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Poor quality care in healthcare
settings: an overlooked epidemic

Augustine Kumah *†

Nyaho Medical Centre, Takoradi, Ghana

Adverse events in healthcare settings, including medical errors, healthcare-

associated infections (HAIs), and surgical complications, have been a persistent

challenge globally, contributing significantly to patient morbidity and mortality.

Over the past decade, these events have remained prevalent despite increasing

e�orts to improve patient safety. This narrative literature review explores the

burden of poor-quality care. It examines the trends in adverse events and

associated mortalities from 2015 to 2024, highlighting the impact of these

events on global health outcomes and identifying potential strategies for

reducing their occurrence. Data were collected from various sources such

as PubMed, Google Scholar, Scopus, and Ebscohost. The analysis revealed

that ∼10%−12% of hospitalized patients in high-income countries experienced

adverse events annually from 2015 to 2024. Globally, the WHO estimated

that 134 million adverse events occurred each year, with ∼2.6 million deaths

attributed to these events. Adverse events in healthcare settings remain a

significant public health challenge, contributing tomillions of preventable deaths

annually. The persistence of these events highlights systemic issues within

healthcare delivery, including inadequate safety protocols, underreporting, and

workforce challenges.
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Introduction

The global healthcare landscape has undergone significant transformations in recent

decades, with substantial efforts to improve access to healthcare services, particularly

in low- and middle-income countries (LMICs). These efforts, encapsulated in global

initiatives such as the Millennium Development Goals (MDGs) and the Sustainable

Development Goals (SDGs), have primarily focused on increasing the availability of

healthcare services to underserved populations (1). However, while access to healthcare

has improved in many parts of the world, a critical issue remains largely overlooked: the

quality of care provided. Poor quality care, often resulting in adverse health outcomes, has

emerged as an epidemic, affecting millions of individuals globally.

Quality care is typically defined by three primary dimensions: safety, effectiveness,

and patient-centeredness. Safety refers to the avoidance of harm to patients during

the provision of healthcare services. Effectiveness involves delivering healthcare services

based on scientific knowledge and evidence-based practices, ensuring patients receive

the most appropriate treatment for their condition. Patient-centeredness emphasizes the

importance of involving patients in their care, respecting their preferences, and ensuring

that their needs and values guide clinical decisions (2). When any of these dimensions are

compromised, the quality of care is deemed poor. Unfortunately, healthcare systems in

many parts of the world, particularly LMICs, struggle to deliver care consistently, meeting

these standards. This has led to a situation where millions of people, even those with access

to healthcare, receive care that is suboptimal or outright harmful (3).
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Global burden of poor-quality care

The scale of the problem posed by poor-quality care is

staggering. According to the World Health Organization (WHO),

∼134 million adverse events occur annually in healthcare settings

in LMICs, resulting in 2.6 million deaths each year (4). These

figures underscore the magnitude of harm caused by unsafe

medical practices, diagnostic errors, and inadequate treatment.

In high-income countries, the situation is similarly concerning,

with patient safety incidents leading to tens of thousands of

deaths annually (5). Poor quality care manifests in various forms,

including medical errors, misdiagnoses, medication errors, unsafe

surgical procedures, and healthcare-associated infections (HAIs).

These issues are not confined to any geographic region but are

pervasive across healthcare systems globally (6). The consequences

of poor-quality care extend beyond immediate patient harm,

contributing to long-term disability, loss of productivity, and

increased healthcare costs. Moreover, the fear of receiving poor

quality care can deter individuals from seeking necessary medical

treatment, further exacerbating health disparities (7).

Factors contributing to poor quality
care

Healthcare system weaknesses

One of the primary contributors to poor quality care is

the weakness of healthcare systems, particularly in LMICs.

These weaknesses manifest in various ways, including inadequate

infrastructure, insufficient funding, a shortage of trained healthcare

professionals, and poor governance. In many LMICs, healthcare

facilities are often under-resourced, with limited access to essential

medicines, medical equipment, and diagnostic tools (3, 12). These

resource constraints hinder the ability of healthcare providers to

deliver safe and effective care, leading to substandard treatment and

poor patient outcomes. The shortage of healthcare professionals

is another significant issue. Many LMICs face a critical shortage

of doctors, nurses, and other healthcare workers, resulting in high

patient-to-provider ratios and overburdened healthcare staff. This

often leads to burnout, fatigue, and errors in patient care (17,

18). Furthermore, the lack of ongoing training and professional

development for healthcare workers contributes to a gap in

knowledge and skills, further compromising the quality of care

provided (4, 8).

Medical errors and diagnostic failures

Medical errors and diagnostic failures are significant

contributors to poor quality care. These errors can occur at

various stages of the healthcare process, including diagnosis,

treatment, and follow-up. Diagnostic errors, in particular, are

a significant concern, with studies suggesting that they affect

∼12 million adults in the United States alone each year (19).

Misdiagnoses can lead to inappropriate or delayed treatment,

resulting in preventable harm or death. Medication errors are

another common issue, often arising from incorrect prescribing,

dispensing, or administration of drugs. These errors can result

in adverse drug reactions, overdose, or underdose, leading to

patient harm (5). In many cases, medication errors are preventable

through the implementation of better safety protocols, electronic

prescribing systems, and enhanced communication among

healthcare providers.

Healthcare-associated infections

Healthcare-associated infections (HAIs) are a significant source

of patient harm and are closely linked to poor quality care. HAIs

occur when patients acquire infections in a healthcare facility,

often due to inadequate infection prevention and control practices.

Common HAIs include surgical site infections, catheter-associated

urinary tract infections, and ventilator-associated pneumonia (20,

21). The burden of HAIs is exceptionally high in LMICs, where

infection prevention and control practices may be insufficient due

to resource constraints and lack of training. In these settings, HAIs

can lead to increased morbidity and mortality, prolonged hospital

stays, and higher healthcare costs (20). Addressing the issue of HAIs

requires a multifaceted approach, including improving infection

prevention and control practices, ensuring access to clean water

and sanitation in healthcare facilities, and promoting hand hygiene

among healthcare workers.

Antimicrobial resistance

Antimicrobial resistance (AMR) is another critical factor in

poor-quality care. The overuse and misuse of antimicrobials in

healthcare settings have led to the emergence of drug-resistant

pathogens, making infections more difficult to treat. AMR is

a global health threat with the potential to undermine the

effectiveness of essential medical treatments, including surgery,

chemotherapy, and organ transplantation (22). In many healthcare

settings, particularly in LMICs, the lack of regulation and oversight

of antimicroial use has exacerbated the problem of AMR. Patients

may receive antibiotics for conditions that do not require them, or

they may receive inappropriate doses or durations of treatment.

This contributes to the spread of resistant bacteria, which can be

transmitted to other patients within healthcare facilities (4, 23).

Addressing AMR requires coordinated efforts to promote the

rational use of antimicrobials, improve infection control practices,

and develop new antimicrobial agents.

Social determinants of health

The social determinants of health, including poverty,

education, and social inequality, also play a significant role

in individuals’ quality of care. Patients from disadvantaged

backgrounds are more likely to experience poor quality care due

to factors such as limited access to healthcare services, lower

health literacy, and discrimination within the healthcare system

(24). In many cases, healthcare facilities serving low-income or

marginalized populations may be underfunded and understaffed,
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leading to substandard care. Additionally, healthcare providers

may hold biases or stereotypes that affect their interactions

with patients from particular social or ethnic groups, resulting

in disparities in the quality of care provided (25). Addressing

these social determinants of health is essential to ensuring that

all individuals receive high-quality care, regardless of their

background or circumstances.

Governance and policy challenges

Governance and policy issues are critical determinants of

healthcare quality. Weak governance, corruption, and inadequate

regulation can contribute to poor quality care by allowing unsafe

practices to persist, misallocating resources, and failing to enforce

standards of care (26–28). One of the significant challenges faced

by healthcare systems in LMICs is the outdated or non-existent

health policies that fail to address the evolving healthcare needs

of these populations (29, 30). In many countries, healthcare

policies may be poorly designed or implemented, resulting in

gaps in service delivery and disparities in healthcare access and

quality (30). Many LMICs operate under policies that have not

been revised or are poorly aligned with contemporary healthcare

challenges such as antimicrobial resistance, non-communicable

diseases, and pandemic preparedness (30). The absence of robust

policy frameworks contributes to inefficiencies, inequitable access

to care, and persistent quality gaps in healthcare delivery (29, 30).

Effective governance is essential to establishing a culture of quality

within healthcare systems. This includes setting clear standards and

guidelines for healthcare delivery, ensuring accountability among

healthcare providers, and promoting transparency in healthcare

decision-making (27, 31). Additionally, robust policy frameworks

are needed to address issues such as patient safety, AMR, and the

social determinants of health.

This narrative review aims to explore the burden of poor-

quality care. It examines the trends in adverse events and

associated mortalities from 2015 to 2024, highlighting the impact

of these events on global health outcomes and identifying potential

strategies for reducing their occurrence.

Methods

This narrative literature review explores the implications of

poor-quality care. It examines the trends in adverse events and

associated mortalities from 2015 to 2024, highlighting the impact

of these events on global health outcomes and identifying potential

strategies for reducing their occurrence. Data on poor quality care,

adverse events and mortality rates were collected from various

sources such as PubMed, Google Scholar, Scopus, and Ebscohost,

including reports from the World Health Organization (WHO),

the Institute for Healthcare Improvement (IHI), and other relevant

studies. The analysis focused on the incidence of adverse events,

the resulting deaths, and the contributing factors, with comparisons

made across different years to assess trends over time. The data

collection process also involved reviewing literature on global

health trends to contextualize the quantitative data.

TABLE 1 Adverse events outcomes.

Year Reporting
agency

Adverse events outcomes
(measures and sources)

2015 WHO, U.S.

Reports

12 million adverse events in the U.S.;∼10% of

hospitalized patients in high-income countries

were affected. (Source: WHO, Makary and Daniel,

2016)

2016 WHO 134 million adverse events globally, primarily in

LMICs. (Source: WHO, 2019)

2017 WHO 134 million adverse events globally. (Source:

WHO, 2029)

2018 OECD 15% of all hospital expenditures were linked to

adverse events. (Source: OECD Report, 2018)

2019 NHS 1.8 million adverse events were reported in

English hospitals. (Source: NHS, 2019)

2020 WHO Adverse events increased due to COVID-19, with

134 million annually. (Source: WHO, 2020)

2021 WHO 10%−12% of patients in high-income countries

experienced adverse events. (Source: WHO, 2024)

2022 WHO 10% of patients in high-income countries

experienced adverse events. (Source: WHO, 2024)

2023 WHO Continued high rates of adverse events were

reported. (Source: WHO, 2024)

2024 WHO Projected 134 million adverse events globally.

(Source: WHO, 2024)

Discussion

The data on adverse events and the resulting hospital

mortalities from 2015 to 2024 paints a stark picture of the

challenges healthcare systems face worldwide (Tables 1, 2). Over

the past decade, adverse events—defined as harm experienced by

patients due to medical care rather than the underlying disease—

have persisted at alarming rates. These events include medical

errors, hospital-acquired infections, surgical complications, and

medication errors. The accompanying mortality data reveals the

severe consequences of these events, underscoring the urgent need

for systemic improvements in patient safety.

Trends in adverse events and
mortalities

Persistent high rates of adverse events

In the decade from 2015 to 2024, the incidence of adverse

hospital events remained persistently high (Tables 1, 2). The

data indicates that ∼10%−12% of hospitalized patients in high-

income countries experienced some form of adverse event each

year (5, 32). This percentage translates to millions of patients

worldwide being affected by preventable harm during their hospital

stay. For instance, in 2015, an estimated 12 million adverse

events occurred in the United States alone, affecting roughly

10% of hospitalized patients (5). Globally, the WHO estimated

that 134 million adverse events occurred annually, particularly

in low- and middle-income countries (LMICs), where healthcare
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TABLE 2 Mortality from adverse events.

Year Reporting
agency

Mortality from adverse events
(measures and sources)

2015 WHO, U.S.

Reports

Estimated 250,000 deaths in the U.S. due to

medical errors. (Source: Makary & Daniel, 2016)

2016 WHO Approximately 2.6 million deaths worldwide were

attributed to adverse events. (Source: WHO, 2018)

2017 WHO Approximately 2.6 million deaths worldwide were

due to adverse events. (Source: WHO, 2018)

2018 WHO Around 2.6 million deaths globally from adverse

events. (Source: WHO, 2018)

2019 NHS 11,000 severe harms or deaths in the NHS system.

(Source: NHS, 2019)

2020 WHO Continued estimate of 2.6 million deaths globally.

(Source: WHO, 2020)

2021 WHO Over 2.5 million deaths globally, with an increase

due to pandemic strain. (Source: WHO, 2024)

2022 WHO 2.6 million deaths globally from adverse events.

(Source: WHO, 2024)

2023 WHO Estimated 2.5-2.6 million deaths globally

post-pandemic. (Source: WHO, 2024)

2024 WHO Projected 2.6 million deaths globally unless safety

measures are improved. (Source: WHO, 2024)

systems often struggle with resource constraints and less rigorous

safety protocols (8). These figures remained relatively consistent

throughout the subsequent years, with no significant reduction

in adverse event rates, even as awareness and efforts to improve

patient safety increased.

Adverse events and healthcare costs

One notable finding is the significant economic impact

of adverse events. In 2018, the WHO reported that 15%

of all hospital expenditures in OECD countries were linked

to adverse events. These adverse events also contribute to

extended hospital stays, with patients experiencing an average

of 4–7 additional days of hospitalization, depending on the

event’s severity (13, 14, 33, 34). Economically, the global cost

of adverse events is staggering, with unsafe medical practices

accounting for an estimated $42 billion annually (32, 33). Such

figures underscore the urgent need for targeted interventions to

mitigate healthcare systems’ financial and operational burdens.

This statistic highlights the substantial financial burden that

adverse events place on healthcare systems. Resources that

could otherwise be directed toward improving patient care

and outcomes are instead used to manage the fallout from

preventable harm. Moreover, the financial implications extend

beyond direct healthcare costs. Adverse events often result in

prolonged hospital stays, additional treatments, and legal expenses,

all contributing to the overall economic burden. The cumulative

effect of these costs underscores the importance of investing in

preventive measures and safety protocols to reduce the incidence

of adverse events.

Mortality rates from adverse events

The data on mortality rates associated with adverse events is

perhaps the most alarming aspect of these findings. Each year,

millions of deaths worldwide are attributed to adverse events, with

little variation in mortality rates over the decade (35–37). In 2016,

the WHO estimated that 2.6 million deaths globally were a direct

result of adverse events, which remained consistent through 2024

(4, 13, 16, 34). In high-income countries like the United States,

medical errors alone were estimated to cause around 250,000 deaths

annually, making them the third leading cause of death in the

country (5, 33). This statistic is particularly troubling as it highlights

that many of these deaths are preventable. The persistent nature of

these mortality rates suggests that systemic issues within healthcare

systems are not adequately addressed.

The impact of COVID-19 on adverse events
and mortalities

The COVID-19 pandemic, which began in 2020, profoundly

impacted healthcare systems worldwide, exacerbating adverse

events. The pandemic placed unprecedented strain on hospitals,

leading to increased rates of hospital-acquired infections,

medication errors, and other adverse events as healthcare providers

struggled to manage the overwhelming number of patients. The

data from 2020 reflects this impact, with WHO reports indicating

an increase in adverse events due to the challenges posed by the

pandemic (13, 14, 16). Although the exact numbers are difficult

to quantify, the pandemic undoubtedly worsened the patient

safety crisis, particularly in regions where healthcare systems were

already under-resourced (Tables 1, 2).

Projected trends and future implications

Looking ahead to 2024, the data projects that without

significant improvements in patient safety measures, the rates of

adverse events and associated mortalities will remain alarmingly

high. The WHO continues to project ∼134 million adverse

events annually, with 2.6 million deaths resulting from these

events (13, 16). These projections emphasize the need for

comprehensive and sustained efforts to improve patient safety

across all healthcare settings.

Factors contributing to persistent
poor-quality care

Systemic issues in healthcare delivery

The persistence of high rates of adverse events and related

mortalities suggests that systemic issues within healthcare delivery

are a major contributing factor. These issues include inadequate

staffing levels, insufficient training, poor communication among

healthcare providers, and a lack of robust safety protocols. In many

healthcare settings, particularly LMICs, the resources necessary

to implement adequate safety measures are limited (3, 12, 38,
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39). Additionally, the complexity of modern healthcare, with its

reliance on advanced technology and multidisciplinary teams,

increases the potential for errors. In high-income countries,

while technology and protocols are more advanced, the sheer

volume of patients and the complexity of their care can lead

to breakdowns in communication and coordination, resulting in

adverse events.

Underreporting and lack of accountability

Another factor contributing to the ongoing issue of adverse

events is underreporting. Many adverse events go unreported

due to fear of blame, lack of awareness, or inadequate reporting

systems (28, 29, 40). This lack of transparency prevents healthcare

providers and institutions from learning from these events and

implementing necessary changes to prevent future occurrences (9,

29, 40). Moreover, the lack of accountability within some healthcare

systems means that when adverse events occur, there are often few

consequences for those responsible. This lack of accountability can

perpetuate a culture of complacency, where the urgency to improve

patient safety is diminished.

The role of healthcare culture

The culture within healthcare organizations plays a significant

role in perpetuating or mitigating adverse events. In environments

with a blame culture, healthcare providers may be reluctant to

report errors, hindering efforts to address systemic issues (38,

40). Conversely, organizations that promote a safety culture—

where staff are encouraged to report errors and near misses

without fear of retribution—are more likely to see improvements

in patient safety (41–43). Creating a safety culture requires

leadership commitment, ongoing education and training, and

implementing systems that support open communication and

continuous improvement. Without these elements, efforts to

reduce adverse events and improve patient outcomes will likely

fall short.

Recommendations for reducing
adverse events and mortalities

Strengthening safety protocols and systems

One of the most effective ways to reduce adverse events

and associated mortalities is to strengthen safety protocols and

systems within healthcare settings. This includes implementing

standardized procedures for everyday medical tasks, ensuring that

all staff are adequately trained, and using technology to reduce the

potential for human error (15, 42). For example, electronic health

records (EHRs) can help prevent medication errors by providing

healthcare providers with accurate and up-to-date information

about patients’ medications and allergies. Similarly, surgical safety

checklists have been shown to reduce the incidence of surgical

complications and improve patient outcomes (44).

Enhancing reporting and accountability
mechanisms

Improving reporting and accountability mechanisms is crucial

for addressing the issue of underreporting and fostering a culture of

safety. Healthcare organizations should implement robust incident

reporting systems that encourage staff to report adverse events

and near misses without fear of blame. These systems should

be used not only to track and analyze adverse events but also

to identify patterns and underlying causes, leading to targeted

interventions (9–11, 39, 45). Additionally, healthcare providers and

institutions should be held accountable for maintaining patient

safety standards. This could involve regular audits of safety

practices and penalties for organizations that fail to comply with

established safety protocols. At the same time, it is essential to

recognize and reward organizations that demonstrate excellence in

patient safety, encouraging others to follow suit.

Investing in workforce training and
development

Ongoing training and development for healthcare professionals

are essential for reducing adverse events and improving

patient safety. This includes initial training for new staff

and continuous professional development opportunities that

keep healthcare providers up to date with the latest safety

protocols and best practices (15, 46). Investing in workforce

training also addresses burnout and fatigue, which can

contribute to errors. Ensuring that healthcare providers have

manageable workloads and access to mental health support

can help reduce the risk of errors and improve overall patient

safety (15, 42).

Fostering a culture of safety

Creating a safety culture within healthcare organizations is

essential in reducing adverse events and associated mortalities.

This involves leadership commitment to patient safety, clear

communication of safety priorities, and establishing systems

that support continuous improvement (38–40). Healthcare

leaders should prioritize patient safety in all aspects of care

delivery, from policy development to daily operations. This

includes fostering an environment where staff feel empowered

to speak up about safety concerns and where errors are

viewed as opportunities for learning rather than reasons for

punishment (41).

Leveraging technology and innovation

Finally, leveraging technology and innovation can significantly

reduce adverse events and improve patient outcomes. Advances

in health information technology, such as EHRs and clinical

decision support systems, can help reduce errors and improve

the accuracy of diagnosis and treatment (47). Additionally,
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emerging technologies such as artificial intelligence and machine

learning hold promise for predicting and preventing adverse

events before they occur. Investment in research and development

is also crucial for driving innovation in patient safety. By

supporting the development of new tools, technologies,

and approaches, healthcare organizations can stay ahead of

emerging risks and continually improve the quality of care they

provide (45).

Conclusion

Poor quality care is an overlooked epidemic that significantly

threatens global health. The consequences of poor-quality care

are far-reaching, affecting health outcomes, mortality, economic

stability, and patient trust. Addressing this epidemic requires

a comprehensive and multifaceted approach, with efforts to

strengthen healthcare systems, enhance patient safety, combat

antimicrobial resistance, and address the social determinants of

health. To reduce adverse events and improve patient outcomes,

healthcare organizations must strengthen safety protocols, enhance

reporting and accountability mechanisms, invest in workforce

training, foster a safety culture, and leverage technology and

innovation. By taking these steps, healthcare providers can protect

patients from harm and ensure that hospitals are places of

healing rather than sources of preventable injury or death.

Policy and governance reforms and leveraging technology and

innovation are essential to improving healthcare quality and

ensuring all individuals receive safe, effective, patient-centered care.

By recognizing and addressing the issue of poor-quality care, we

can work toward a future where healthcare is truly a force for

good, improving health outcomes and reducing health disparities

for all.
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