
WHO Draft GuiDelines fOr 
aDverse event repOrtinG 
anD learninG systems



WHO/EIP/SPO/QPS/05.3

© World Health Organization 2005

All rights reserved. Publications of the World Health Organization can be obtained 
from WHO Press, World Health Organization, 20 Avenue Appia, 1211 Geneva 27, 
Switzerland (tel: +41 22 791 3264; fax: +41 22 791 4857; email: bookorders@who.
int). Requests for permission to reproduce or translate WHO publications – whether 
for sale or for noncommercial distribution – should be addressed to WHO Press, at 
the above address (fax: +41 22 791 4806; email: permissions@who.int). 

The designations employed and the presentation of the material in this publication 
do not imply the expression of any opinion whatsoever on the part of the World 
Health Organization concerning the legal status of any country, territory, city or 
area or of its authorities, or concerning the delimitation of its frontiers or boundaries. 
Dotted lines on maps represent approximate border lines for which there may not 
yet be full agreement.

The mention of specific companies or of certain manufacturers’ products does not 
imply that they are endorsed or recommended by the World Health Organization 
in preference to others of a similar nature that are not mentioned. Errors and omis-
sions excepted, the names of proprietary products are distinguished by initial capital 
letters.

All reasonable precautions have been taken by WHO to verify the information 
contained in this publication.  However, the published material is being distributed 
without warranty of any kind, either express or implied.  The responsibility for the 
interpretation and use of the material lies with the reader.  In no event shall the 
World Health Organization be liable for damages arising from its use.  

Printed by the WHO Document Production Services, Geneva, Switzerland



WORLD ALLIANCE FOR PATIENT SAFETY

WHO Draft GuiDelines fOr 
aDverse event repOrtinG 
anD learninG systems

From inFormation to action

EIP/SPO



ACKNOWLEDGEMENTS
WHO wishes to acknowledge with gratitude the work of Professor Lucian Leape of 
Harvard School of Public Health, Boston, Massachusetts, United States of America 
and Dr Susan Abookire of Mount Auburn Hospital, Cambridge, Massachusetts 
Harvard Medical School, Boston, Massachusetts, United States of America, as the 
primary authors of the WHO Draft Guidelines for Adverse Event Reporting and 
Learning Systems. WHO also wishes to thank individuals and representatives of 
organizations who provided constructive comments on drafts of this document.

WHO wishes to thank Member States who provided information on reporting 
systems within their own countries.

This document reflects collaborative effort across WHO, led by the Evidence and 
Information for Policy Cluster, with significant input from the staff at WHO regional 
offices and from partners working in collaboration with WHO worldwide.



�WHO Draft GuiDelines fOr aDverse event repOrtinG anD learninG systems

FOREWORD
Imagine a jet aircraft which contains an orange coloured wire essential for its safe 
functioning. An airline engineer in one part of the world doing a pre-flight inspec-
tion spots that the wire is frayed in a way that suggests a critical fault rather than 
routine wear and tear. What would happen next? I think we know the answer. It is 
likely that – probably within days – most similar jet engines in the world would be 
inspected and the orange wire, if faulty, would be renewed.

When will health-care pass the orange-wire test?

The belief that one day it may be possible for the bad experience suffered by a 
patient in one part of the world to be a source of transmitted learning that benefits 
future patients in many countries is a powerful element of the vision behind the 
WHO World Alliance for Patient Safety.

The most important knowledge in the field of patient safety is how to prevent harm 
to patients during treatment and care. The fundamental role of patient safety report-
ing systems is to enhance patient safety by learning from failures of the health care 
system. We know that most problems are not just a series of random, unconnected 
one-off events. We know that health-care errors are provoked by weak systems and 
often have common root causes which can be generalized and corrected. Although 
each event is unique, there are likely to be similarities and patterns in sources of risk 
which may otherwise go unnoticed if incidents are not reported and analysed.

These draft guidelines are a contribution to the Forward Programme 2005 of the 
World Alliance for Patient Safety. The guidelines introduce patient safety reporting 
with a view to helping countries develop or improve reporting and learning systems 
in order to improve the safety of patient care. Ultimately, it is the action we take in 
response to reporting – not reporting itself – that leads to change.

Reporting is fundamental to detecting patient safety problems. However, on its 
own it can never give a complete picture of all sources of risk and patient harm. The 
guidelines also suggest other sources of patient safety information that can be used 
both by health services and nationally.

The currency of patient safety can only be measured in terms of harm prevented 
and lives saved. It is the vision of the World Alliance that effective patient safety 
reporting systems will help to make this a reality for future patients worldwide.

Sir Liam Donaldson

Chair 
World Alliance for Patient Safety
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