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Mandate from 
WHA 74 

• The Seventy-fourth World Health 
Assembly, having considered the 
consolidated report by the Director-
General,1 Decided: 
• to adopt the global patient safety 

action plan 2021–2030; 
• to request the Director-General to 

report back on progress in the 
implementation of the global 
patient safety action plan 2021–
2030 to the Seventy-sixth World 
Health Assembly in 2023 and 
thereafter every two years until 
2031.



Purpose of  GPSAT 

1. To facilitate the structured  assessment of progress on the strategic 
framework of the Global Patient Safety Action Plan 
2. To measure Core and advanced indicators defined in the global 
action plan 
3. To assist governments in establishing the baseline, identifying 
specific policy and programs gaps and taking priority actions
4. To provide a consistent framework for reporting to WHA every two 
year 
5. To provide means for quantifying the patient safety implementation 
in terms of scores and dashboard (Voluntary) 



Design princples

Voluntary Transparent Accountable Partnership  

Minimal data 
burden Country ownership Action oriented 

Trigger 
implementation 

and improvement 

Aliened with 
Strategic 

framework 
(GPSAP)  

Ensure data 
quality Locally adaptable Ease of use



Structure of 
Assessment tool



Structure of the Global Patient Safety Assessment Tool 
(GPSAT)

•Based on the strategic framework (7X5) of the Global Patient Safety 
Action Plan 
•Each Strategic objective has five strategies 
•Each strategy has five criteria 
•Each criterion can be responded to as not initiated, partially met, or 
fully met 
•Total (7X5X5) 175 criteria 
•Guidance for assessment provided for each of the criteria 



Strategic 
Objectives (7)

Strategies (35) 

Criteria (175) 





Strategy 1.1: 
Patient safety policy, 

strategy and 
implementation 

framework 

Strategy 1.4: 
Safety standards, 
regulation and 
accreditation 

Strategy 1.2: 
Resource mobilization and 

allocation 

Strategy 1.3: 
Protective legislative 

measures 

Strategy 1.5: 
World Patient Safety Day 
and Global Patient Safety 

Challenges 



Strategy 1.4: 
Safety standards, regulation and accreditation 

1.4.1 Minimum safety 
standards for health 

care facilities and 
health services have 

been defined 

1.4.2 Safety standards 
have been 

incorporated into the 
criteria for licencing of 

health care facilities 

1.4.3 Safety standards 
have been defined for 

specific clinical services 

1.4.4 Safety standards 
have been 

incorporated into the 
criteria for health 

service assessments 

1.4.5 Safety standards 
are periodically 

reviewed and updated 
based on new evidence 

and best practices

Criteria 





Strategy 2.1: 
Transparency, openness 
and ‘No blame’ culture 

Strategy 2.4: 
Human factors/ ergonomics 
for health systems resilience 

Strategy 2.2: 
Good governance for the 

health care system 

Strategy 2.3: 
Leadership capacity for 
clinical and managerial 

functions 

Strategy 2.5: 
Patient safety in 

emergencies and settings of 
extreme adversity 



Strategy 2.1: 
Transparency, openness and ‘No blame’ culture 

2.1.1 Safety culture has 
been included as a key 
intervention in health 
services improvement 

programmes

2.1.2  A system for 
reporting “Never Events” 
(or Sentinel Events) has 

been implemented

2.1.3  Administrative 
mechanism/s have been 

put in place for protection 
of those reporting adverse 

events

2.1.4  An accountability 
mechanism has been put in 

place to promote ‘just 
culture’ 

2.1.5 Practice of 
periodically distributing 

surveys to assess 
organizational safety 

culture has been 
established 

Criteria 



Strategy 2.1 

Develop and sustain a culture of respect, openness and transparency that promotes 
learning, not blame and retribution, within each organization providing patient care

Criteria Status Assessment guidance  
2.1.1
Safety culture has been included 
as a key intervention in health 
services improvement 
programmes

Not initiated 

Partially met 

Fully met  

remarks/supporting evidence

Not initiated = No initiative 
has been taken 
Partially met = Safety culture 
has been identified as a key 
strategy for improving patient 
safety and quality of care 
Fully met = A campaign for 
promoting safety culture in 
health care facilities has been 
launched  

2.1.2 
A system for reporting “Never 
Events” (or Sentinel Events) has 
been implemented

Not initiated 

Partially met 

Fully met  

remarks/supporting evidence

Not initiated = No system has 
been initiated for Never 
Events reporting  
Partially met = Reportable 
Never Events or sentinel 
events have been defined 
Fully met = A system for 
reporting of Never Events or 
Sentinel Events is operational  



Electronic 
Survey 
Tool 



Score card (Voluntary) 

Level 0
Not 

Initiated

Level 1
Basic

Level 2
Progressing

Level 3
Advanced

Level 4
Developed

Obtained 
score

0

Obtained 
score
1-15 

Obtained 
score
16-30

Obtained 
score
31-45

Obtained 
score
46-50



Thank you 


