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ed/index. html ) , F 7= . Institute for



Healthcare Improvement (IHI) <° Joint
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[WHO Global Patient Safety Action Plan
2021-2030]
Framework for Action — The 7x5 Matrix
1) Policies to eliminate avoidable har

m in health care

1.1 Patient safety policy, strategy and
implementation framework

1.3 Protective legislative measures

1.4 Safety standards, regulation and
accreditation

1.5 World Patient Safety Day and Global
Patient Safety Challenges
2) High-reliability systems
2.1 Transparency, openness and No blame
culture
2.2 Good governance for the health care
system
2.3 Leadership capacity for clinical and
managerial functions
2.4 Human factors/ergonomics for health
systems resilience
2.5 Patient safety in emergencies and
settings of extreme adversity
3) Safety of clinical processes
3.1 Safety of risk—prone clinical
procedures
3.2 Global Patient Safety Challenge:

Medication Without Harm

3.3 Infection prevention and control &

antimicrobial resistance

3.4 Safety of medical devices, medicines

blood and vaccines

3.5 Patient safety in primary care and

transitions of care

4) Patient and family engagement

4.1 Co—development of policies and

programmes with patients

4.2 Learning from patient experience for

safety improvement

4.3 Patient advocates and patient safety

champions

4.4 Patient safety incident disclosure

to victims

4.5 Information and education to

patients and families

5) Health worker education, skills and

safety

5.1 Patient safety 1in professional

education and training

5.2 Centres of excellence for patient

safety education and training

5.3 Patient safety competencies as

regulatory requirements

5.4 Linking patient safety with

appraisal system of health workers

5.5 Safe working environment for health

workers

6) Information, research and risk mana
gement

6.1 Patient safety incident reporting

and learning systems

6.2 Patient safety information systems

6.3 Patient safety surveillance systems

6.4 Patient safety research programmes



6.5 Digital technology for patient
safety

7) Synergy, partnership and solidarity
7.1 Stakeholders engagement

7.2 Common understanding and shared
commitment

7.3 Patient safety networks and
collaboration
7.4 Cross geographical and
multisectoral initiatives for patient
safety

7.5 Alignment with technical programmes

and initiatives

[ 22D b RIPE RSB 222
I v k (Patient Safety b5th Global
Ministerial Summit), 20234£2 H 23 H -
24 A)]
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5 600 4R OBIMENRH Y . 80 HEHLLE
P B FEMEESC EARATBUE 72 £ D20,

—1 A Bl Expert Day & L CTHRFNLS
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2oe RFVRY A (WHO BB 224K AE) o
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LOWE, TV m— s AT AR AK (A A
A e U —EPEE - BERET ST
Lo fFK) OPAFFEE [ Implementation:
Getting everyone on board] (FEIE4 25 : 42
BCHGHTe) &z,
DR TIHEER S (Implementation
Science) IZBHD DL DOE > v a O,
COVID-19 DAL~ DR, RIA LA
BELZEHED NMERR, BELZEDOITN
T A HUEANEEE R R ETEEIC B
D RERTFMTF = v 7 U A2 bOIE, WHO D
Ta—NVBERRT Va7 s ¥
AIPE (AWR) 727 v a7 T R 8RR
UNSDRCY (W
Parallel Breakout Sessions (3 Fl&—%&):
1. Implementation Science from theory
to practice: Organizational and s
ystems science perspectives to enh
ance patient safety
2. Using behavioral science and imple
mentation frameworks to improve pa

tient safety

w

Leveraging sustainability in Patie
nt Safety Programs: the role of im
plementation

4. Covid—19 impact on patient safety

o1

Medication safety & stewardship -

the example of antibiotic use and

misuse

6. Developing capacity and capability
for Patient Safety improvement

7. The Governance of the Macrosystem

for Patient Safety

o

Governing towards Patient Safety
(OECD session)
9. Lessons learnt from the CoVID-19 p

andemic



10. Challenges and Success of Antibiot
ic Stewardship
11. Scaling up successful intervention
s in LMIC settings: lessons from t
he WHO Surgical Safety Checklist
12. Enhancing safety of people with me
ntal health conditions— putting it
into prac-tice
13. Towards eliminating avoidable harm
in health care: Implementing the
Global Patient Safety Action Plan
2021-2030
14. The challenge of implementation -
from science to best practices of
infection and sepsis control
15. Parallel Workshops:
15a: The impact of the COVID-19
pandemic on the Global Patient Safety
Agenda
15b: National AMR action plans:

progress, practices and challenges

2 A HiX Ministerial Day & L CHENS
DL LR D RBE N EITRET
L2707 T L Thole, 772~k - X
A ZEHRAHDORENOIED . T R e
AT HE) B FT LA =Y AW BHERE
D, ¥ a— -« ¥ 7 =1 K CKE Patient
Safety Movement Foundation) DiEiE. B H
DHEMARZENOREBEE~D A v E—
MR L 5. ARZEDBMEDEE
7Y Iy P ERERRICLIFES. &
TOZMERFIZE DB O AL —F,
PR L fev Ve,
BEREOBMHN 7 01—V S BITHE
Fo T, B /M5 - BfRE 0
e Xy NU—2 0 3 S OREREIC

FoT—ERE-TWnWCZEEKE b
BELEY Iy FThoT,

[kE IHI - Declaration to Advance
Patient Safety National Steering
Committee for Patient Safety
May 2022]

EIRDOYE - ZRIZBIT LAY — & —
T&H % Berwick KA FE W2 THI (The
Institute for Healthcare Improvement)

Lo TEMS N KEBREZ2EIRES
DT DA ODRA b

0 Culture, Leadership, and Governance:
The imperative for leaders, governance
bodies, and policymakers to demonstrate
and foster our deeply held professional
commitments to safety as a core value
and promote the development of cultures
of safety.

[0 Patient and Family Engagement:

The spread of authentic patient and
family engagement; the practice of co-—
designing and co—producing care with
patients, families, and care partners to
ensure their meaningful partnership in
all aspects of care design, delivery,
and operations

[0 Workforce Safety:

Ensuring the safety and resiliency of
the organization and the workforce is a
necessary precondition to advancing
patient safety; we need to work toward
a unified, total systems—based
perspective and approach to eliminate
harm to both patients and the workforce

[0 Learning System:



Establishing networked and continuous
learning; forging learning systems
within and across health care
organizations at the local, regional,
and national levels to encourage
learning, and

widespread sharing,

improvement.
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incident reporting and learning
systems : technical report and guidance]
( https://www. who. int/publications/i/i
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[MTnformation Model for Patient Safety
Incident Reporting Systems ]
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HEBKL TV 2,

ElA v Ca—Ehb, BARDERE
EOHEED - DIZEER OMEEMZE R E
DEBRIIRNERPoTz B2 b, BA
O AR THH DA, HE RIZEEALTY
RN ERbinol, FoNIIEROIHT
NG, EEEFOERRO LTI 5

BDIARIT & AT AM B KO BHLA D
ZagsnTtnseHE2bND, — 5T, H
KIZBWTE, ERZEZHEET Sk~ 7
LAULTO NMBERROIR Y #7038 512
Bbo3 ., WA TIEHED BTN,
£72 67 OE % OEFRLZ T 2 B A D
LB a—nbid, RIICIERZED AN
BREHEET HEAAITIRENTHD & FH
Z b, WROERL OB %2 RES
HLEEZBHND WO O7/RT Action Plan X°
BERZEY Iy MBI LT V=0 7L
NG, EREZROHEEIZ AMBERIZIR
B0, TNHD I LMD, AARDERLZAEC
BIIL WA THY WML RETDL L
FVEDHBD I IIAMERTH D LH
b,
ZZ T, LLFO 2 008LED S AARD AM
BRRAZER L7
1) BEREEICIRT 24 RIBONR
I L owHE
FEPRHER (& <ITHBE) IZB VT, Bk~
LG OB RNFIE L, TN ENDY; %
B LT kkx R ERZ 2T 28F - b
Dt 7% 7~ L7z (Figure 1: PS training
for various levels at a hospital/clinic).,
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Figure 1. PS training for various levels
at a hospital/clinic

"Dialogue Facilitator"
to work with PS manger

N\

National standard curriculum
with minimum 20 hours
training

PS: Patient Safety

All staff including admin staff
need to take PS training twice a year

National standard curriculum
with minimum 40 hours training

t for <:<

For university hospitals, directors need to take

PS training every year

4% ERExREHEES (Dialogue Facilitator)
IZOWThH, [ETEDDZDOERMIHE % %
WL ET. LVARNREE R

L2 ENBFES D,

2) fEx DEREEZEX FUORS

il % D [EHEKE R 2 48 2 7= R R A DO HEE
BT 2F0OME T DA L L
T, KEXL 32DV RABEZLND

(Figure 2 : More learning opportunities

beyond individual hospital/clinic) :

a)

b)

B OEFBEEFR LD L~ (Hospita
Is—level) : [EFEZE AR HugoEHE N
FICRDERERATOET - L=
—RWHE DI LI XD ERLED
HEEICE T DIEE), L,

Hilkd L~/ (Community level) :[E
LR IAET 2 — 3R LT, Hilk
DER DR 2 k5 & LToiHERR
BRAEMPM TN D, E-HBOER

Figure 2. More learning opportunities

beyond individual hospital/clinic

PS: Patient Safety

At National level

« PS training requirement for medical specialties/subspecialities
board (CME/CE/CPD credits)

« National forums on PS and Quality improvement with support
from non-health sectors

« Re-Training for doctors whose licenses are suspended

At Community level

+ PS Training & discussions for various healthcare
facilities including (dental) clinics

by PS support center
under local government- For residents: How to consult a physician better

At Hospitals-level

« Financial incentives by government

« Peer review on PS activities
PS Collaboration

* To co -organize PS workshops

10

10
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