored in this analysis. We used WHO’s
GBD reports to identify disability weights for injuries
when available; when not available, we identified the
closest analogue or clinical condition for which there
were disability weights available (see online supple-
mentary methodological appendix). As is standard in
these models, we assumed that the life expectancy was
81.3 years based on model life-table West Level 26,
which has a life expectancy at birth of 82.5 for
females and 80.1 for males.'?

Analysis

Our primary analytic approach was to build a Monte
Carlo simulation model with 1000 simulations for
each of the seven adverse events within LMICs, and
then separately for HICs. In these models, the best
estimate was assumed to be the midpoint of the range
with a triangular distribution. Therefore, we had 14
sets of Monte Carlo models (one for each of the
seven adverse events for HICs and for LMICs). These
models yielded the best overall aggregate estimate of
the global burden of harm resultant from these
adverse events. Moreover, the models produced distri-
butions for each of the input variables, as well as each
of the output variables (see online supplementary
methodological appendix). Analyses were performed
using SAS V.9.2.

RESULTS

We estimated that there were 117.8 million hospitali-
sations among the approximately 1.1 billion citizens
in HICs in 2009, while there were 203.1 million hos-
pitalisations among the 5.5 billion citizens of the
LMICs. Hospitalisation rates for HICs were higher
(mean 10.8 per 100 citizens per year) compared with
those for LMICs (mean 3.7 per 100 citizens per year;
see table 1).

Table 1 Hospitalisation rates in high, middle and low income countries

High-income countries

Low-income and middle-income countries Total

Hospitalisation rates®
Mean (95% Cl)
Total population

Total number of hospitalisations
(estimated range)

10.8 (8.6 to 13.2)
1056 300 000
117.8 M (94.3 M—143.4 M)

N/A

3.7(20t06.1)
5554 000 000
203.1 M (121.9 M—312.2 M)

6610300 000
421 M (225.5 M—616.3 M)

*Rates are per 100 citizens per year; M, million
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Table 2 Incidence rates of adverse events among high versus
low and middle-income countries

Low-income and

High-income middle- income
countries (%) countries (%)
Catheter-related UTI 1.1 (0.8 to 1.5) .0 (0.5 t0 3.5)
Adverse drug events 5.0(2.7t07.2) 9(0.6105.2)
Falls in the hospital 1.1 (0.3 to 2.0) 6 (1.3 10 2.0)
Catheter-related blood 0.4 (0.2 t0 0.6) 4(0.31t00.6)
stream infection
Nosocomial pneumonia 0.8 (0.7 to 1.1) 0.4 (0.2 t0 0.6)
Decubitus ulcers 2.4 (0.8 t0 4.7) 2.4 (0.8 t0 4.7)
Venous 3.3(1.9104.8) 3.0 (1.0 to 4.8)
thromboembolisms
Overall incidence rate of  14.2 12.7

adverse events
*Rates are means (95% Cls) per 100 hospitalisations per year.

We found large variations in the reported incidence
of adverse events both within HICs and LMICs
(see table 2). Of the seven adverse events analysed in
the inpatient hospital setting, the most common type
in HICs was adverse drug events with an incidence
rate of 5.0% (CI 2.7% to 7.2%) while the most
common in LMICs was venous thromboembolism
(incidence rate of 3.0%, CI 1.0% to 4.8%). We found
comparable incidence between HICs and LMICs of
three types of adverse events: catheter-related blood
stream infections, venous thromboembolism, and
decubitus ulcers. We found lower rates of adverse
drug events in LMICs compared with HICs (2.9% vs
5.0%) and nosocomial pneumonia (0.4% vs 0.8%),
while rates of two types of adverse events (catheter-
related urinary tract infection (CR-UTI) and falls)
were higher in LMICs compared with HICs (see table
2). Based on these incidence data, we estimated that
of every 100 hospitalisations, there were approxi-
mately 14.2 of these adverse events in HICs and 12.7
in LMICs. The age at which these adverse events
occurred was generally 8 to 19 years higher in HIC
(see online supplementary methodological appendix).

We estimate that there are approximately 16.8
million injuries annually due to these adverse events

Table 3 Annual number of cases for selected adverse events

among hospitalised patients in HICs. LMICs, which
have five times the population of HICs, experienced
approximately ~ 50%  more  adverse  events
(25.9 million, see table 3). The number of adverse
events varied substantially depending on the type of
event examined, and the estimates for each type of
adverse event corresponded with wide confidence
intervals. For instance, we estimated that there were
approximately 1.4 million (95% CI 0.8 million to 2.0
million) catheter-related urinary tract infections
among HICs, while there was a substantially higher
number and rate in LMICs (4.1 million, 95% CI 0.5
million to 9.2 million).

Based on these findings, we estimate that there were
22.6 million DALYs lost due to these adverse events in
2009 (table 4). The number of DALYs lost were more
than twice as high in LMICs (15.5 million) as they
were in HICs (7.2 million). The biggest source of lost
DALYs appeared to be venous thromboembolism (5.4
million DALYs in LMICs, 95% CI 1.1 million to 11.7
million) and 2.3 million in HICs (95% CI 1.1 million
to 3.9 million). Although the underlying numbers of
several of the infections were much smaller, they
caused a comparable number of DALYs lost, often
because the clinical outcomes were poor when these
infections occurred (table 4).

For most of the adverse events explored in this
study, the primary source of DALYs lost was prema-
ture death: 78.6% of all adverse events in HICs and
80.7% in LMICs. The proportion of DALYs lost due
to short-term or long-term disability (as opposed to
premature death) ranged from as little as 0.8%
(catheter-related UTI) to a high of 32.9% (falls in the
hospital) in all countries (table 4). While premature
death constituted the primary source of DALYs lost,
disability (both short and long term) were generally
more common than death itself (see data presented in
online supplementary methodological appendix).

DISCUSSION

Injuries secondary to adverse events from unsafe care
present significant challenges to health systems across
the globe.’> We projected a collective 22.6 million

High-income countries

Low-income and middle-income
countries

Catheter-related UTI
Adverse drug events
Falls in the hospital

Nosocomial pneumonia
Decubitus ulcers

1.4 M (0.8 Mto 2.0 M) (

58|\/|(27Mt095M) (

M (0.3 M to 2.5 M) (

Catheter-related blood stream infection 0.5M (0.1 M to 0.8 M) 0.9M(0.4Mto1.6M)
1.0M (0.7 Mto 1.4 M) (

29 M (0.7 M to 6.2 M) (

(1 ) (

4.1M(0.5Mt09.2 M)
6.0 M (0.6 M to 13.9 M)
33M(1.7Mto 5.7 M)

0.9M (0.3 Mto 1.7 M)
49M (1.1 Mto 12.1 M)

Venous thromboembolisms 39M(1.9Mto 6.3 M 6.0 M (1.2 Mto 12.8 M)

Total 16.8 M 259 M

M, Million
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Table 4 Disability-adjusted life-years (DALYs) lost and source of the DALYs, in 2009

DALYs* Short-term disability (%) Long-term disability (%) Premature death (%)
High-income countries
Catheter-related UTI 402 (214-620) 2.2 0.1 97.7
Adverse drug events 9 (350-1332) 5.7 03 94.0
Falls in the hospital 27 (6-51) 27.5 6.0 66.5
CR blood stream infections 26 (328-2088) 3.0 0.2 96.8
Nosocomial pneumonia 2545 (1673-3703) 1.4 0.0 98.5
Decubitus ulcers 34 (58-268) 5.9 4.4 89.8
Venous thromboembolisms 2282 (1054-3855) 28.2 7.4 64.4
Total 7208 (5371-9271) 15.7 5.7 78.6
Low-income and middle-income countries
Catheter-related UTI 3420 (450-8012) 0.7 0.0 99.4
Adverse drug events 1435 (126 3453) 2.3 0.1 97.6
Falls in the hospital 76 (6-169) 26.9 5.9 67.2
CR blood stream infections (958 4065) 3.0 0.2 96.8
Nosocomial pneumonia 2674 (996-5403) 1.4 0.0 98.5
Decubitus ulcers 291 (104-652) 30.0 5.6 64.4
Venous thromboembolisms 5399 (1126-11 730) 26.8 7.0 66.1
Total 15 454 (9009-23 607) 14.1 5.2 80.7
Total (combined)
Catheter-related UTI 3822 (844-8412) 0.8 0.0 99.4
Adverse drug events 4 (807— 4274) 3.4 0.2 96.7
Falls in the hospital 03 (29-199) 27.0 5.9 68.1
CR blood stream infections 3276 (1752 5379) 3.0 0.2 98.2
Nosocomial pneumonia 9 (3226-8120) 1.4 0.0 99.1
Decubitus ulcers 26 (209-804) 13.8 4.8 82.7
Venous thromboembolisms 7681 (3115-14 034) 273 7.1 70.7
Total 22 644 (15 899-30 979) 14.4 5.3 80.2

*All DALY numbers are in thousands.
DALYs, disability-adjusted life years.

DALYs lost due to adverse events experienced by the
world’s hospitalised population. Compared with other
conditions, the combination of these seven adverse
events alone estimated in this study rank as the 20th
leading cause of morbidity and mortality for the
world’s population. It is unlikely that these are ‘new’
previously undiscovered DALYs, but rather that they
are captured within the injuries and deaths attributed
to other conditions such as cardiovascular disease. We
suspect that these DALYs resulting from unsafe
medical care may be one of the reasons why patients
are disabled or die from these other conditions.

While lack of access to healthcare, especially hospital
care, is clearly a major source of ill health and poor
outcomes, especially in low-income countries, our
work focuses on the safety of care once a person has
accessed the medical resources available to them. We
are unaware of any prior effort to examine the global
burden of unsafe care across multiple types of adverse
events. WHO estimates that the global burden of
unsafe injection practices was over 9.2 million DALYs
lost per year in the year 2000 alone.'* If we had
included those estimates, the resultant GBD from
unsafe care would have been over 33 million DALY,

placing it as the 14th leading cause of morbidity and
mortality in the world, comparable to the burden from
tuberculosis or malaria. Including adverse events that
were not possible to include in this study due to data
limitations, such as unsafe surgery, harm due to coun-
terfeit drugs, unsafe childbirth and unsafe blood use, as
well as safety issues with ambulatory care, would
further raise these estimates substantially. A recent sys-
tematic review”” found that healthcare-associated
infections are ubiquitous and occur at much higher
rates in low-income countries than in HICs. Although
these investigators did not calculate the GBD of these
infections, their data underscore and support our find-
ings that adverse events once reaching a hospital
setting are common and likely cause unnecessary suf-
fering across the globe.

These findings should prompt policymakers across
the globe to invest further into systematic data collec-
tion, as well as programmes to measure and improve
the safety of the healthcare systems. While the lack of
access to care presents substantial harm, it is import-
ant to maintain high standards for safety and quality
within the healthcare systems that we subject patients
to across the globe. Unsafe medical care may even
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lead patients, especially in low-income countries, to
opt out of using the formal healthcare system, thereby
making unsafe care a potentially significant barrier to
access for many of the world’s poor. Such a phenom-
enon would suggest that the distinction between
access and quality (or in this case, safety) may not be
so clear. Finally, other costs of unsafe care, such as
increased consumption of resources due to prolonged
stay and extra care—and loss of wages and productiv-
ity—are important, and would benefit from further
investigation.

Limitations

This work has important limitations. The primary one
is the lack of availability of high-quality data. Although
there are nearly five times as many people living in
LMICs, the number of adverse events we calculated
was only 50% higher, primarily due to the lower hospi-
talisation rates and the poor quality of data sources in
LMICs (including medical records). These poor quality
data sources lead to undercounting of adverse events
that are often not recorded. Nevertheless, the number
of DALY per event was substantially higher, likely due
to a combination of a younger age at which these
events occur, and the worse outcomes that often result.
While this limitation may raise concerns about the val-
idity of our findings, we used data from a large number
of sources, and reassuringly found a consistent rate of
adverse events.

The paucity of data also limited our ability to run
calculations per age group and sex, leading us to cal-
culate average estimates. Additionally, the data limited
our analysis to reporting the aggregate harm resulting
from total adverse events as opposed to preventable
adverse events. While estimating preventable harm
would be valuable, there is even greater uncertainty
about how much harm is preventable at any given
time, and as technology and clinical care changes, the
proportion of adverse events that are preventable,
likely will, as well. While our estimates are imprecise,
we believe that as more data on adverse events
become available, WHO will be able to refine these
estimates and track them over time.

Second, while there are several high-quality studies,
few use standardised definitions or approaches to
identifying adverse events. Therefore, the data we
relied on all used slightly different approaches and
likely lead to some degree of imprecision.

Third, we elected to use the same life expectancy
value for all individuals, and although this has been
controversial, it is the standard approach used by
WHO. Had we chosen different life expectancies for
different countries, we likely would have estimated a
lower number of DALYs lost, especially for low-
income and middle-income countries.

Fourth, we excluded publications not written in
English, which may have affected the precision of our
estimates. Nearly all major epidemiologic studies of

adverse events from HICs over the past decade have
found that they occur in 8-15% of hospitalised
patients. Data from LMICs suggest that the rates are
even higher. Further, we excluded studies that were
clearly of low quality, including those that used non-
standard methods (such as convenience samples), or
had unclear denominators, or extremely small sample
sizes. Whether and to what degree these exclusions
biased our findings is unclear.

Fifth, as described above, key inpatient adverse
events that the WHO Committee on Patient Safety
viewed as important were excluded due to data limita-
tions (eg, unsafe childbirth), leading us to underesti-
mate the true burden of harm from unsafe medical
care. Also, we excluded adverse events in the ambula-
tory setting, which recent data suggest are a major
source of harm.

Finally, we lacked disability weights specifically
designed for the injuries we examined attributable to
our seven adverse events. However, most of the injur-
ies did have clinically analogous events for which
there were disability weights. In other words, we iden-
tified ‘proxy’ conditions for each adverse event,
usually choosing diseases that affected the same organ
system with a generally similar level of severity. We
attempted to use the most conservative disability
weight in the model, though we recognise that our
efforts at matching are imperfect. For example, for
catheter-related infections, we used the proxy condi-
tion of endocarditis which has a disability weight
range from 0.17 to 0.32. This is more fully described
in the online supplementary methodological appen-
dix. WHO has a well designed and rigorous process
for creating disability weights, and the potential
impact of these results will likely spur them to create
specific disability weights for these injuries.

Although our estimates are quite conservative, they
still represent a relatively wide range of possible out-
comes because of inadequate data. Poor quality data
on health systems, especially on adverse events, ham-
pered our ability to effectively calculate the number of
DALYs lost due to unsafe care, especially within
LMICs. Even in HICs, these data are not routinely
measured and made publicly available,'® hampering
not only our ability to calculate their consequences,
but also limiting the ability of clinical leaders and pol-
icymakers to track the potential impact of policies
designed to increase the safety of healthcare. As
LMICs prosper economically, it is hopeful that citizens
will have greater access to medical services, and more
encounters with the healthcare system. Without con-
comitant improvements in the safety of health
systems, the number of injuries will likely grow.

CONCLUSION

Using a conservative approach, we estimated that
there are at least 43 million injuries each year due to
medical care, and that nearly 23 million DALYs are
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lost as a consequence. A large majority of these injur-
ies and harm occur in developing and transitional
countries—and these numbers will likely grow. Given
the magnitude of these effects, our findings suggest
that to improve the health of the world’s citizens, we
will need to improve access to care and also to invest
substantial focus on improving the safety of the
healthcare systems that people access worldwide.
When patients are sick, they should not be further
harmed by unsafe care. This should be a major policy
emphasis for all nations.

Acknowledgements We are grateful to Dr Colin Mathers of
WHO for his thoughtful input into our work. We are also
grateful to Katthyana Aparicio of the Patient Safety Programme
of WHO for her valuable insights, and Dr Victor Rosenthal of
the International Nosocomial Infection Program for sharing
data from his programme.

Contributors AK]J and DWB contributed to the conception and
design of the project. HW and AK]J analysed the data and all
authors contributed to the interpretation of the findings. AKJ
drafted the manuscript and all authors contributed substantially
to critical revisions of the manuscript. All authors approved the
final version of the manuscript.

Funding WHO Patient Safety Programme funded the project.
All final decisions about the topics studied, the analytic
approach, and the manuscript was made by the authors. This
paper represents the views of the authors and not necessarily
those of WHO.

Competing interests None.

Provenance and peer review Not commissioned; internally peer
reviewed.

REFERENCES

1 Kaplan JE, Hanson D, Dworkin MS, et al. Epidemiology of
human immunodeficiency virus-associated opportunistic
infections in the United States in the era of highly active
antiretroviral therapy. Clin Infect Dis 2000;30:S5-14.

2 Mills A, Brugha R, Hanson K, et al. What can be done about
the private health sector in low-income countries? Bull World
Health Organ 2002;80:325-30.

3

10
11
12

13

14

15

16

Hiatt HH, Barnes BA, Brennan TA, ef al. A study of medical
injury and medical malpractice. N Engl ] Med 1989;321:480-4.
Thomas EJ, Petersen LA. Measuring errors and adverse events
in health care. | Gen Intern Med 2003;18:61-7.

Shojania K, Duncan B, McDonald KM, et al. Making health
care safer: a critical analysis of patient safety practices: agency
for healthcare research and quality. 2001.

Murray CJ, Lopez AD. Mortality by cause for eight regions of
the world: Global Burden of Disease Study. Lancet
1997;349:1269-76.

Jha AK.ed Summary of the evidence on patient safety: implications
for research. Geneva: World Health Organization, 2008.

Wilson RM, Michel B Olsen S, et al. Patient safety in
developing countries: retrospective estimation of scale

and nature of harm to patients in hospital. BMJ 2012;344:
e832.

Aranaz-Andres JM, Aibar-Remon C, Limon-Ramirez R, et al.
Prevalence of adverse events in the hospitals of five Latin
American countries: results of the ‘Iberoamerican Study of
Adverse Events’ (IBEAS). BMJ Qual Saf 2011;20:1043-51.
Mathers C, Fat D, Doerma J. The global burden of disease:
2004 update. Geneva: World Health Organization, 2008.

The World Bank. Data, 2010.

Edejer T, Baltussen R, Adam T, et al.. eds. Making choices in
health: WHO guide to cost-effectiveness analysis. Geneva:
World Health Organization, 2003.

Murray C, Lopez A. The global burden of disease: a
comprehensive assessment of mortality and disability from
diseases, injuries, and risk factors in 1990 and projected in 2020.
Cambridge, MA: Harvard School of Public Health, 1996.

Hauri AM, Armstrong GL, Hutin Y]J. The global burden of
disease attributable to contaminated injections given in health
care settings. Int | STD AIDS 2004;15:7-16.

Allegranzi B, Bagheri Nejad S, Combescure C, ef al. Burden of
endemic health-care-associated infection in developing
countries: systematic review and meta-analysis. Lancet
2011;377:228-41.

Jha AK, Classen DC. Getting moving on patient safety—
harnessing electronic data for safer care. N Engl | Med
2011;365:1756-8.

Jha AK, et al. BMJ Qual Saf 2013;22:809-815. doi:10.1136/bmjgs-2012-001748

815

ybuAdoo Aq paraslold 1senb Aq £20z ‘v 1890100 uo /wod g AisfesAlenby/:dny woly pspeojumoq "€TOZ J8qwaldas 8T Uo 8%/ T00-2T0Z-shlwa/9eTT 0T St paysignd 1suy Jes rend [INg


http://qualitysafety.bmj.com/

