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Ensuring patient safety and quality improvement are critical aspects of providing effective healthcare.
They form the foundation of delivering high-quality care that minimizes risks to patients. However,
statistics reveal alarming rates of patient harm globally, with a significant portion attributed to
preventable adverse events. Medication errors, in particular, account for approximately 50% of these
preventable adverse events. Beyond medication errors, numerous other adverse events contribute to
avoidable harm in healthcare settings.This article seeks to delve into the extent of this problem,
identifying contributing factors and proposing strategies to mitigate preventable adverse events. By
understanding the scope of the issue and implementing effective interventions, healthcare providers
can enhance patient safety throughout the continuum of care delivery.
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INTRODUCTION

Patient safety (PS) and quality improvement (QI) are essential
for healthcare professionals to provide consistent and
systematic care. Neglecting these aspects can lead to patient
harm, including sentinel events that tarnish an organization's
reputation. According to the World Health Organization,
patient safety involves organized activities that establish
cultures, processes, behaviours,, and environments in
healthcare to consistently lower risks, minimize avoidable
harm, mitigate errors, and reduce their impact.(1)Patient safety
is defined as the absence of preventable harm and the reduction
of unnecessary risk associated with healthcare to an acceptable
minimum. It's underscored in the Florence Nightingale pledge:
"I will abstain from whatever is deleterious and mischievous,
and will not take or knowingly administer any harmful
drugs."(2) During the Crimean War, Florence Nightingale
emphasized patient safety, stating, "It may seem a strange
principle to enunciate...that it should do the sick no harm." Her
legacy as a pioneer in patient safety and quality improvement
remains pertinent today (3).

In India, efforts to enhance patient safety have often been
fragmented. To address this, the National Patient Safety
Implementation Framework (NPSIF) (2018-25) by the
Ministry of Health and Family Welfare outlines
comprehensive strategies. Firstly, it emphasizes improving
structural systems across national, subnational, and healthcare
facility levels to prioritize patient safety. Secondly, NPSIF
advocates for assessing adverse events, establishing reporting
systems, and fostering a culture of learning from errors.
Thirdly, it underscores the importance of a competent
workforce sensitive to patient safety concerns. Moreover,
NPSIF stresses the need to prevent healthcare-associated
infections to bolster patient safety. Additionally, it
recommends implementing global patient safety campaigns
and integrating patient safety into all healthcare programs and
research endeavours. These strategies collectively aim to
fortify patient safety standards throughout India's healthcare
landscape (4). World Patient Safety Day, observed annually on
September 17th, aims to raise awareness about preventing
harm in healthcare. In 2023, it highlighted the theme
"Engaging Patients for Patient Safety," emphasizing the pivotal
role patients play in enhancing their own safety within the
healthcare system (1).
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MATERIALS AND METHODS

This comprehensive systematic review systematically explored
the English-language literature from 2010 to 2024, utilizing
electronic searches across prominent databases such as Scopus,
PubMed, Science Direct, UpToDate, Embase, Cochrane, and
ProQuest. The search targeted preventable safety harms in
healthcare, including misidentification of patients, poor
communication, medication errors, surgery-related adverse
events/harms, healthcare-associated infections, falls, diagnostic
errors, and venous thromboembolism. Additionally, the search
encompassed the theme of "Comprehensive Strategies for
Enhancing Patient Safety." MeSH terms were applied in the
PubMed database. The inclusion criteria comprised books and
documents, Clinical trials, randomized controlled trials
(RCTs), descriptive studies, systematic reviews, and narrative
reviews, with articles published from 2010 to 2024 and full
text available, limited to the English language. The selected
articles underwent meticulous evaluation by a research team,
with discrepancies resolved by a third evaluator. The final set
of 36 papers provided a wealth of information on preventable
patient safety harms and strategies to overcome them. The
collected material was organized and categorized based on
scientific content within their respective thematic areas.

Necessity of focusing on preventable patient harms to
enhance patient safety: According to the World Health
Organization, approximately 1 in 10 patients experiences harm
in healthcare annually. The global burden of unsafe care,
resulting in over 3 million deaths per year, rivals that of
HIV/AIDS or road accidents. Particularly alarming is that 4 in
100 deaths in low-to-middle income countries are due to
unsafe care, with 50% of harm being preventable and half
attributable to medication errors.(1) The Lancet Global Health
Commission's 2018 report on "High Quality Health Systems"
reveals that India's death rate due to poor quality of care
surpasses that of several countries, with approximately 122
deaths per 100,000 people annually. Common Adverse Events
causing Avoidable Patient Harm include Medication errors,
Unsafe surgical procedures, Healthcare-associated infections,
Diagnostic errors, Patient falls, Pressure ulcers, Patient
misidentification, and venous thromboembolism. These events
not only burden patients and healthcare facilities financially
but also investing in their reduction can significantly improve
patient outcomes and lead to substantial cost savings. (1)
Patient safety is integral to achieving Universal Health
Coverage. Awareness of preventable harm events, their causes,
and mitigation strategies enhances healthcare worker focus,
improving patient care delivery

Preventable patient harms and strategies to overcome to
enhance patient safety: The paramount goal of healthcare
delivery is enhancing patient safety. Examining adverse events
and strategies to mitigate them sheds light on rendering care
with minimal harm. Discussing barriers to patient safety and
implementing strategies is crucial for ensuring safe healthcare
practices.

Misidentification of patient and strategies to prevent:
Patient misidentification poses significant risks to patient
safety, with 409 sentinel events identified out of 3326 incidents
(12.3%) between 2014 and 2017. Such errors can lead to
severe adverse events like wrong-site surgery and blood
transfusion reactions (5).

Communication issues during handovers exacerbate
misidentification risks, particularly with multiple healthcare
providers involved.(6) Verifying patient identity before any
procedure or medication administration, using two identifiers
like name and Unique Healthcare Identifier (UHID), is
recommended. Barcoded wristbands and implementing
systems like Barcoded Medication Administration (BCMA)
and WHO surgical safety checklists help mitigate
misidentification risks. (7) Problem-solving interventions,
including informational videos, have shown promise, reducing
misidentification incidents by 18% in a university hospital in
Japan (8).

Poor communication and strategies to improve effective
communication: Effective communication among healthcare
personnel is crucial for reducing patient harm. Poor
communication increases the likelihood of avoidable adverse
effects, with drug-related issues being predominant. Estimates
suggest that 27% of medical malpractice cases stem from
communication failures. Common reasons for communication
gaps include improper handovers, language barriers,
documentation errors, heavy workloads, and time constraints
(9-11). Handoffs between healthcare teams present a critical
juncture where communication lapses can lead to patient harm.
To address this, standardized communication tools like WHO's
ISBAR (Introduction, Situation, Background, Assessment,
Recommendation) can facilitate effective transfer of patient
information. ISBAR ensures comprehensive communication
by including patient and staff records, current patient
condition, clinical history, assessments, and recommendations
for care (12). Face-to-face communication between patients
and medical professionals, or among staff members, is
indispensable for patient safety. Over-reliance on electronic
systems at the expense of personal interaction can compromise
safety (13). Language barriers pose a significant
communication challenge. Assessing patients' language
proficiency upon admission enables tailored communication
strategies to mitigate risks and prevent adverse events (9).
Verifying decisions related to patient care is paramount.
Policies on verbal orders should be established, specifying
their legitimacy and timeframe for documentation. Verbal
orders should only be accepted in emergency situations, with
clear protocols for reading back and confirming orders to
ensure accurate transmission (14).

Medication errors and strategies to prevent: Medication
errors pose a significant threat to patient safety, with one out of
every 30 patients in healthcare experiencing harm, a quarter of
which are life-threatening.(1) In India, medication errors
contribute to 7,000 reported deaths annually, primarily due to
inappropriate medication use. Studies indicate up to 5.2 million
medical errors nationwide each year, with adverse medication
events reported as high as 82 per 1,000 prescriptions in Delhi.
(15) Prescribing errors, accounting for 2% to 94% of
medication errors, are often attributed to inappropriate
prescribing  practices.  Contributing  factors  include
polypharmacy, patient age, comorbidities, and involvement of
multiple physicians in patient care.(16) Other reported causes
include incomplete prescriptions, dispensing errors, allergic
reactions, and selection of incorrect medications from Look
Alike Sound Alike (LASA) drug pairs (17). Performance
deficits, communication gaps, inadequate training, heavy
workloads, and interruptions further exacerbate medication
errors.
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Implementing strategies such as medication reconciliation,
computerized provider order entry, and clinical decision-
support systems can mitigate prescription-related errors.
Conservative  prescribing  practices and  minimizing
interruptions during medication administration also enhance
patient safety (18). Implementing screening tools to identify
and assess polypharmacy safety is crucial for mitigating risks
in healthcare. Concurrently, deprescribing strategies can help
manage polypharmacy-related errors. Consensus among
practitioners involved in patient care is essential for effective
implementation. Shared decision-making involving patients,
caregivers, and multidisciplinary teams enhances patient safety
(18). Proper staffing in healthcare is paramount as inadequate
staffing correlates strongly with medication errors and adverse
events. (19) An incident reporting system, characterized by
non-punitiveness, anonymity, inclusivity, and accountability,
fosters an environment where healthcare workers (HCWs) feel
safe reporting errors. Adopting a just culture approach
encourages reporting, facilitating the identification and
rectification of system gaps (13 & 20). High-risk medications,
such as inotropes and electrolytes, pose significant harm due to
their narrow therapeutic index. Adhering to three safety checks
and the 10 rights of drug administration is crucial when
administering any medication. Errors can occur at various
stages, including dispensing, storage, documentation,
administration, and monitoring. Implementing stringent
protocols, such as dual verification during dispensing and
storing high-alert medications separately with clear labelling,
mitigates risks associated with ambiguities. Visual and
auditory confusions, exemplified by look-alike and sound-alike
drug pairs, necessitate color-coding and distinct labelling to
prevent errors. Utilizing Tallman lettering for differentiation
further alerts HCWs. Highlighting high-risk medications in
documentation  reinforces  their  significance  during
administration. Regular monitoring post-administration,
particularly for high-alert drugs, is vital. Ongoing surveillance
helps detect and address adverse reactions promptly, enhancing
patient safety (21)

Surgical related adverse events and strategies to prevent:
Ensuring patient safety throughout perioperative care is
critical, given the high global volume of surgical procedures
and the persistently high rate of surgical errors, accounting for
10% of preventable patient harm.(1) In India, where around
4642 surgeries are performed annually for every 88,273
people, common procedures include Cataract (22.8%),
Caesareans (3.8%), surgeries for fractures (3.27%) and hernia
(2.86%).(22)  Despite this, reported incidents of wrong
surgical site surgeries (WSS) are surprisingly low due to
underreporting. (23) Contributing factors to WSS include
involvement of multiple surgeons, performing multiple
procedures in a single visit, time pressures, unusual patient
characteristics, introduction of new techniques or equipment,
stress, fatigue, and lack of necessary skills or training. (24)

To ensure surgical safety, structured and standardized
checklists must be employed to improve communication and
reduce the likelihood of errors such as wrong-site surgeries and
retained foreign objects. Patient involvement is crucial as they
have the most at stake. The WHO surgical safety checklist is a
vital tool for enhancing patient safety by conducting three
safety checks before anaesthesia induction, skin incision, and
patient departure from the operating theatre (OT). This
checklist verifies critical factors including patient identity,
surgery procedure, surgical site, allergies, blood product
requirements, and instrument counts, facilitating better

communication among the surgical team. Timely training, skill
enhancement, and strategies to manage stress and fatigue are
essential to enhance safe surgery. While the OT is an
appropriate  setting for professional education, learner
involvement should never compromise patient safety.
Controlling distractions in the operative arena is imperative for
optimal surgical outcomes.(24)

Health Care-Associated Infections and strategies to
prevent: Healthcare-associated infections (HCAIs)
significantly impact patient safety, leading to prolonged
hospital stays, antimicrobial resistance, financial burdens on
patients and healthcare systems, and preventable disabilities.
Globally, HCAI rates stand at 0.14%, rising by 0.06%
annually. (1)In India, the prevalence is notably high,
approximately 9.06 infections per 1,000 intensive care unit
patient days, varying widely between hospitals (4.4% to
83.09%). This rate surpasses those of other affluent nations
(25) Preventing Healthcare-Associated Infections (HCAIs) is a
paramount responsibility of healthcare management. Adhering
to infection control practices, protocols, and policies outlined
by organizations such as the World Health Organization
(WHO) and the Centers for Disease Control and Prevention
(CDCQ) is crucial in this regard. Hand hygiene, including the
use of alcohol-based hand rub, hand washing, and hand scrub,
is highlighted as the most effective behavior change for
infection control, reducing nosocomial infections by 40% to
70%. Additionally, maintaining strict environmental hygiene
and selecting appropriate disinfection agents based on the level
of disinfection are essential strategies.

HCAIs often involve multidrug-resistant pathogens like
MRSA, VRE, and MDR-GNB. Implementing measures such
as contact isolation, cohorting of patients, antimicrobial
stewardship, and reducing hospital stays can control outbreaks.
(26) Anticipatory use of sterile gloves, respiratory hygiene,
cough etiquette, and adherence to standard precautions further
contribute to HCAI prevention (27). Following bundle care
approaches for specific infections like Ventilator Associated
Pneumonia, Catheter Associated Urinary Tract Infections,
Central line associated bloodstream infections, and Surgical
Site Infections plays a regulatory role in combating HCAISs.
Moreover, practices such as safe injections, sharps injury
prevention, biomedical waste management, and
decontamination of reusable patient care items are integral
components of standard precautions to mitigate HCAIs.

Fallsand  strategies to prevent: Patient falls pose a
significant risk in healthcare settings, with rates ranging from 3
to 5 per 1000 bed days, resulting in increased hospital stays
and financial burdens. Globally, falls are the second leading
cause of unintentional injury death, with the elderly being most
vulnerable, especially in low and middle-income countries
where 80% of fall-related mortality occurs (28). In India, falls
are prevalent, affecting 26% to 37% of the population, with
contributing factors includingpoor vision, vertigo, imbalance,
fear of falling, history of fall, presence of osteoarthritis, visual
impairment, hearing impairment, and depression are
contributing factors for fall. It added that the risk of fall was
higher in female elderly population (29). Preventing falls is
crucial in healthcare to avoid sentinel events. Proper risk
assessment using tools like the Morse Falls Scale is essential,
along with measures such as alarms, adequate lighting, and
companionship for vulnerable patients.
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Table I. Factors hindering patient safety leading to Preventable patient harms, contributing factors and strategies to control

Stress,fatigue and sleep deprivation
Retained foreign objects
Lack of required skill and training

S.No | Factors hindering patient safety | contributing factors Strategies to Control
leading to Preventable patient
harms
1 Misidentification of patient . Communication gap especially there is Involvement of multiple Health care | o Use Of Two Identifiers
providers . Barcoded Medication Administration System(BCMA)
. Misidentification during registration,wrong information by patient, | e ImplementationOf  Structured Checklists /Tools(WHO
Homonymy Surgical Safety Checklists)
. Human errors related to high stress work environment . Problem Solving Strategies Based Interventions
. Intrinsic patient related factors impair verbal communication.
2 Poor communication . Improper and inadequate handing over e  Format/checklists/Tools for hand offs (ISBAR)
. Language barrier e  EnhancingEffective face-to-face communication between
. Error in patients documentation patients and medical professionals and among HCWs
. Heavy workload e Assessment of language barrier related risk of patients at the
time of admission and use of tailored preventative strategy
for communication gap.
e  Patient verification prior all patient related activities
e Policies for Verbal order
3 Medication errors . Inappropriate use of abbreviations e Medication reconciliation
. Incomplete prescriptions e  Computerized provider order input especially in conjunction
. Wrongmedication components and quantity with clinical decision-support systems and conservative
. Misidentification patient prescribing practices
. Selecting the incorrect medication from LASA (Look Alike Sound Alike) | ®  Minimizing interruptions during management of medications
drug pairs e  Screening tools for polypharmacy and deprescribing
. Prescribing by brand name strategies
. Polypharmacy e  Shared decision making.
. Involvement of multiple practitioners in patient care e Maintenance of adequate staffing
. Lack of resources related factors e  An incident reporting system follows Just culture.
. Distraction in the environment e Policies to manage high alert drugs (prescription,
storage,Preparation, administration,
e Documentation and monitoring)
4 Surgery related adverse | o Involvement of multiple surgeons e  Structured and standardised checklists to enhance
events/harms ° Multiple procedures a single surgical visit communication, systems, and routines in operative
° Unusual time pressures area(WHO'’s Surgical safety checklists)
. Unusual physical characteristics. e Training and skill strengthening of HCWs
. Introduction and use of new techniques and new equipment e Identify and manage stress and fatigue among Surgical team

members.
Provision of a distraction free environment

Continue .....
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5. Health Care-Associated Infections Compromise in infection control practices at any point of care delivery. Strict adherence to Infection control practices, Protocols and policies (WHO & CDC)
. Active microbial surveillance
. Standard Precautions
e  Hand hygiene
e  Personal Protective Equipment
e  Respiratory Hygiene (Cough Etiquette)
e  Ensure appropriate patient placement(cohorting)
e  Cleaning and Disinfection
e  Biomedical Waste Disposal
e Needle stick and sharps injury prevention
e  Safe Injection Practices
. Transmission based precautions(Air born, droplet, contact)
. Bundle Care for the prevention of Health Care Associated Infections.
. Maintenance of staffing ratios
. Antimicrobial stewardship
. Decreasing hospital stay
. Handling of laundry and linen
6 Falls . Vertigo /Imbalance e Fall risk assessment
. Fear &History of fall e Environmental modifications-Alarms/ adequate lighting/
. Presence of osteoarthritis, e  Sitters/companions
. Visual impairment . Safety belts for stretchers and wheel chair and use of siderails
. Hearing impairment . Facility rounds and frequent monitoring of vulnerable patients
. Depression . Patient & Family education on slip, trip and fall
. Medications which affect the sensorium and balance.
7. Unsafe injection practice related harms. e  Hazardous injection practices . Prepare injections in a sterile field
e Jeopardized infection control practices . Follow relevant standard precautions
e Lack of trained or skilled HCWs . Avoid/limit use of multidose vials
. Handle sharps/needles effectively
. One needle one syringe one time for single patient to enhance injection safety
8. Diagnostic errors . Cognitive issues- faulty heuristics . Integration of good communication strategies and shared decision making
. Systems-based ones- poor coordination and communication between | e Peer review
providers. . Education and training on diagnostic processes.
. Result notification systems ,aim to address lapse in communication leading
delayed diagnosis and treatment of patients
9. Venous thromboembolism . Age . Risk assessment tools for VTE and prioritise management based on the risk
. Active cancer . Early ambulation
. Recent trauma/Surgeries . Pharmacological and mechanical prophylaxis reinforced with other
. Previous VTE interventions like education and monitoring
. Immobilization
. Ongoing hormonal treatment
. Being an active tobacco smoker
. BMI>30
10. Pressure Ulcers . Constant pressure/shear/friction . Risk assessment for pressure ulcers (BRADEN Scale)
. Immobility . Repositioning the patient
. Incontinence . Offering suitable support surfaces
. Lack of sensory perception . Evaluating and improving nutritional status
. Poor nutrition and hydration . Meticulous Skin care
. Age
. Medical condition affecting bloodflow(DM, vascular disease etc)
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Environmental modifications like siderails, safety belts, and
frequent monitoring are also vital. While the feasibility of
strategies like facility rounds for monitoring vulnerable
patients is uncertain, patient and family education on fall
prevention is indispensable. Multimedia interventions have
shown promise in reducing fall rates and resulting injuries.
(30)

Unsafe injection practices and strategies to prevent:
Globally, over 16 billion injections are administered annually,
posing risks of infectious and non-infectious adverse effects.
Mathematical modelling estimates between 157,592 and
315,120 hepatitis C virus infections, 16,939 to 33,877 HIV
infections, and 1.67 million hepatitis B virus infections over
ten years were attributed to unsafe injection practices. (1) In
India, an estimated 3 billion injections are given yearly, with
1.89 billion deemed unsafe. Prescribers play a crucial role in
preventing overuse and enhancing injection safety (31). To
ensure injection safety, preparatory steps are critical. Injections
should be prepared in a sterile environment to minimize
contamination risks. Hand hygiene before handling patients or
medications is essential. All materials used should be sterile,
and aseptic techniques must be strictly followed during
preparation. Multi-dose vials should be used sparingly or
designated for single-patient use only, labeled with the opening
date, and disposed of when sterile conditions are compromised
or as per manufacturer guidelines. Proper skin preparation
before injection is imperative. Safe handling of sharp objects
minimizes the risk of blood-borne infections and needle-stick
injuries. Puncture-resistant sharps containers should be
available for immediate disposal. Avoid physically removing,
recapping, bending, or breaking needles. Employ the scoop
technique if recapping is necessary, and dispose of sharps
containers when three-quarters full, sealing them securely (27).

Diagnostic errors and strategies to prevent: Diagnostic
errors, defined as the failure to establish an accurate and timely
explanation of a patient's health problem(s) or communicate it
effectively, occur in 5-20% of doctor-patient visits according
to WHO factsheets. Physician reviews found detrimental
diagnostic mistakes in at least 0.7% of adult admissions,
impacting most people at some point in their lives. Research
identifies cognitive issues, like faulty heuristics, and systems-
based factors, such as poor coordination and communication,
as root causes (1). Addressing diagnostic errors requires
multifaceted approaches. Integrating communication and
shared decision-making into workflows, alongside education
and training on diagnostic processes, aids in clinical reasoning
and bias reduction. Peer review helps catch potential errors
before reaching patients, mitigating harm. Implementing result
notification systems to bridge communication gaps in
ambulatory and inpatient settings is crucial for timely
diagnosis and treatment, thereby reducing diagnostic errors and
patient harm. (32)

Venous thromboembolism (VTE) and strategies to prevent:
Venous thromboembolism (VTE) poses a significant
healthcare concern, contributing to one-third of hospitalization
complications and hindering patient safety. It comes in one of
the nine hospital acquired events that hinders patient
safety.(1)Age, Active cancer, Recent trauma/Surgeries,
Previous VTE, Immobilization, Ongoing hormonal treatment,
Being an active tobacco smoker, BMI>30 etc were few
identified risk factors for VTE. Utilizing risk assessment tools
to identify high-risk patients and prioritize their care is crucial

for preventing adverse outcomes. (33) Early ambulation post-
surgery is universally beneficial. Active prophylaxis, whether
pharmacological or mechanical, reduces VTE incidence.
Mechanical methods like intermittent pneumatic compression
devices and graduated compression stockings are safe even for
high-risk bleeding patients. Low-dose anticoagulants decrease
VTE risk by 50-80%, albeit with a slight bleeding risk
increase. VTE prophylaxis, coupled with education and
monitoring,  enhances  patient safety. = Emphasizing
interventions like risk assessment, early ambulation, and
prophylaxis reinforces VTE prevention efforts, reducing
associated harms and improving patient outcomes (34).

Pressure Ulcers and strategies to prevent: Pressure ulcers
account for over 10% of adult hospital admissions and
significantly impact physical, mental, and quality of life
despite being largely preventable. (1) Constant pressure, shear,
and friction, exacerbated by immobility, incontinence, sensory
impairment, poor nutrition, and medical conditions affecting
blood flow, contribute to their development. Using tools like
the BRADEN Scale for risk assessment is crucial. (35)
Prevention strategies include patient repositioning, appropriate
support surfaces, and nutritional optimization. Staging pressure
ulcers guides treatment, which may involve pressure off-
loading, dietary adjustments, and appropriate wound care.
Cleaning pressure injuries and their surroundings, debriding
biofilm and devitalized tissue as needed, and closely
monitoring for complications like osteomyelitis and infection
are vital. Selecting the right wound dressing based on wound
extent and exudate is essential for effective management. (36)

CONCLUSION

Patient safety remains a paramount concern in healthcare, with
various adverse events posing significant risks to patient well-
being worldwide. Efforts to enhance patient safety are
multifaceted and require comprehensive strategies addressing a
range of factors, from diagnostic errors to healthcare-
associated infections, falls, unsafe injection practices, venous
thromboembolism, and pressure ulcers. It's imperative to
prioritize preventive measures and implement evidence-based
interventions to mitigate these risks and improve patient
outcomes.The implementation of national frameworks like the
National Patient Safety Implementation Framework in India
underscores the importance of a systematic approach to patient
safety, emphasizing structural improvements, adverse event
reporting, workforce competency, and infection control.
International initiatives such as World Patient Safety Day
further highlight the global commitment to advancing patient
safety Effective communication, standardized protocols, risk
assessment tools, and continuous education are essential
elements in preventing patient harm and enhancing safety
culture within healthcare settings. By addressing preventable
patient harms and implementing tailored strategies to
overcome them, healthcare systems can strive towards
delivering safer, higher-quality care for all patients. Ultimately,
promoting patient safety is not just a moral imperative but also
a fundamental aspect of achieving equitable and effective
healthcare delivery worldwide.
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