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>  meaningful analysis of, learning from, and dissemination of lessons

learnt from reports require expertise and other human and financial

resources.  The agency that receives reports must be able to influence

solutions, disseminate information and make recommendations for

changes.

The Alliance will also work with governments and agencies that

have established reporting systems to facilitate finding and interpreting

international data for early detection of potential problems and sharing of

results to ensure that solutions can be developed.



WORLD ALLIANCE FOR PATIENT SAFETY /  F o r w a r d  P r o g r a m m e •     25

The World Alliance for Patient Safety will be a “WHO Alliance” and its sec-

retariat, to be based in WHO headquarters, will be managed by the WHO

Patient Safety Programme.

The Alliance will have several advisory committees which will assist in

designing, planning and monitoring the implementation of its action

areas/work programmes. The committees will take advice from stakehold-

ers and will have appropriate membership to ensure expertise from all parts

of the world.

Each Alliance programme will have a detailed project plan with specific

objectives to be achieved within a specified timescale. It is likely that all the

programmes will have a “lead” body that will be supported by the secre-

tariat. The secretariat will closely monitor the delivery of each programme

and will ensure that progress is communicated to the wider stakeholder

group using the WHO web site.

The Alliance funding will be allocated through WHO, either from WHO reg-

ular budget or extrabudgetary sources.

The Alliance will hold an annual Alliance Day — an opportunity to review

progress made and to discuss proposals for new programmes. The meeting,

which will be held in a different WHO region each year, will also highlight

patient safety challenges and advances in countries in the host region.

The Alliance will use the new site on patient safety within the main WHO

web site — www.who.int/patientsafety — as its main vehicle to support

international communication.

Governance and programme support
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