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A2
Yes, at the international level the WHA resolution on the global action for patient safety in 2019,
follow by the WHO 2021-2030 global plan for patient safety.

The Covid-19 pandemic has then confirmed the urgency to dedicate policies and
resources to improve patient safety for fragile patients.

In Italy we have been working to improve safety initiatives for fragile patients, despite
the limited resources of the NHS, after Covid a European initiatives contributed to improve
primary and community care services.
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A3
There have sadly not been any changes in USA directly related to the Tokyo Summit declaration.
In general, patient safety has fallen from policy and legislative actions.

Patient safety remains an urgent national public health issue. According to recent data,
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approximately one in four USA Medicare patients experience adverse events during their
hospitalizations, with many resulting in catastrophic outcomes. More than 40 percent of these
events are determined to be due to preventable errors.

Recently, on the bright side, the Presidential President’s Council of Advisors on Science
and Technology released an impactful REPORT TO THE PRESIDENT entitled “A
Transformational Effort on Patient Safety”.

(RERDN D, B X v MESICEZEET 22T, KETERONEEA, —i%
A, BELRIIBORCINIEHE N HIE I > T ET,

ERZ R L L TRED S EFN R AREAME TH 5, fabDT — X1 &b L
KEDAT 4 57 BEOK 4 N1 ABABEPICEEFRREZRRL TEY ., £DL R
A RIERZH N TOES, ZUODFRD 40%LL L3, TR T —ICXD
Lo LTSN TOET,

BT, Presidential President’s Council of Advisors on Science and Technology (%. [A
Transformational Effort on Patient Safety) & @73 5@ KME~OWMEELZRE L
720 )

A4
There have been some changes, but they are not directly related to the Tokyo Summit declaration.
There is a great deal of activity on patient safety in the US, but less centralised political activity
than in some other countries. Instead, much of the activity is based on individual hospitals and
health systems.
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A2
A holistic approach considers the physical, emotional and spiritual needs of each individual and
community, with the goal to organize and deliver health and social services designed to respond
to those needs, with the active participations of stakeholders and considering the systems'
interactions between people, technologies and organizations.
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A3
We need a different approach to protecting patients including supporting a safety management
system. Harm from unsafe care occurs in all healthcare settings and affects all vulnerable persons,
from mothers and babies and especially to seniors. Moreover, adverse outcomes of unsafe care
disproportionately impact people experiencing social marginalization due to race, ethnicity,
sexual orientation, gender identity, income, education, socioeconomic status, or physical and
mental ability, resulting in health disparities. Examples of these harms include, but are not limited
to, medication errors, hospital-associated infections, surgical injuries, diagnostic errors and delays,
medical device malfunctions, and “failure to rescue,” which is a failure to recognize and respond
adequately to physiologic events that can cascade to death.

This means, exploring and being explicit about addressing the physical, social and
emotional aspects of patient harm.
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A4
To me a holistic approach implies a whole society effort to improve medical safety for the elderly

and vulnerable. This means action should be taken by sectors both within and outside of health
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care — and policy should be directed at levels of the system outside of health care organizations.
(FAT & 5 T D Holistic approach & 1%, Mm-S H OEREZ2Z W LS E 5T
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A2
Promote active participation and engagement of individual and communities for prevention of
risks, safe co-production of care and self-care, advocacy for patient safety as a human right.
Support and develop accountability of health professionals and managers to deliver safe
care throughout patients' journey.
Enhance political commitment to invest in universal health coverage and patient safety.
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A3

There is much left to learn about how to make healthcare safer, but over the last two decades, we
have learned more clearly about the roles of systems and leaders essential to developing an
understanding and leading on shedding light on the root causes of avoidable medical errors and
in implementing evidence-based solutions developed to reduce many forms of injury. For example,
evidence-based solutions have been developed for minimizing hospital-associated infections,
pressure ulcers, medication errors, and surgical mishaps. They however can only work if
leadership cares about them, if hospital boards prioritize them, if data is made transparent, if
people work in systems where they can speak up and if learning systems are in place to address

and mitigate the continuous risk opportunities for harm. Medical safety requires safety-enhancing
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protocols that extend to “systems level” practices such as methods for boosting situational
awareness of staff and patients that reduce errors due to discontinuities in care that occur during
handoffs at changes of shifts of care teams and also with transitions of patients between care
organizations.
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A4
This is a very broad question! 1 think there are roles related to patient safety at all levels of
society, including within health care policy makers and health care organizations, and extending
down to patients, caregivers and back out to civil society.
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A2

Yes, after the pandemic the European program dedicated to healthcare within the framework of
"Next generation Europe" allocated resources to increase the availability of primary care and long
term care services. Currently, the biggest challenge to implement new services is the lack of

medical doctors and nurses due to the cap of spending on human resources and limited numbers
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of students in academic specialties.

(HE, "7 v 7 DO%, BRINTIX "Next generation Europe" DFHADH T, 77 A
~ VU -7 & LTIC Y —E ZORM A HEM Z M 572012, BERICFHE L7 v 7T A
WCEBEAEID M THRE L, BUE, FlOY— 22 E s 272D DR KOS,
MM ~DSH IR & RS EF QP AEDEMIR N TWD 2D ERl & F#RIA AR LT
W52 ETTL)

A3
Sadly, no.
(FRERBD, ED,)

A4
In the US there has not been an increase in health insurance for long term care, but more dollars
have been spent on providing long term care. The COVID-19 pandemic did result in more
quality standards being imposed on LTC.
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A2

A3

There is little political alignment nor political capital in a highly fractured political system to
focus on allocation of medical resources for long-term care. The care for seniors and elderly
during COVID showed the system incapable of prioritizing resources to protect the elderly and

address chronic care reliably.
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A4
The lack of increase is related to the already large proportion of government spending on health
care.

MR SN2V OIE, ERE IS LD SBUN X HOEIE AT TIZRE WD L 3BR L
TWET,)

Q4—1
B72 DR D r T HRALE T ORI/ O AITHEATZ E BB XTI ?

Al
ITICXAEHREFIT#EATEZEBNET,

A2

Yes, thanks to the law on patient safety in Italy we have a multi-level system to share information,
that involves healthcare systems at the local level, regional department of health and central
institutions.
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A3

Very limited. This starts with a culture of fear and psychological danger for providers to speak
up candidly about care deficiencies and continues through aggressive healthcare system
competition on the wrong measures, and finally through incompatible EMR and digital data
sharing platforms.

Above all, the lack of regional or national mandatory platforms to share information
about harmful practices and meaningful solutions hurts all levels of care, making care more
vulnerable to harm.

Having said that, there are successful examples of regional efforts such as with the

SENSAR effort in Spain to share perioperative medication adverse events.
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A4
There has been a gradual increase in regional health information exchanges that allow information
sharing among different providers.
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A2
European legislation on privacy is very rigorous, but it we have some good examples of privacy
by design for example in surveillance systems in place at the national level.
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A3
There are limited ways such as the USA Patient Safety Organizations (PSO). A Patient Safety

Organization (PSO) is supposed to work with healthcare providers to help them improve patient
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safety and healthcare quality and encourage a culture of safety. PSOs analyze data voluntarily
reported by providers and provide feedback aimed at promoting learning and minimizing patient
risk. Working with a PSO makes it possible for information to receive certain legal protections
and to be contributed to the Network of Patient Safety Databases (NPSD), which includes a
variety of data reporting tools. PSOs were created by the Patient Safety and Quality Improvement
Act of 2005 (the Patient Safety Act). AHRQ, on behalf of the Secretary of the U.S. Department
of Health & Human Services.

Unfortunately, in spite of well-intentioned efforts, PSO’s have had little impact and
mostly have been used to hide information about adverse events and not make this available to
other users and researchers.

(the USA Patient Safety Organizations (PSO) @ & 9 72BRENZ2 F1E1TH W £3°, PSO I,
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A4
There is no standard national mechanism for health care providers to obtain consent for
information sharing from patients.
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A2
Yes, we still need to do more research on patient safety outside of the hospital so to have more
evidence based practices tailored to the settings mentioned in the question. A special initiative is
needed for patient safety in mental health.
(BE. BRI 2 BEORZEMICONTIE, b o EFENLETY, HHERIC
BT DBEORRITONTIE, BRI MARLETT,)

A3
These are very different challenges and require different political and organizational approaches
given the multiplicity of actors involved in In hospital vs Out Patient and community care services
such as nursing home and home based care. Many limitations exist for hospital-at-home models,
including policy gaps, technological gaps, and issues patients face specific to their health
outcomes. To overcome these limitations, we need to address the barriers to the implementation,
including healthcare worker burnout and the impact on the social determinants of health.
Furthermore, the COVID-19 pandemic has made apparent that no singular policy of
mitigation at a regional, national level achieved satisfactory and universally acceptable results for
protecting communities. Systematic approaches to learning from local data to support effective
decisions have promise well beyond the pandemic. These tools can help address other complex
public health issues, and advance outcomes and equity. Building this capacity requires investment
in data infrastructure and the strengthening of data competencies in community coalitions to better
interpret data with limited need for advanced statistical expertise. Additional incentives that build
trust, support data transparency, encourage truth-telling and promote meaningful teamwork are
also critical. These must be carefully designed, contextually appropriate and multifaceted to
motivate citizens to create and sustain an effective learning system that works for their
communities.
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A4
Some concepts are common across inpatient and outpatient settings. Other indicators are
specific to the different settings.
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A2
Reporting and learning systems as well as bundles approach to safe practices.
Networking and benchmarking are also fundamental to connect facilities and
professionals spread on the territories.
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A3

We know much about how best to inculcate a Safety Management System for in patient and it
applies to outpatient and community based healthcare services. The participation of patients and
families in their own safety while being at home and in long term care is an area with significantly
less evidence. There is strong evidence from multiple case examples that patients and those close
to them often ‘know that something just isn’t right’.

The dominant philosophies of error reduction are ‘Safety 1’ and ‘Safety 2’. The principle
of ‘Safety 1’ focuses on measurement and understanding of errors. ‘Safety 2’ is looking for
resilient systems in which we seek to understand how people manage to create safety despite
system weaknesses and endeavor to better appreciate successful safe working practices.

To improve community based and long term care requires moving away from merely
training of clinicians in both nursing and medicine focused on improving their individual
competencies in the hope to reduce error and patient harm rates to a negligible level. We call this
Safety 3.0. In contrast to the principles applied to reducing errors in hospitals, the high reliability
industries have used another approach to assure reliable, reduction of failures and to enhance
safety: modular redundancy. This approach well suited for long term care assures that safety-
critical parts of technical systems exist in triplicate or quadruplicate backups and the failure of
individual parts does not lead to catastrophic system failures and fatal outcomes. This might be
the key to reliable safety of complex social-technical systems such as aviation, nuclear power,

space travel and more.
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A4
More training is needed for providers in outpatient settings.
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