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Abstract 

Against the backdrop of a once-in-a-century global health crisis, ensuring the safety of health care 

presents a serious, ongoing challenge. COVID-19 has made the continued vulnerability of healthcare 

delivery systems and subsequent risk to patient harm evident to a wider global audience. When compared 

to the unprecedented impact of COVID-19 in 2020, the estimated annual health burden of harm caused 

patient safety events is over two-fold. Given the scale of the problem, intervention and investment are still 

relatively modest.  

Rapid decision making has been needed to address operational, staffing, safety, and COVID-19 related 

issues in health care systems. At the same time, trust in government health officials, health care providers, 

and evidence has declined at various points over the course of the pandemic. This has made consensus 

building and organisational learning more difficult, and a decline in performance on several key metrics of 

the performance of patient safety governance1 have been observed:  

• Over the course of the pandemic, countries have observed declining levels of trust in 

government and health system capacity to handle the crisis and implement coherent policies. 

According to data from the COVID-19 Trends and Impact Survey, on average, only 37% of people 

in OECD countries said they trusted COVID-19 information from government health officials in 

2021. More than half of people in OECD countries who did not receive COVID-19 vaccination 

report it is because of concerns over side effects and trust in the pharmaceutical industry 

decreased by 5 percentage points on average in OECD countries between April/May 2020 and 

February/March 2021.  

• During COVID-19, many health systems countries lacked the needed resources to control 

the spread of COVID-19 in the hospital setting. Studies show that as many as one-in-four of 

total confirmed COVID infections were acquired in the hospital setting during certain periods of the 

outbreak.  

• Data availability on healthcare-associated infections (HAIs) during the COVID-19 pandemic 

is still generally scarce. Even so, data from the United States shows that, as of the third quarter 

of 2021, several HAIs were higher than a 2015 baseline.  

• Trends in the occurrence of hospital acquired conditions need to be interpreted with data 

on decreased healthcare use. For example, the number of hip replacements fell by 16% in 2020 

compared with 2019 across 27 OECD countries and knee replacements fell by 26%. Lack of timely 

care can lead to serious safety risks for those with ongoing health care needs and delays in 

treatment can cause patient harm. 

COVID-19 has had a considerable impact on safety and safety governance, but this has also created a 

unique opportunity. Policy changes in response to the pandemic should be capitalised upon and used to 

strengthen patient safety. Developments and improvements in safety governance should build out 

and strengthen existing safety mechanisms. Improving safety governance is essential for driving 

 

1 Patient safety governance refers to approaches taken to minimise the risk for patient harm across an entity or system. 
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improvements in patient safety outcomes. Moving forward, healthcare leaders and policy makers will need 

to encourage and enforce safe care in a post-pandemic world. Patient safety is complex but strategically 

important. The risks associated with poor safety can be multidimensional, linked to socio-economic, labour, 

and global health factors—perhaps one of the most important lessons from the COVID-19 pandemic.  

Boosting trust in governance and health institutions should be a central theme. Underlying 

improvements in trust in safety governance systems should be policies to establish strong safety cultures 

(for example, by ensuring non-punitive responses to event reporting and demonstrating leadership support 

for patient safety at all levels of management) and establishing balanced accountability mechanisms that 

focus on improving organisational learning and account for human factors. 

Optimal safety governance operates at the intersection of adaptive capacity and regulatory 

authority, where appropriate safeguards can be complemented with additional support when needed. On 

the frontlines, staff should be encouraged to find solutions to patient safety challenges, knowing that 

appropriate linkages exist with regulators and additional support if safety is compromised.  More can be 

done to showcase examples of where member countries’ health systems (or organisations within them) 

have innovatively improved safety, and where safety governance and risk management incorporates a 

level of flexibility that accepts ‘good’ variation to established protocols. Tools developed in the military and 

in aviation can be adopted to promote transparent and effective leadership while strengthening essential 

non-technical skills, including communication, shared situational awareness, and psychological safety (the 

confidence and security to speak up). 

Now more than ever political leadership should work to advocate for investments in improving patient 

safety, and its place at the top of its health policy agenda. Health systems will need to address deficits in 

trust through better communication strategies, shifting from public consultations to active stakeholder 

engagement, and demonstrating good governance of regulatory institutions. Leaders play a key role in 

driving organisational priorities by setting examples, fostering communication, and creating enabling 

atmospheres for raising concerns, as well as leveraging incentives with the aim of creating safe, people-

centred care. Assessments of current safety plans, activities, and new digital infrastructure will need to be 

carried out on a continual basis to ascertain whether they are fit for purpose and can withstand the next 

global health crisis. 
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Good governance of patient safety in “normal times” was already a 

challenging battle for many health systems, but the COVID-19 pandemic 

has amplified the challenges of ensuring effective safety governance 

mechanism at all levels. 

1.1. The coronavirus pandemic has been a watershed moment for safety in health 

care 

COVID-19 has changed the structures, processes and outcomes of health care in fundamental ways. It 

created unprecedented challenges in practice and services delivery. It generated mobilisation of resources 

and change in policy settings in a short time not seen since the mid-20th century. This has benefited some 

safety outcomes but also worsened others. The challenge is to learn the lessons and harness the changes 

in a way that strengthens governance, resulting in more resilient healthcare systems that deliver the safest, 

quality care possible under any circumstances.  Good safety governance is key to achieving policy goals 

and directly affects the health system’s capacity to overcome challenges. Advances in health policy are 

restructuring governance to skew health systems towards objectives like quality and safety.  

The societal apprehensions amplified by COVID-19 have been primarily safety concerns. Is it safe to 

receive care in a health facility? Is it safe to receive a COVID-19 vaccine? Is it safe to send children to 

school or visit a loved one in long-term care?  

These fears and concerns, diminishing levels of trust in some cases, have not always been unjustified. 

Hospitals and other places for providing health care became hot spots for the spread of the coronavirus, 

and people experienced serious disruptions in needed care. Some studies suggested that over 30% of 

total COVID-19 infections being acquired in the hospital setting during certain periods (see section 2.1.2). 

1 Safety governance in the context of 

COVID-19 
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Many health settings saw increases in health care associated infection (HAI) rates despite lower testing. 

COVID-19 patients were more vulnerable to HAIs and subsequently suffered worse clinical outcomes if 

one was acquired (see more discussion in Chapter 2). In some cases, over 40% of COVID-19 patients 

developed a HAI during their ICU stay (Bardi et al., 2021[1]). Even though improved hygiene in hospitals 

has brought a decrease in rates of some HAIs, the rates have been recently rising coming back to pre-

pandemic times. Early evidence suggests that rates of other hospital infections, such as ventilator and 

catheter associated infections—often required in the treatment of severe COVID-19, have increased during 

the pandemic.  

The global crisis and related policy responses showed how complex policy problems are forcing 

governments to consider how to better govern toward patient safety, both for now and for the future. 

COVID-19 has highlighted the continued vulnerability of health care delivery systems and the real risk of 

patient harm, particularly the risk of healthcare-acquired infections (G20 Health & Development 

Partnership, 2021[2]).  

Adjusting practices, implementing new policies and re-allocating resources in response to the pandemic 

also created harmful spill-over effects. Up to one-in-ten survey respondents in OECD countries reported 

that they did not access needed health care in part of 2022 due to fear of COVID-19 (see section 2.2.1). 

This apprehension creates a cascade of negative consequences. Delayed cancer diagnoses during the 

pandemic are likely to result in increased  five-year cancer mortality in the UK by about 5% for lung and 

oesophageal cancers, 6% for oesophageal cancer, 7% for breast cancer, and 16% for colorectal cancer 

(Maringe et al., 2020[3]). In Victoria, Australia, it is estimated that 1000 melanomas, 650 breast cancers 

and 650 bowel cancers have not been diagnosed during the pandemic (Deam and Nazaretian, 

2021[4]).Over the course of the coronavirus pandemic, and according to data from Eurofound countries 

have observed diminishing levels of trust in relation to various aspect of government capacity to handle 

the crisis and implement coherent policies. Poor messaging and lack of clear information and timely data 

can cause uncertainty in decision-making and diminish levels of trust in the population. More broadly, the 

pandemic has triggered widespread disinformation that has undermined both understanding and 

acceptance of science and public policy (de Figueiredo et al., 2020[5]). Average trust in healthcare 

institutions on a 1-to-10 scale has declined from 6.5 in Q3 2020 to 6.1 in Q3 2021 across 22 OECD 

countries (see Figure 1.1) (Eurofound, 2022[6]).The OECD Survey on the Drivers of Trust in Public 

Institutions2 shows similar results, where on average, only six-of-ten respondents report being satisfied 

with the healthcare system in their country (OECD, 2022[7]). 

 
2 The inaugural OECD Survey on Drivers of Trust in Public Institutions (Trust Survey) offers a modern measurement tool for public governance. 

The Trust Survey is the first cross-national investigation dedicated to identifying the drivers of trust in public institutions, across levels of 

government and across institutions. It is a nationally-representative survey, run in 22 countries investigating the complex relationship between 

public trust and democratic governance. The questions in the survey build on the OECD Framework on Drivers of Trust in Public Institutions 

that recognizes government competencies (responsiveness and reliability) and values (openness, integrity and fairness) as key drivers of trust 

in public institutions. 
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Figure 1.1. Trust in healthcare system has declined substantially in most countries during the 
COVID-19 pandemic 

 

Note: The data show the mean for respondents in the EU27 when asked:  Please tell me how much you personally trust each of the following 

institutions? The healthcare system.  Trust is measured on a scale of 1 to 10, where 1 means that you do not trust at all, and 10 means that you 

trust completely. Values displayed are net average response.  

Source: (Eurofound, 2022[6]) 

More broadly, the pandemic has triggered widespread disinformation that has undermined both 

understanding and acceptance of science and public policy (de Figueiredo et al., 2020[5]). For example, 

despite widespread recognition among experts that COVID-19 vaccination can reduce the occurrence of 

serious COVID-19 related complications, significant portions of the population were unwilling to be 

vaccinated—in part due to misinformation (OECD, 2021[8]).  Survey results suggest that, in January 2021, 

a quarter of the population in France, Germany and the United States would have refused COVID-19 

vaccination, and an even higher proportion among younger population cohorts (Kantar, 2021[9]). The 

Global COVID-19 Trends and Impact Survey has identified that in OECD countries, 16% of those who did 

not get vaccinated did so due to lack of trust in the government and the healthcare system, and 58% due 

to fear of side effects (see Figure 1.2). 

Figure 1.2. More than half of people in OECD countries who did not receive COVID-19 vaccination 
cite concerns over side effects as the reason 
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Note: Voluntary Facebook based random survey, data collection period January 2021 – December 2021, sample almost 30 million responders. 

Barrier reason government - Respondents who reported not trusting the government as a reason why they would choose not to get a COVID-

19 vaccine.  

Source: COVID-19 Trends and Impact Survey (CTIS) (Fan et al., 2020[10]) 

Almost three years since the start of the COVID-19 pandemic, there remain major gaps in the collective 

knowledge on the impact of the crisis on patient safety. Experts and stakeholders across OECD countries 

have said that health systems have struggled to maintain access to safe, continuous care during 

the COVID-19 pandemic. These challenges, related to a wide variety of factors such as workforce, surge-

capacity, continuity of care, and access to essential supplies, have impacts on the resilience of health 

systems, along with health and patient safety outcomes.  

Despite the challenges, some aspects of patient safety governance have been more successful in ensuring 

access to safe care than others, and findings have varied between countries. Opportunities have emerged 

for leveraging existing legislative tools and capacities in accelerating reform to improve underlying 

governance so that it is responsive to future shocks.  

1.2. Patient safety governance was already challenging for many health systems 

in “normal times” 

The COVID-19 pandemic has amplified the challenges of ensuring effective safety governance mechanism 

at all levels (OECD, 2021[11]). As health care provision reaches its pre-pandemic capacity, challenges in 

maintaining safe care at scale remain-amplified by systemic shortfalls in health care staffing capacity and 

well-being. However, opportunities have emerged for leveraging existing legislative tools and capacities in 

accelerating reform to improve underlying governance so that it is responsive to future shocks.  Combined 

with health system mega-trends–such as health care workforce shortages, health inequalities, and ageing 

populations–and headwinds across governance levels, low levels of trust in public institutions, and the 

pace of technological change, it is clear that new approaches are needed to address current issues and 

put health system leadership in a position to respond effectively to ensure safe care.  

COVID-19 has made the continued vulnerability of healthcare delivery systems and subsequent risk to 

patient harm evident to a wider global audience. But the recent attention has not yet been translated into 

enough action to address the patient safety problem worldwide and given the scale of the problem (see 

Figure 1.3), intervention and investment are still relatively modest.  

Figure 1.3. The disease burden of patient safety failure is greater than that of COVID-19  

 

Source: (Fan et al., 2021[12]; WHO, n.d.[13]; WHO, 2019[14]). Note: Long-COVID not included in global estimate of DALYs lost.  

This report builds on previous work on patient safety governance  to 1) assess the performance of key 

safety governance functions in response to COVID-19, 2) assess the role of COVID-19 in mobilising 
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the successes and challenges in maintaining patient safety during the crisis and reiterate the 

recommendations from the 2019 System governance towards improved patient safety report (Auraaen, 

Saar and Klazinga, 2020[15]).  

1.3. Better governance drives better safety outcomes 

‘First, do no harm’ is a fundamental principle of the practice of medicine. Even so, patient safety remains 

one of the most pressing health issues for public education and further policy action. Over 15% of hospital 

expenditure and activity in OECD countries can be attributed to treating patients who experience a health 

safety event, many of which are preventable (Slawomirski, Auraaen and Klazinga, 2017[16]). Across 

settings of care, the direct cost of treating patients who have been harmed during their care approaches 

amounts to 13% of health spending. Excluding safety lapses that may not be preventable, puts this figure 

at 8.7% of health expenditure. This amounts to USD 606 billion a year, just over 1% of OECD countries’ 

combined economic output (Slawomirski and Klazinga, 2022[17]). The annual burden of patient safety 

failures in DALYs is almost twice that of COVID-19 diseases in 2020 (see Figure 1.3). 

The awareness of patient safety and its importance has grown in recent years. Bodies such as the World 

Health Organization (WHO), European Union (EU) and the G20 have elevated the issue on the crowded 

public health agenda. While patient harm incurs a huge toll on individuals and societies, much of it can be 

prevented through changes in practice and behaviour, better policy, and considered investment. The 

potential for good economic returns and value creation is there. Especially that during the pandemic safety 

culture among healthcare workers has suffered, with all monitored parameters declining in the USA (see 

Figure 2.9). 

COVID-19 has shown that governments, health systems and healthcare providers can act swiftly, 

decisively and in unison to protect the public. While some countries have done better than others, change 

is possible if the will and urgency are there. Responding to, and limiting the impact of, the outbreak is 

rightly seen as everyone’s responsibility. The contrast of inaction to improve patient safety over the past 

decades is stark. For example, the pandemic response appears to have achieved what hand hygiene 

proponents have been working towards for years—and may yet have the corollary benefit of reducing 

healthcare associated infections in the future (Slawomirski and Klazinga, 2022[17]).  

1.3.1. System governance is fundamental to improving patient safety 

Essential to safety improvement is to enhance the way safety is governed within health systems (Auraaen, 

Saar and Klazinga, 2020[15]). Beginning in 2019, OECD policy work on patient safety was expanded beyond 

work on indicator development and activities to quantify the economic toll of patient safety failures, to 

specifically address the role of regulation and incentives and to provide a more complete picture of where 

OECD countries position themselves in regard to patient safety.  

In many situations standardisation and control is not the right response in health care. Rather, ways to 

enhance learning, transparency, and accountability based on self-regulation should be seen as a central 

tenet; likewise, command and control can be replaced by incentives and influences. As complex systems 

are defined by variety, solutions should focus on outcomes for enabling health care staff to adjust their 

work to changing conditions (The Health Foundation, 2010[18]).   

Key findings on this work on governance functions, and opportunities for improvement, completed before 

COVID-19, include the following: 

• Legislation is the cornerstone of safety governance models, but stakeholder involvement 

can be strengthened. All 25 countries that responded to a 2019 OECD Survey of Patient Safety 

Governance have enacted legislation that aims to promote patient safety. These practices include 

external accreditation and inspections of safety processes and outcomes. A lower emphasis is 
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reported on the involvement of key stakeholders in safety governance. In one-quarter of responding 

countries, political leaders are not regularly informed on the patient safety in their health system. 

Furthermore, while legislation supports the involvement of patients in safety and quality decision-

making processes, it is seldom implemented to its full potential in the development of safety 

strategies and programmes. 

• Effective safety governance models enable continuous learning: A key factor in patient harm 

is the complexity of modern health care. Strong safety governance models align the functions 

performed by different actors within a health system. This includes clear definition of roles and 

responsibilities, monitoring of safety and external accreditation. There is a clear linkage between 

national safety standards and systems for measurement and monitoring of safety with performance 

indicators. This forms the basis for continuous feedback and learning, where monitoring of safety 

and performance indicators serve as corrective measures to existing practice. 

• Safety governance regulation must be fit-for-purpose, and this depends on country’s 

broader system governance models: The specific approach taken to safety governance is 

shaped to a large extent on the broader system governance model. Health systems with a national 

focus, such as Denmark, England, and Sweden, have implemented more comprehensive and 

overarching safety governance models. These include enacting national-level legislation to ensure 

safety programs are implemented and aligned with other functions. In decentralised health systems 

with a high degree of fragmentation, the importance of developing a strategic oversight and 

common understanding of putting safety first is key to reducing patient harm across the system. 

Strategic oversight can be enabled by the establishment of a safety agency—for example 

Heathcare Excellence Canada and the German Federal Joint Committee—or a nation-wide safety 

strategy, as seen in Austria. Finally, there is a need for regular review and update of regulations to 

ensure they are meeting system needs. 

• Political leadership and safety culture are key elements for reducing harm: The importance 

of leadership and culture in safety governance cannot be overstated. Leadership and political will 

to put patient safety on the national agenda have driven patient safety improvements across the 

OECD. While consistent system-level efforts in monitoring and reporting have a direct effect on the 

quality of health care, political focus from central governments can enable sustainable funding and 

the resources needed for investing in safety. Targeted investments that balance prevention costs 

with costs of treating safety failures can reduce harm and further improve system efficiency. 

Involvement of key stakeholders, such as professional and patient associations, is a driver of 

patient safety culture.   

Health care workplace cultures embodied with high levels of trust, openness and learning are crucial for 

patient safety improvement; yet, governance is ineffective if it fails to promote compliance. Finding the right 

balance between compliance and autonomy is essential. Safety governance models are also moving away 

from punishment and shaming towards increased trust and openness. Trusting health professionals’ ability 

and skills to provide safe care as well as report and learn from safety incidents when they occur is 

fundamental in safety culture. Learning from successes as well as failures represents a paradigm shift in 

safety governance.  

1.4. Strong governance requires an accepted framework  

The coronavirus pandemic has placed substantial strains on health care workforce and resources, 

revealing and exacerbating the real patient safety risks that come with health care. It can be argued that 

the coronavirus pandemic will be seen as a pivotal safety crisis for the health care sector—truly putting 

systems to test. And, as in other sectors, the experience of a significant crisis has served as a mechanism 

for significant changes in terms of regulation, governance, and structural resources for health care safety 

(OECD, 2021[19]; OECD, 2021[20]). Despite the challenges, the COVID-19 crisis has highlighted 
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opportunities for leveraging synergies, for instance with hygienic measures which dually improve COVID-

19 outcomes while driving patient safety improvements. 

Figure 1.4. Components of the TAPIC Framework for safety governance 

 

Source: ((n.a.), 2019[21]; Greer, Wismar and Figueras, 2016[22]) 

To understand the effectiveness of safety governance approaches in improving safety during the COVID-

19 pandemic, this report uses the TAPIC framework (Greer, Wismar and Figueras, 2016[22]; 

WHO/European Observatory, 2019[23]). Based on the literature on health policy and public administration, 

the TAPIC framework defines five pillars of health care governance; transparency, accountability, 

participation, integrity, and capacity (see Figure 1.4). Elaborating the TAPIC framework and applying it to 

patient safety produces five pillars of governance (1) encouraging transparency and information sharing, 

(2) ensuring accountability, (3) promoting participation, (4) upholding integrity through effective leadership 

facilitating a culture of safety, and (5) building capacity. There are abundant – and non-exclusive – ways 

to embed these objectives into health care systems (see Table 1.1. ). 

Table 1.1. TAPIC Framework is suited to the COVID-19 context 

TAPIC Domain Examples of COVID related challenges: Examples of mainstreaming opportunities  

Transparency 

Standards, trust 
Effectiveness of communications about safety 

protocols 

Adoption of COVID-19 related safety indicators, 

new monitoring policies 

Accountability 

Knowledge, information 
Challenges in maintaining performance on 

safety indicators (both COVID and non-COVID 

related) 

Changes in public reporting/financial incentives, 

and contracting terms 

Participation 

Empowerment, ownership 
Stakeholder involvement in decision making 

(infection control protocols) 

Integration of clinical and corporate governance, 

health worker and patient safety, increased 

cooperation between agencies/ministries 

Integrity 

Culture, leadership 
Maintaining a strong safety culture at all levels of 

the health system 

Updates to national legislation, organisation of 

governance at the national level, and standards. 

Advancements in ensuring capacity, adaptive 

learning.  

Capacity 

Staffing, training 
Challenges in maintaining staffing 

levels/resources (including data infrastructure) 

Increases to staffing capacity and data 

infrastructure 

In the subsequent chapter of this report, patient safety governance functions are explored to analyse 

challenges faced and new developments made by OECD countries with regard to each of these pillars in 

relation to patient safety and the COVID-19 context). By using the TAPIC as a frame of reference, the five 
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identified aspects of governance can be assessed and used to diagnose areas of weak governance when 

it came to the COVID-19 pandemic. 

Addressing weak areas of governance, exposed by COVID-19 is important for the governance of systems 

to health systems to provide accessible, quality, sustainable health in the face of future health system 

shocks. 
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The subsequent sections of this report discuss the core governance 

functions, reflecting particularly on OECD countries challenges and reforms 

in these areas in response to COVID-19.   

 

The COVID-19 pandemic has significantly impacted health systems. It brought unprecedented stresses 

and challenges on staff and institutions at all levels. Nevertheless, it also brought several opportunities. 

This chapter outlines these challenges and opportunities in the context of the TAPIC framework outlined 

in the previous section. 

2.1. Transparency and communication were never more important 

In the TAPIC framework, transparency refers to patient safety measurement, access to data and decisions, 

enhanced by watchdog committees, inspectorates, regular reporting, legislation, or performance 

assessment. In patient safety, the main venues of transparency are public reporting of safety indicators, 

incident reporting to induce collective learning and information sharing to avoid safety lapses stemming 

from miscommunication. Communications related to COVID-19 about safety have been a key component 

of transparency, however, ensuring trust and building effective communication channels still remains a 

challenge in many countries, as does ensuring ongoing patient safety measurement and access to data.  

Effective communication about safety was a challenge prior to COVID-19 

2 Assuring Patient Safety in times of 

the pandemic: How did safety 

management systems fare?  
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Public communication is a critical function of health systems, essential for coherent messaging both 

internally and externally, and is a key tool for effective policy design and implementation. Effective public 

communication is key to supporting the open government principles, ultimately serving to enhance good 

governance and build citizen trust. Good communication empowers individuals to understand issues and 

act on the information they receive. In the case of patient safety, public communication is essential to 

communicate risk and build trust, and is essential to the timely and beneficial dissemination of critical 

information.  

Many countries found crisis communication to be particularly challenging both before and during the 

COVID-19 pandemic. 2020 survey findings from the OECD found that crisis communication was identified 

as one of the three most challenging competences in 15 out 27 Centres of Government (56%) and 9 out 

of 18 Ministries of Health (50%) (see Figure 2.1). A voluntary Facebook survey coordinated by the 

University of Maryland showed that in the seven days before response collection on average in OECD 

countries only of respondents 47% received news about COVID-19 from governmental health authorities 

and 49% from local healthcare providers (Fan et al., 2020[10]).3 Ministries of health commonly cited issues 

of co-ordination and human resources as the key challenges to implementing crisis communications 

(OECD, 2021[24]). 

Figure 2.1. Most challenging communication competencies for centres of government and ministries 
of health 

 

Note: Finland, Greece, Iceland, Japan, Luxembourg, Portugal and Spain provided data for MHs but not CoGs. Austria, the Czech Republic, 

Estonia, France, Germany, Israel, Italy, Korea, Latvia, Mexico, the Netherlands, Norway, Poland, Slovakia, Slovenia and the United Kingdom 

provided data for CoGs but not MHs. The three alternatives presented are the top recurring challenges selected by respondents from 27 CoGs 

and 18 MHs out of all the options provided.  

Source: OECD (2020), Survey on Understanding Public Communication in Centres of Government; (OECD, 2021[24]) 

 
3 Data collection period Apr 2020 – Apr 2022, sample almost 30 million responders. 
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Box 2.1. Good practice: diversifying and amplifying communication channels during a crisis in 
Switzerland 

The Swiss government used various external communication channels to provide information to its 

citizens about the current situation and infection control measures. In addition to frequent press 

conferences by the Federal Council and experts, the federal administration used poster campaigns, 

webpages, social media and the “ALERTSWISS” app to disseminate information. For example, during 

the highest alert level, the Federal Council gave three press conferences per week, complemented by 

press briefings with specialists every second week. 

In addition, the Swiss Government had adopted an Open Government Data Strategy as of 2018, which 

has accelerated in implementation because of the pandemic. As of November 2020, COVID-19 related 

statistics have been published on a dedicated dashboard (covid19.admin.ch), an open data platform 

(opendata.swiss), and a linked open data platform (lindas.admin.ch). Data on Covid-19 was published 

until March 2022 daily, and then weekly from April 2022 onwards. An additional dashboard that covers 

statistics a larger number of transmissible diseases is in development and set to be published by mid-

2023. These systems have been enabled by governance changes enabling faster and standardised 

approval processes, secure data exchange procedures, and clearer communication about data 

availability and access. Improvements in the collaboration between public offices (Federal Office of 

Statistics), cantonal offices health care institutions concerned with vaccinations, and regulatory 

authorities (Swissmedic, Pharmasuisse) have also enabled faster and more efficient data sharing.  

Since 2022, resources have been allocated to evaluate the lessons learned and invest in future 
pandemic preparedness. An evaluation by the Swiss Federal Chancellery has concluded that using a 
variety of communication channels allowed the government to reach a large portion of the population 
and was particularly effective. 

 
Source:  (OECD, 2022[25]; Swiss Federal Chancellery, 2022[26]) 2021 OECD Survey of Health data and governance changes during the COVID-19 

pandemic. 

 

Proactively releasing information that is up-to-date, reliable, and easy to understand about medication 

safety, in compliance with access to information laws, is also crucial for people outside government to have 

confidence in the effectiveness of regulation and policies. Good communication is needed  to identify what 

are the most effective ways to package and deliver that information to a diversified public in a way that it 

will be understandable and accepted–and to do so in a space where multiple voices with varying reliability 

can crowd out official sources (Alfonsii et al., 2022[27]; OECD, 2022[28]). Some countries, such as New 

Zealand, Norway, and Finland, found that trust in information provided by governments remained very high 

during the COVID pandemic, facilitated by systems for clear and transparent public communication (Beattie 

and Priestley, 2021[29]; OECD, 2022[30]; OECD, 2021[31]). 

In the context of the COVID-19 pandemic, trust in the safety of vaccines, for example, was tested by reports 

of rare, but serious, adverse events with a probable causal link to the Oxford/AstraZeneca vaccine. The 

rate of adverse events is often below 1% - in EU it is 0.3% (European Medicines Agency, 2022[32]) and in 

Canada 0.6% (Government of Canada, 2022[33]). This has contributed to declines in trust in the 

pharmaceutical industry as a whole, with most countries populations showing a decline in trust in the 

pharmaceutical sector from 2020-2021 (see Figure 2.2). In countries such as Austria, Germany, and 

France, trust in pharmaceutical companies declined by 15% or more.  

 

https://www.covid19.admin.ch/en/
https://opendata.swiss/de
https://lindas.admin.ch/


20  DELSA/HEA/WD/HWP(2023)2 

ADVANCING PATIENT SAFETY GOVERNANCE IN THE COVID-19 RESPONSE 
Unclassified 

Figure 2.2. Trust in pharmaceutical companies declined in the midst of the COVID-19 response 

Percentage change in trust in pharmaceutical companies from Apr/May 2020 and Feb/Mar 2021  
  

 

Note: The data show the mean for respondents in the EU27 when asked:  Please tell me how much you personally trust each of the following 

institutions? Pharmaceutical companies.  Trust is measured on a scale of 1 to 10, where 1 means that you do not trust at all, and 10 means that 

you trust completely. 

Source: Eurofound, Living, working and COVID-19 dataset, Dublin, http://eurofound.link/covid19data (Eurofound, 2022[6]) 
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Box 2.2. Using independent research to counter COVID-19 vaccine hesitancy in the Czech 
Republic 

In the Czech Republic, several studies have been published on vaccine hesitancy, COVID-19 side 

effects of vaccines, which showed high vaccine hesitancy among both the general public and health 

professionals, and relatively common but not serious problems in terms of side effects, e.g., redness at 

the injection site, muscle pain, headache ( (Riad et al., 2021[34]; Klugar et al., 2021[35]; Riad et al., 

2021[36]). 

A team from Institute of Health Information and Statistics together with team from Masaryk University 

registered the independent global study with aim to increase knowledge about the short and long term 

safety of vaccines against the COVID-19. The project took place as part of the “COVID-19 Vaccines 

Safety Tracking” (CoVaST) project, a global consortium of independent researchers and research 

institutions with the aim to bring independent evidence on COVID-19 Safety Tracking globally (Riad 

et al., 2021[37]). Given the independent nature and transparent design, such studies can suppressing 

vaccine hesitancy levels by enhancing public confidence in the vaccines.  

The main aim of the project has been to assess the safety of COVID-19 vaccines in several 

target populations (healthcare workers, pedagogical workers and academics, university students, 

minors (up to 18 years old), senior citizens, and pregnant and breastfeeding women). Among the 

secondary aims is the exploration of any associations between the particular vaccine dose and side 

effects, the determination of the effectiveness of the vaccines, cross-comparison of the data across 

several countries in the world, across several target groups, and across the vaccine types4. 

To improve transparency and public communications, many countries have increased capacity for 

communicating data with the public, for example through dashboards or other online systems. The 

pandemic increased the need for timely data including new systems to analyse and report data so that 

information could be quickly communicated and utilised by policy makers and stakeholders, including the 

public (Barbazza et al., 2021[38]). All 24 countries that responded to the 2021 survey reported that new 

mechanisms for reporting and analysing timely personal health data were established (de Bienassis et al., 

2022[39]). 

Both the safety signal and the different responses of public health bodies around the world undermined 

public confidence. In order to promote public trust in new and existing medicinal products (including 

vaccines), it is essential that governments demonstrate that no quality or safety standards were 

compromised for the sake of speedy development and approval processes (OECD, 2021[8]) As part of this, 

regulatory bodies have shown increased openness and capacity to conduct rapid assessment of patient-

reported suspected adverse reactions after vaccination.  

As part of the National Plan for Patient Safety 2021-2026 (NPPS 2021-2026) in Portugal a new Patient 

Safety reporting system (The NOTIFICA) has been created for notification and management of incidents 

related to the provision of health care in the Health System, in which the citizen or health professional can 

report incidents. This system is confidential, anonymous, and non-punitive, and aims to promote learning 

from error and the consequent implementation of improvement actions.  

Trust in information from government health officials is often lower than information from local health 

providers—though both could be improved. Using data from the COVID-19 Trends and Impact Survey 

(CTIS), on average across OECD countries only 37% of responding individuals reported having trust in 

COVID-19 related information from government, this figure increases by over 10 percentage points (49%) 

when it comes to trust in information from local health providers (see Figure 2.3). This divergence shows 

 
4 https://www.med.muni.cz/covast/publications 

https://www.med.muni.cz/covast/publications
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the importance of engaging in safety governance mechanisms that reach, and effectively enable, frontline 

health workers and staff. 

Figure 2.3 In most countries, people place more trust in COVID-19 information from local 
healthcare providers than from the government health officials 

 

Note: Trust in information from local health providers: respondent more likely to get vaccinated if recommended by local healthcare workers or 

doctors and other health professionals they go to for medical care. Trust in information from government health officials: respondents more likely 

to get vaccinated if recommended by government health officials. 

Voluntary Facebook based random survey, data collection period Jan 2021 – December 2021, sample almost 30 million responders. 

Source: COVID-19 Trends and Impact Survey (CTIS) (Fan et al., 2020[10]) 

As countries work to restore trust in and strengthen the regulatory systems that may have been affected 

by COVID-19, there are opportunities to improve governance practices at all levels of health care delivery. 

Moreover, there is a need for comprehensive monitoring and reporting of both the benefits, harms, and 

levels of uncertainty. Research has increasingly dismissed the notion that presenting evidence as 

uncertain or being open about what is not yet known leads to a loss in trust (van der Bles et al., 2020[40]). 

Moreover, withholding information, however tentative, has been shown to lead to mistrust, as documented 

widely during the pandemic and other crises. Communicating uncertainty is therefore important and 

necessary to prevent and curb misinformation. In this respect, trust can be rebuilt through good 

communications strategies, while dually transparent about the degree of certainty about any claims, levels 

of risk, and margins of errors of shared data on safety. Finally, lessons learned in relation to communicating 

about COVID-19 can be applied to medication safety—including access to publicly available data and 

transparent reporting. 

2.1.1. New policies for sharing more timely, useful health related information have been 

implemented rapidly 

The COVID‑19 pandemic has highlighted how a lack of clear information and timely data can cause 

uncertainty in decision-making and foster mistrust among the population. Ensuring the availability of timely 

and granular open-source data on key issues, such as the number of people vaccinated, the number of 

doses administered, geographical coverage, and the number of people experiencing adverse reactions, 

has been used to facilitate data analysis and dissemination (OECD, 2021[8]).  
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To respond to increasing public demands for immediate, easily understandable information, dashboards 

have been used as a key communication tool for sharing COVID-19 related data to the public in most 

OECD countries and these are generally updated daily and accessible to the public (de Bienassis et al., 

2022[39]; Ivanković et al., 2021[41]) The pandemic increased the need for timely data, including new systems 

to analyse and report data, so that information could be quickly communicated and utilised by policy 

makers, stakeholders, and the public. All 24 countries that responded to the 2021 survey reported that new 

mechanisms for reporting and analysing timely personal health data were established (OECD, 2022[42]). 

The Czech Republic developed a special reporting system for evaluation of impact of COVID 19 epidemic 

on healthcare systems. Data from this reporting system has been used to support data-based decision 

making (Komenda et al., 2020[43]; Komenda et al., 2022[44]; Komenda et al., 2022[45]), analyses on risk 

factors of severe COVID-19 (Jarkovsky et al., 2021[46]) and examine vaccine effectiveness (Šmíd et al., 

2022[47]) (Berec et al., 2022[48]).  

In COVID dashboards, countries usually report tests, cases and deaths but in some cases, other indicators 

are also reported. Canada developed a COVID dashboard and interactive tool on excess mortality, and an 

international interactive data map of COVID-19 cases by country for international benchmarking. A Health 

Inequalities Improvement Dashboard in England (United Kingdom) will contain expanded datasets where 

there is currently a relative scarcity of information, e.g., for people experiencing post-COVID syndrome 

(NHS, 2021[49]).  

2.1.2. Few COVID-19 related safety indicators have been adopted, and in many cases 

patient safety measurement was not sustained 

Measurement of healthcare acquired COVID-19 is not systematic, but findings show the 

scope may be substantial.  

With previous novel coronavirus infections, such as SARS and MERS, the healthcare setting has been 

identified as a major source of new infections (Chowell et al., 2015[50]). The same has been the case for 

COVID-19, where there have been systematic challenges in preventing hospital acquired COVID-19 

infections during the acute phases of the pandemic—with some studies showing that over 30% of total 

COVID infections being acquired in the hospital setting during certain periods (see Figure 2.4). The risk of 

transmission in the hospital setting depends on a number of factors, including prolonged exposure, 

inadequate hand hygiene and PPE, insufficient spacing, and lack of negative pressure or insufficient 

ventilation (Ferioli et al., 2020[51]).  

During COVID-19, many health systems countries lacked the needed resources to control the spread of 

COVID-19 in the LTC or hospital setting. In the United States, CMS reported that 13% of nursing homes 

did not have a one-week supply of N95 masks or a one-week supply of gowns, using data from July 2020 

(CMS, 2020[52]). Over 3,000 nursing homes reported having no supply of N95 masks, and 1,000 nursing 

homes reported having no supply of surgical masks during the same time period (CMS, 2020[52]). 

Shortages of PPE were reported in many other OECD countries, including France, Italy, Spain, and the 

United Kingdom (Togoh, 2020[53]). Lack of staff and other capacities also had an impact, this is discussed 

further in section 2.5). 
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Figure 2.4. Many healthcare settings in OECD countries were not able to prevent the spread of 
SARS-CoV-2 infections  

 

Source: France: (Landoas et al., 2021[54]) Jan 2020- May 2020; Denmark: (Christian N. Meyer, 2020[55]) Mar 2020- Dec 2020, Japan: (Tani et al., 

2020[56]) Feb 2020 – Apr 2020, Belgium: (Claes et al., 2021[57]) Mar 2020 – Mar 2021, Australia: (Sutton et al., 2021[58]) Jan 2020- Nov 2020, 

UK: (Read et al., 2021[59])Jun 2020 – Feb 2021, Hungary: ((n.a.), 2020[60]) until Jul 2020, Poland: ((n.a.), 2020[61]) until Apr 2020. 

Determining whether the infection is health care or community acquired is presented with many measuring 

challenges, so the numbers represented in Figure 2.4 should be interpreted with caution, and the reality 

may be even higher. In many cases there was also no systematic evaluation post-discharge to determine 

whether the patients acquired the infection in the hospital and developed it only after the discharge 

(Melançon et al., 2022[62]). Likewise, community level-testing has lagged behind the testing capacity 

available in clinical settings, leading to the possibility of underestimates of community transmission. While 

many countries implemented testing at admission, only few had routine testing of asymptomatic patients 

during the course of hospitalisation. Additional measurement challenges concern the ambiguousness of 

the incubation period, as some studies include only specific number of days (ex. 5) and not the official 

WHO guideline of 1 to 14 days (WHO, 2020[63]). Furthermore, the detection of cases was impacted by 

testing availability and false negatives, especially at the beginning of the pandemic (Read et al., 2021[59]).  

In several cases, routine quality and safety measurements were paused and safety 

reporting decreased 

While data in many cases was increasingly open and transparent, this was offset by a decrease in reporting 

of routine quality and safety measures, particularly those generated through manual abstraction. In the 

United States, for example, CMS made most quality measure reporting optional for the first half of 2020 

(Matthew Austin et al., 2020[64]). In the UK, Care Quality Commission stopped routine on-site inspections 

of the GP practices to reduce the burden on primary care, only risk-assessments were kept (NHS, 2021[65]). 

Additional findings from the UK show a drop in reporting rates since the beginning of the COVID-19 

pandemic, most likely due increased staff pressure (Institute of Global Health Innovation, 2022[66]). 

These decisions reflected the urgent need to focus all resources on surge preparation; however, they also 

created a blind stop in terms of how well countries were able to maintain safe and high-quality care during 

the pandemic.  

2.2. Accountability was tested by COVID-19  

Accountability in TAPIC refers to explanation and sanction. It is a relationship where actors have to inform 

and explain their actions to others and can be mandated and sanctioned (Greer, Wismar and Figueras, 
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2016[22]). In patient safety, accountability is a necessary compliment to governance functions emphasising 

learning and transparency. In the absence of accountability, adverse event reporting is not expected to 

yield considerable improvement. Accountability can help to uphold public trust in health care by 

establishing responsibilities, minimum standards, and compliance. Accountability can be clinical, 

professional, legal, financial, political or ethical, depending on how or by whom it is enforced. In the COVID-

19 context, accountability refers to maintaining performance on safety indicators (both COVID and non-

COVID related) and new developments in public reporting/financial incentives and contracting terms.  

2.2.1. Maintaining safety measurement is challenging … pandemic or no pandemic 

COVID-19 patients were particularly vulnerable to healthcare-associated infections (HAIs) 

Not only did the spread of COVID-19 need to be controlled in the hospital context (see Section 2.1.2), but 

COVID-19 patients also experienced particular vulnerability to HAIs, perhaps due to prolonged 

hospitalisations, challenges in maintaining staffing levels, and requirements for ventilation. Examples from 

Denmark, France, Greece, and the United Kingdom found that COVDI-19 patients were between 4% and 

35% more likely to experience HAIs during their hospitalisation than non-COVID-19 patients (see 

Table 2.1). 

In some cases, over 40% of COVID-19 patients developed a bacterial or fungal HAI during their ICU stay 

(Bardi et al., 2021[1]). In France, findings showed that the risk of acquiring a bloodstream infection was 

higher for COVID-19 as compared to non-COVID-19 patients treated in ICUs (Buetti et al., 2021[67]). 

Findings from New Jersey in the United States showed that patients with severe COVID-19 and 

bloodstream infections had a more severe initial presentation, longer hospital length-of-stays, and worse 

clinical outcomes than non-COVID patients (Bhatt et al., 2021[68]). Studies have likewise identified 

particularly high rates of HAIs in COVID-19 patients in Italy (Grasselli et al., 2021[69]).  

Table 2.1. COVID-19 patients typically experience higher rates of hospital acquired infection than 
non-COVID patients 

Country  Absolute difference 

in HAI prevalence 

Relative 

difference  

Sample Source 

Denmark 4% 1.3% vs 5.3% 
227 COVID-19 positive patients, 2097 non-

COVID-19 controls (singular hospital) 

(Engsbro et al., 2020[70]) 

France 11.5% 3.4% vs 14.9% 
235 COVID-19 ICU patients and 235 non-

COVID-19 controls 
(Buetti et al., 2021[71]) 

Greece 11.8% 21.6% vs 33.4% 
1793 blood samples from COVID-19 positive 

patients, 1481 blood samples from pre-COVID-
19 period 

(Protonotariou et al., 

2021[72]) 

UK 35% 13% vs 48% 
81 COVID-19 ICU patients and 144 non-COVID-

19 controls (singular hospital) 
(Maes et al., 2021[73]) 

Note: Greece: patients admitted in Sep – Dec 2019 vs Sep-Dec 2020. 
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Box 2.3. COVID-19 impact on healthcare-associated infections in the United States 

Data availability on healthcare-associated infections (HAIs) during the COVID-19 pandemic is generally 

scarce. One of the exceptions is data published by Centre for Disease Control in the US. Findings 

showed a positive reduction of some hospital acquired infections, specifically, Clostridium difficile (C. 

diff), most probably due to hand hygiene, personal protective equipment practices and more rigorous 

cleaning. Conversely, the nature of COVID-19 infections brought the increase in the ventilator-

associated events across all infection types. Compared to the same period in 2019, standardized 

infection ratios of ventilator-associated events were 51% higher in the beginning of 2021 and 60% higher 

in the third quarter of 2021, when the hospitalisations increased due to delta variant (Lastinger et al., 

2022[74]). 2020 and 2021 data also showed an increase catheter-associated urinary tract infections the 

data showed a 65% increase in ICU patients, while the select inpatient wards saw only a 16% increase. 

In the third quarter of 2021 standardized infection rates of ventilator-associated events, laboratory-

identified methicillin-resistant Staphylococcus aureus bacteraemia and central-line-associated 

bloodstream infection were higher than the 2015 baseline 

Several other factors influenced the prevalence of HAIs, such as changes in hospital practices and 

changes in the hospitalized population. Due to concerns about COVID-19, an estimated 41% of adults 

had delayed or avoided medical care by June 2020, and 12% avoided or delayed emergency care 

(Czeisler et al., 2020[75]).  

Figure 2.5. Changes in select HAI types in comparison to the 2015 Baseline  

 

Note: SIR – Standardized Infection Ratios, VAE – Ventilator-associated events, LabID MRSA bacteraemia - Laboratory–identified methicillin-

resistant Staphylococcus aureus bacteraemia, CLABSI – Central-line–associated bloodstream infection, CAUTI - Catheter-associated urinary 

tract infection. 

Source: (Lastinger et al., 2022[74]) 

Patient safety declined overall declined over the course of the COVID-19 pandemic so far 

The occurrence of HAI during the COVID-19 pandemic has had variable results and is influenced by 

several COVID and non-COVID related factors. Many countries postponed non-emergency surgeries in 

2020 as a COVID‑19 response measure, leading to reductions in surgical volumes and hospitalized 

patients. The number of hip replacements fell by 16% in 2020 compared with 2019 across 27 OECD 

countries and knee replacements fell by 26% (OECD, 2022, Forthcoming[76]).  
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This may explain reductions in safety events in some countries which are able to report 2020 data (OECD, 

2021[77]). In addition, the COVID-19 pandemic has seen a decrease in testing for HAIs. The number of 

tested blood samples in a hospital in Spain have decreased by 22.7% and 18.8% of decrease, compared 

to 2019 and 2018 respectively (Mormeneo Bayo et al., 2022[78]), with the highest decreases seen in 

emergency and surgical departments and the lowest in ICU. In a number of instances there were policies 

implemented to reduce the time staff spent with COVID-19 positive patients, some hospitals decreased 

the amount of samples collected in ICUs (Sturdy et al., 2020[79]). 

Findings from the UK show a decline on several common patient safety performance measures. Between 

2019, the rate of adult patients whose death related to Venous thromboembolism (VTE) within 90 days of 

discharge from hospital increased from around 57 per 100,000 hospital admissions to 99 deaths per 

100,000 hospital admissions by 2020/21 (Institute of Global Health Innovation, 2022[66]). Recent increases 

have also been observed regarding rates of C. difficile infection, which have risen from 38 cases per 

100,000 bed days in 2019/20 to 45 cases per 100,000 bed days in 2020/21. MSSA infections, a type of 

staph infection, also increased from 35 to 42 cases per 100,000 bed days between 2019/20 to 2020/21 

(Institute of Global Health Innovation, 2022[66]). 

Scarcity of resources and emergent nature of the pandemic have brought changes to ICU practices, which 

may have reflected negatively on the safety procedures. For example, limitations at St George’s hospital 

in UK led to a number of new challenges related to safety risks including decrease in bed space per patient 

(from 25.5 m2 to 7 m2), number of ICU-trained staff per patient (from 1:1 to 1:4/1:6 plus variable number 

of non-ICU trained staff), hand hygiene protocol changes5 (Sturdy et al., 2020[79]). When the pandemic hit, 

all available workforce was engaged on COVID-19 wards and some time-sensitive tasks were delayed or 

stopped, including safety incidence reporting. In Italy the amount of incidence reports decreased 

substantially, especially in COVID-19 wards (Pauletti et al., 2021[80]). Even though actions to counteract 

the decrease in safety standards have been undertaken, increases of HAIs have still been observed in 

many circumstances.   

Findings from the Czech Republic using data from the National Adverse Event Reporting System from 

inpatient health care providers revealed that the occurrence of adverse events did not decrease during the 

pandemic years, as compared to previous years—as might have been expected6. Pressure injuries (PIs) 

increased in 2020 as compared to 2010-2019 in hospitalized patients. COVID-19 patients were more likely 

to experience PIs, as compared to hospitalized patients without COVID-19 (2.62% vs 0.81%) (Pokorná 

et al., 2022[81]).  

Findings from the United States showed that as volumes began to return to the pre-COVID baseline, a 

steady increase of health care acquired condition rates were reported per 10,000 adult discharges 

(Halverson et al., 2022[82]). Overall, major declines in performance have been observed in a number of 

patient safety indicators since the onset of the pandemic, including increases in central-line–associated 

bloodstream infections, catheter-associated urinary tract infections, ventilator-associated events, and 

resistant staph infections (Fleisher et al., 2022[83]; Patel et al., 2021[84]; Baker et al., 2021[85]). 

Maintaining safe care for non-COVID conditions 

Lack of timely care can lead to serious safety risks for those with ongoing health care needs as delays in 

treatment can cause patient harm. Research from Israel, for example, found that during COVID patients 

with acute appendicitis presented at the hospital with more advanced appendicitis (so arriving later) and 

had a longer length of stay (Bickel et al., 2022[86]). Likewise, heart failure patients in the United Kingdom 

were found to present to the hospital during the COVID-19 pandemic with more severe symptoms 

 
5 Before the pandemic ICU protocols required for all staff to have hands bear below the elbow. During pandemic healthcare workers wore gowns 

up to their wrists that were changed after every session with the patients, but only over-aprons and gloves were changed between each patient.  
6 shnu.uzis.cz 
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(Bromage et al., 2020[87]). Both examples may indicate lapses in timely, care—which can contribute to 

patient harms and poorer outcomes.   

Harm during care has likely also been experienced due to delays or skipping of in treatment. The number 

of cancer-related procedures declined in almost all six OECD countries which reported 2020 data before 

August 2021 (see Figure 2.6). Radiotherapy and chemotherapy appointments decreased in a number of 

countries, including France, Ireland, Spain and the United States (Fujisawa, 2022[88]). Delayed cancer 

diagnoses are likely to result in poorer cancer outcomes in the near future, and initial data in some countries 

reveals a worsening stage distribution for cancer patients. Available signals reveal that there may have 

been serious lapses in diagnostic safety. Poor timeliness in diagnosis is a key factor in the definition of 

diagnostic errors, i.e. the “failure to establish an accurate and timely explanation of the patient’s health 

problem(s) or communicate that explanation to the patient” (Singh, Graber and Hofer, 2019[89]). The biggest 

Australian lab chain has encountered a 17.8% drop in the number of histopathology samples tested in 

Victoria region in early 2022 compared to previous years. It is estimated that in this region 1000 

melanomas, 650 breast cancers and 650 bowel cancers have not been diagnosed. (Deam and Nazaretian, 

2021[4]). 

Figure 2.6. Most of the countries provided less cancer-related surgeries in 2020 than previous 
years  

 

Note: The number of procedures per 100 000 population in 2020 is compared to the average number of procedures per capita between 2017 

and 2019. For Türkiye, 2020 data is compared to the average for 2018 -2019. 2020 data for Italy and Türkiye are provisional. Hysterectomy for 

Denmark refers to vaginal hysterectomy. 

Source: (Fujisawa, 2022[88]) 

In many countries access to healthcare providers has decreased during the COVID-19 pandemic. As 

shown in Figure 2.7, between March and June 2020, the amount of participants in the UK who were not 

able to see a healthcare provider at all or every time they needed to increased by 70% compared to 

December 2019 through February 2020. Fear of COVID-19 has also played a role in restricted access. 

The same study has shown that 3-10% of those who needed to see a healthcare provider were unable to 

do so due to fear of acquiring COVID-19 between March to June 2020 (Institute for Health Metrics and 

Evaluation (IHME), Bill and Melinda Gates Foundation (BMGF) and IPSOS, 2021[90]). As part of a rapid 

analysis, Gesundheit Österreich (GmbH) in Austria examined developments in health care provision, 
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finding a reduction of inpatient stays in cardiology, oncology and paediatric care the months of March to 

May 2020 compared with the previous year7.  

Figure 2.7. The percentage of people who reported they could not access health care increased in 
most countries between Dec 2019 – Feb 2020 and Mar – Jun 2020 

 

Source: (Institute for Health Metrics and Evaluation (IHME), Bill and Melinda Gates Foundation (BMGF) and IPSOS, 2021[90]) 

Many countries struggled in maintaining safe care for patients living with chronic health conditions during 

the pandemic. This has been evidenced by increasing rates of adverse events, in some cases caused by 

delays or lack of access to care. Only one-in-three people with diabetes in England received all their 

recommended checks in 2020-21 (The Guardian, 2022[91]). This may have an impact on downstream 

outcomes for diabetic patients. While rates of health checks among diabetic patients in the UK have 

increased since the start of COVID, they remain lower than pre-pandemic values. (Carr et al., 2022[92])  

Lower access and use of health care have in cases led to poorer health outcomes. For example, research 

from a hospital the Netherlands found that the lockdown during the COVID-19 pandemic resulted in a 

significant increase in the number of major amputations (Schuivens et al., 2020[93]).Research from the US 

found that that the odds of undergoing amputation was over 10 times higher during the pandemic versus 

before the pandemic—and the likelihood of a major amputation (as opposed to minor) also increased 

(Casciato et al., 2020[94]). However, combined with general declines in elective surgery, shorter term 

findings have not always had consistent results. For example, there was not a clear change in amputation 

rates during the first year of the pandemic observed in the Ontario province (Canada) (De Mestral et al., 

2022[95]). 

Delayed care had a severe toll on the youngest. One of many negative effects was an increase in diabetic 

ketoacidosis in children and young adults. Compared to pre-pandemic period, presentation of this 

complication increased by 47 percentage points in Australia (Lawrence et al., 2020[96]), by 18.6 percentage 

points in Canada (Sellers and Pacaud, 2021[97]), and 20.2 percentage points in Germany (Kamrath et al., 

2020[98]). Possible reasons for the delay of care are reduction in medical services, and fear of approaching 

the health care system during the pandemic. Significant drops in use of the emergency department have 

been observed in paediatric patients. Even though partially it is attributed to lower rate of injuries, parts of 

Italy saw decreases between 73-88% of emergency department use for children, with fear of COVID-19 

infection being cited by parents as the main reason for avoidance (Lazzerini et al., 2020[99]). A UK-based 

 
7 https://jasmin.goeg.at/1507/1/Auswirkungen%20Lockdown_Covid19_G%C3%96G_bf.pdf  

https://www.sciencedirect.com/topics/medicine-and-dentistry/pandemic
https://eur02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fjasmin.goeg.at%2F1507%2F1%2FAuswirkungen%2520Lockdown_Covid19_G%25C3%2596G_bf.pdf&data=05%7C01%7Ckatherine.debienassis%40oecd.org%7Cd6440ac79bac455b0d4a08dacd1df82a%7Cac41c7d41f61460db0f4fc925a2b471c%7C0%7C1%7C638047825862535060%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=zZJg0zUeEnTwND0ws5Fcd2YjD79YxVJulOlb6LauH1A%3D&reserved=0
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interview study has shown that the predominant reason for caregivers to delay care was fear of acquiring 

COVID-19 (Watson et al., 2021[100]). Delayed care due to fear of COVID-19 has also been identified as a 

significant contributor to safety incidents in France (Fournier et al., 2021[101]).  

2.2.2. Countries paused financial incentives and contracting terms during the pandemic 

Based on survey data published in 2020, two-thirds of responding countries use financial incentives and 

penalties in safety governance, and 16/25 responding countries tie these indicators to safety outcomes or 

routine reporting of patient safety indicators. Many countries have lifted the limits on funding in some areas 

of care related to COVID-19. The UK’s suspension of financial incentives programs correlated with patient 

safety indicators (Lewis et al., 2020[102]). A number of value-based purchasing programs in the United 

States coordinated by the Center for Medicare & Medicaid Services (CMS) paused the use of financial 

penalties in response to the COVID-19 pandemic. This included the pausing of all measures in the Hospital 

Acquired Condition Reduction Program and the pausing of financial penalties for poor performance in fiscal 

year 2023 (CMS, 2022[103]).Other countries switched the mode of payment, mostly to salary and budget 

based, where indicators were no longer considered (Waitzberg et al., 2022[104]). This was done to cover 

the loss of income incurred by the pandemic and maintain the provision of care, but removal of quality 

indicators has been a secondary outcome.  

In the context of COVID-19, it makes sense for penalty schemes to be relaxed temporarily and replaced 

by initiatives to support services that are struggling with maintaining safety standards. These support 

programs would ideally be coupled with close supervision to help drive improvement, for example through 

collaborative interventions connected to resourcing and monitored with timely data. 

Many countries updated contracting terms to increase COVID-19 vaccinations. The UK has increased 

payments for vaccination appointments across several providers, including pharmacies and primary care 

practices (NHS England, n.d.[105]). 



DELSA/HEA/WD/HWP(2023)2  31 

ADVANCING PATIENT SAFETY GOVERNANCE IN THE COVID-19 RESPONSE 
Unclassified 

Box 2.4. Flexible regulation in health and social care – a new strategy for the English Care 
Quality Commission 

The Care Quality Commission (CQC), the independent regulator of health and social care in England, 

has issued a strategy for consultation built on four themes: 

• People and Communities: new ways to gather experiences, record and analyse them will be 

identified. This way, changes in the quality of care can be more easily detected, facilitated by a 

new assessment framework, designed to enhance trust among the public. 

• Smarter Regulation: the intent is to regulate in a more dynamic and flexible way to reflect the 

anticipated – and non-anticipated – changes. 

• Safety though learning: Stronger safety and learning cultures are prioritised and at the centre 

of a better quality service delivery in health and care. The CQC particularly wants to focus on 

types of settings with greater risk of a poor safety culture being unrevealed to understand, 

address and improve safety. Services will have to respond to targeted concerns on the 

measures taken to learn and improve safety. This information will be shared with the public. 

• Accelerating improvement: The new strategy aims at the establishment and facilitation of 

national sector-wide improvement coalitions with a broad spectrum of partners (including 

representatives of services users) to collaboratively work on better policies and practices to 

ensure better availability of support, both nationally and at a local system level. 

Source: (OECD, 2021[11])https://www.cqc.org.uk/get-involved/consultations/world-health-social-care-changing-so-are-we ; 

https://soundcloud.com/carequalitycommission/cqc-strategy-2021-our-public-consultation; 

https://carequalitycomm.medium.com/changing-how-we-regulate-to-improve-care-for-everyone-7accf34d30c1 

https://www.cqc.org.uk/getinvolved/consultations/world-health-social-care-changing-so-are-we. 

2.3. Stakeholder participation underwent a metamorphosis… health services had 

no choice  

Participation is a crucial element of governance referring to the inclusion of all affected actors in decision-

making to maximise efficacy. It enables the gathering of information from different stakeholders, thereby 

facilitating the design of more effective policies and ensuring legitimacy and ownership needed for 

successful implementation (Greer, Wismar and Figueras, 2016[22]). This is especially important in the 

context of health care and its tradition of self-regulation, where there is limited effectiveness of controls 

given the magnitude of patients, medical professionals, and the diversity of medical diagnoses and 

treatments. For this reason, substantial engagement with health care providers and patients is required at 

all levels of care. Participation can involve functions such as patient representation in official roles and 

decision-making processes, reviewing safety by boards of health care-providing organisations, system 

reports by an agency responsible for patient safety to government, or patient reported incident monitoring. 

2.3.1. Stakeholder involvement in decision making still needs improvement 

 A growing number of OECD countries consult stakeholders on at various stages of health system 

governance processes. However, cross-sector findings show that public consultations are normally 

passive and could benefit from a more proactive approach. For instance, recent findings on OECD 

countries governance mechanisms finds that eight member states systematically inform stakeholders by 

e-mail about consultations, while a further 20 countries do so occasionally (OECD, 2021[24]). In general, 

countries still need to improve how they treat stakeholder input. Showing how comments have influenced 

the policy development helps to engender a feeling of ownership and trust in the proceedings. While most 
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OECD countries make stakeholders’ views publicly available in some way (via interactive websites, 

summary of comments, etc.), half respond to all comments or those they consider more relevant (OECD, 

2021[24]). Methods for gathering and incorporating stakeholder inputs still requires substantial development 

on all levels of patient safety governance.  

Involvement of civil society in decision making during the pandemic has been mostly present in 

international organisations (World Bank, n.d.[106]) (Global Health Summit, 2021[107]). Involvement of 

stakeholders, especially frontline workers, was sometimes used by governmental organisations to better 

understand the nature of the COVID-19 impact. In Canada, for example, a number of family physicians 

were documented as taking on pandemic related leadership roles (Mathews et al., 2022[108]). advisors 

(Lavazza and Farina, 2020[109]).  In Portugal, the development of the National Patient Safety Plan 2021-

2026, involved the active collaboration and participation of all the health care facilities and institutions, 

namely the 5 Regional Health Administrations and the Central Administration of Health Systems, National 

Authority of Medicines and Health Products, and the Information Systems Area, among others The Plan 

was developed through triangulation methodology and followed-up by an advisory body of experts. This 

was made through a collaborative approach with academic institutions and with participation of different 

stakeholders. 

Nevertheless, in many cases due to the rapid development of the pandemic and the need for fast decision-

making, there was no proper stakeholder engagement, instead governments utilised the pre-existing 

structure of Despite inadequacies, the speed at which policies were introduced or adapted to deal with the 

pandemic suggests that with sufficient will, there is potential to progressively strengthen a people-centred 

agenda. 

Patient engagement in decision making has been even less integrated into routine health 

system management… and some legislation is aiming to address this. 

Health system responses to the COVID-19 pandemic in 2020 and 2021 have largely lacked patient-

centeredness, revealing a lack of deeply-embedded people-centred policies in OECD health care systems. 

The absence of formal patient representation in health decision making was largely absent as countries 

needed to make rapid decisions to contain the spread of the virus, such as measures restricting mobility 

and measures implemented in hospitals and long-term care settings. For example, among 57 patient 

organisations in Europe, nearly two-thirds indicated that there was no patient involvement or consultation 

in management and decision-making processes during the pandemic (OECD, 2021[110]). 

The role of family and caregiver supporters in medical care extends beyond a comforting presence—they 

are essential partners in patient safety. Severely restricted visitation policies—often developed without 

patient involvement—have been criticized as incompatible with family-centred care, particularly for 

vulnerable patients, including children, LTC, residents, and those at the end-of-life. Restricted policies were 

implemented in most countries and health care sectors, and supported by  WHO recommendations in the 

context of maintaining essential health services only (Jensen et al., 2022[111]; Fiest et al., 2021[112]; WHO, 

2020[113]; Hugelius, Harada and Marutani, 2021[114]).  

Family and caregivers are essential members of the care team, who often play an important advocacy and 

safety roles for their loved ones in health care settings. Family and care givers are relied on to provide 

medical and medication information, help in the coordination of transitions in care, and document, question, 

and verify medical decisions. The idea that family and caregivers make care safer is supported research 

findings showing that their presence improves patient safety—even during COVID-19 (Gandhi, 2022[115]).  

Research from the Netherlands found that restrictive visitation policies severely impacted the well-being of 

older long term care residents, resulting in high levels of loneliness, depression, and an increase in staff 

reports of mood and behavioural problems (Van der Roest et al., 2020[116]). Evidence from Canada showed 
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examples of psychological and moral distress, mental health issues, the worsening of health conditions, 

concerns for patient safety and communication lapses (CFHI, 2020[117]). 

A study of 32 hospitals in the United States found that hospitals with closed visitation policies during COVID 

saw reductions on their performance with regard to patient ratings of medical staff responsiveness, fall 

rates and sepsis (Silvera et al., 2021[118]). Other assessments, comparing safe-prescribing practices before 

versus after restricting visitation in hospitals due to COVID, found that the presence of caregivers impacts 

use of potentially inappropriate medications among older adults (Brown et al., 2022[119]). Finally, a review 

of visiting restrictions imposed during the COVID-19 pandemic have had numerous negative 

consequences for both patients and family members (Hugelius, Harada and Marutani, 2021[114]).  

In some cases, the fear of limited visitor policies contributed to avoidance of care. This has been 

documented as a concern for maternity care for example, where patients took on physical risks in response 

to concerns of labouring and birthing without needed support (Altman et al., 2021[120]). Finally, the 

enforcement of severely restricted visitation policies has also had an impact on health care worker 

outcomes, including psychological distress and injury (Andrist, Clarke and Harding, 2020[121]).  

In the case of COVID-19, facing the unknown threat, and high levels of hospital transmission, some level 

of restrictions were warranted. However, reflections on the COVID experience suggest that the restrictions 

may have been too strict and prolonged in cases, potentially causing more harm than good.  There have 

been a number of legislative changes implemented to prevent this in the future, and in some cases hospital 

visiting protections are now being seen as a civil rights issue. For example, legal reforms have been made 

to ensure that patient rights are protected in times of crisis. In the US, several states have recently passed 

‘no patient left alone’ acts (Sudai, 2021[122]). Some laws, like those passed last year in New York and 

Texas, are specific to long-term care facilities. They allow residents to designate essential caregivers, also 

known as compassionate caregivers, who are allowed to visit regardless of whether there is a health crisis. 

(NPR, 2022[123]).  

A number of countries are developing and implementing essential care partner policies and practices to 

support the re-inclusion of care partners in health care delivery.  For example, the Essential Together 

program in Canada, is working to support the safe reintegration of care partners into health and care 

settings after COVID-19 related access disruptions such as blanket visitor restrictions (Healthcare 

Excellence Canada, 2022[124]). As countries implement reforms to adapt to COVID-19 responsive health 

systems, they will need to further strengthen their efforts to ensure safe, people-centred care.  

2.3.2. Clinical governance and health systems management became more aligned in 

some cases 

A silver lining of COVID-19 has been that health and safety, and access to appropriate resources for safe 

care, has been recognized at all levels of health care policy—including national leadership. In Norway, for 

example, the Prime Minister noted in a newspaper interview that infection rates are the first thing she looks 

at when she wakes up, and the last thing she sees before she goes to bed (Deilkås and Bondevik, 

2020[125]).  

Recent OECD survey findings show that 18 out of 27 Centres of Government (CoGs) in OECD countries 

(67%) had defined crisis communication procedures, as did 13 out of 17 Ministries of health (MHs) (76%) 

(see Figure 2.8). CoGs’ specific manuals or procedures include crisis communication frameworks (e.g., 

the United Kingdom’s emergency planning framework), dedicated factsheets (the Netherlands), or 

sections on communication in wider crisis response plans (France) and frameworks (Australia and 

Belgium), acts (Switzerland and Luxembourg) and policies (Canada). In countries with no specific written 

criteria, some rely on adapting existing procedures, as in the Czech Republic, Estonia, and Mexico. In 

Australia, Austria, Belgium, Canada, and Germany, it is a shared responsibility between national and sub-

national governments and is often – though not always – guided by CoG protocols or procedures.  
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Figure 2.8. Availability of standard protocols or procedures to respond to crises in OECD 
countries, 2019 

 

Note: Finland, Greece, Iceland, Japan, Luxembourg, Portugal and Spain provided data for MHs but not CoGs. Austria, the Czech Republic, 

Estonia, France, Germany, Israel, Italy, Korea, Latvia, Mexico, the Netherlands, Norway, Poland, Slovakia, Slovenia and the United Kingdom 

provided data for CoGs but not MHs. Data for Lithuania’s Ministry of Health are not available. The outer ring shows the data for CoGs, and the 

inner ring the data for MHs. 

Source: OECD (2020), Survey on Understanding Public Communication in Centres of Government (OECD, 2022[25]) 

While patient safety has been a constant problem/challenge for all healthcare systems, there are 

opportunities to develop new approaches adapting the policies put in place during the COVID-19 

pandemic.  It is not feasible to maintain such emergency approach for a sustained period time. Long-

lasting, effective polices lessons from the pandemic need to must be designed in a way that they do not 

put ongoing strain on the system, especially on healthcare workers.  

Maintaining health care workforce safety and well-being during the crisis has been a major 

challenge  

Emergency situations, often exacerbated by shortages of staff and supplies, can lead to challenges in 

maintaining safe and quality care. Staffing challenges have been particularly acute in addressing the needs 

of the COVID-19 pandemic. A large proportion of nurses and other health workers reported having been 

affected by mental health issues during the pandemic, such as symptoms of anxiety, depression, burnout 

and post-traumatic stress disorder (OECD, 2022, Forthcoming[76]). According to 2022 data from the US, 

surveying over 13,000 physicians, 47% reported feeling burned out and 21% reported suffering from 

clinical depression (IHI, 2022[126]). Between February 2020 and September 2021, the health care industry 

in the United States lost half a million workers (ibid).  

The pandemic had a severe effect on both emotional and physical health of healthcare workers. A study 

in a hospital in Italy have found that 44% of voluntary health care professionals scored abnormally on 

assessing of anxiety, depression, or post-traumatic stress disorder (Priori et al., 2021[127]). In Spain, 25% 

of healthcare workers presented symptoms for acute stress disorder (Rodriguez-Menéndez et al., 

2021[128]). Health care workers working at ICUs experienced significant moral distress during the COVID-

19 pandemic in the Czech Republic via data from nationwide cross-sectional survey. The major sources 
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of distress included  lack of time spent with patients, inconsistency of opinions regarding transition, practice 

of palliative care, and insufficient communication with patient’s family and within the ICU team (Prokopová 

et al., 2022[129]).  

The workload of healthcare workers has increased drastically during 2020 and 2021. Resource scarcity 

was one of the main reasons for emotional distress in Australia ( (Smallwood et al., 2021[130])). A study in 

Korea showed that most nurses had to perform duties out of their general duties, such as medical 

equipment management and cleaning (Cheong et al., 2022[131]). 

The relationship between worker safety and patient safety has been well studied, and performance on 

related indicators is closely linked (de Bienassis, Slawomirski and Klazinga, 2021[132]). Improving worker 

well-being has intrinsic value, but it also lessens the costs of occupational harm (estimated at up to 2% of 

health spending) and contributes to minimising patient harm (estimated at up to 12% of health spending) 

(Slawomirski and Klazinga, 2022[133]). Safe, healthy, and happy workers are also more productive and 

contribute to better care quality more broadly. 

2.4. Maintaining integrity throughout and after the pandemic will be key  

Strong patient safety governance implies that roles and responsibilities are clearly defined in a culture 

based on trust and teamwork. The pillar of integrity is important at all levels of governance. Integrity is the 

concomitant of strong leadership and crucial in health care governance to ensure coherence of action 

(Greer, Wismar and Figueras, 2016[22]). Clarification of authority between the stakeholders is the 

prerequisite for efficient regulatory activity and further associated with better commitment of individuals in 

group settings. Governance functions associated with integrity include defining the roles and 

responsibilities of patient safety in national legislation, setting up national quality and safety agencies, and 

encouraging leadership, which promotes patient safety culture. As countries work to ensure integrity, they 

need to implement policies to support adaptive learning and control—embracing uncertainty and 

empowering workers to adopt practices to manage risk. This is further discussed in Section 3. 

2.4.1. Ensuring a strong safety culture during the prolonged crisis was easier said than 

done 

Preliminary results find that many aspects of safety integrity have not withstood the stress of the COVID-

19 pandemic. Many countries had trouble maintaining their routine high standards of care. In the United 

States, for example, across-the-board declines in safety culture have been observed between 2019 and 

2021 (see Figure 2.9). For health providers using a Press Ganey tool to assess health performance, when 

comparing 2021 to pre-pandemic performance, there were declines in all domains, with the biggest drop 

in domains related to adequate department staffing and reasonable job stress. Similar findings have been 

observed in hospitals in Croatia and the UK (Brborović, Brborović and Hrain, 2022[134]; Denning et al., 

2020[135]). Findings from the 2021 NHS staff survey showed that the percentage of staff agreeing that there 

are enough staff in their organisation to facilitate them doing their job properly decreased by 11 percentage 

points, from 38% in 2020 to 27% in 2021 (Nuffield Trust, 2022[136]). An international survey of health 

personnel deployed or redeployed to ICUs US, Netherlands, and Ireland in April and May 2020 found that 

staff perceived that the amount of supervision and the quality and safety of care were lower than usual 

(Hennus et al., 2021[137]). 

To address these challenges, several countries have taken action. Portugal, for example, conducted 

awareness training sessions on patient safety and quality culture for the health care professionals 

(hospitals and primary healthcare institutions) in collaboration with Portuguese Association of Hospital 

Development during the crisis phases of the COVID-19 pandemic. Switzerland’s quality strategy and the 

objectives of the Federal Council for 2022-2024 cites the establishment of a just culture and improving 
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governance as two of its three core system-wide objectives8. The same strategy document includes 

additional goals related to patient safety, including goals for the comprehensive implementation of clinical 

risk management systems at the level of individual service providers and at the national level.   

Figure 2.9. Safety culture among health workers in the United States has declined in recent years 

 

Note: US health providers using Press Ganey Patient Safety Culture Questionnaire (2021 vs. 2019) 

Source: (Press Ganey, 2022[138]) 

2.4.2. National-level reforms to legislation, organisation of governance and standards 

have been implemented 

Reforms to safety regulation to protect health workers and patients have been implemented 

Many of the updates to policies and directives enacted on OECD countries with regards to COVID-19 and 

safe care related to suspensions of elective procedures. Modelling estimates suggest that approximately 

70% of elective surgeries were cancelled in 12 weeks in 2020—totalling 28 million elective surgeries 

worldwide (Nepogodiev et al., 2020[139]) While the rationale behind these changes was in part to increase 

capacity to treat COVID-19 patients, another, complementary rationale was to reduce COVID-19 exposure 

to staff and patients.  In Canada, changes to licencing and regulation have been used to increase health 

worker capacity—including changes to health worker scope of practice and increased use of virtual care 

(Mihailescu, Sim and Bourgea, n.d.[140]).  

A prominent area of regulation change relates to the update of legal protections to reflect the hazard that 

health workers face in regard to exposure to COVID-19 in terms of classifications of occupational diseases. 

This is of significant importance due to recognition and preventability as it relates to the work environment, 

and the legal aspect that entitles workers to compensation. As of March 2021, COVID-19 was recognized 

as an occupational disease by international organisations, including the ILO, WHO, and EU (Sandal and 

Yildiz, 2021[141]). Even so, many countries have moved forward in developing new regulations classifying 

COVID-19 as an occupational disease, work accident, or otherwise providing compensation to those 

impacted (Sandal and Yildiz, 2021[141]). 

 
8 https://www.admin.ch/gov/fr/accueil/documentation/communiques.msg-id-87511.html 
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In Victoria, Australia, new legislation establishing a Duty of Candour requires health services to provide 

patients who have experienced safety events 1) a written account of the lapse independent of severity, 2) 

an apology for suffered harms 3) a description of the providers response to the event; and 4) 

documentation of activities that the provider has taken to similar events in the future. Ministers will have 

the power to publish a statement to name relevant health services that have failed to comply with these 

processes (de Silva, 2022[142]).  

Pandemic management has been a top priority according to evaluation of COVID-19 

responses 

Many OECD countries have implemented new strategies to increase patient safety in the context of 

COVID-19. Finland has introduced a new plan that concentrates on preventing avoidable harm (Ministry 

of Social Affairs and Health, 2022[143]). It promotes cooperation, training, best practices, and organizational 

safety. In this plan COVID-19 has influenced the approach to infections, both overall and healthcare 

acquired, through detailed monitoring, reporting, and training. The Portuguese National Patient Safety 

Strategy 2021-2026 has taken a holistic approach on patient safety through 5 pillars: culture of safety, 

leadership and governance, communication, prevention and management of patient safety incidence, and 

finally safe practices in safe environment (Portuguese National Patient Safety Strategy, 2021[144]). The plan 

includes numerical goals for 2023 and 2026 that are aimed at improving goal achievement. Spain is 

concentrating on evaluation with 150 indicators included in a database curated by its National Ministry of 

Health, which will promote risk management to reduce the burden of healthcare related incidence.  

At the national level, countries have begun assessing their COVID-19 responses. Work from the OECD 

examined 67 evaluations contributed by 18 OECD countries. Most countries in the sample (13 out of 18) 

have examined the extent to which the government was adequately prepared to manage such a global 

shock (OECD, 2022[25]). Specifically, the evaluations on this topic focused on three main types of policy or 

measure that contribute to pandemic preparedness: 

• Risk management protocols to follow during pandemics (i.e. ‘pandemic management protocols’); 

• government capacity for risk anticipation, through foresight and risk assessment (i.e. ‘risk 

anticipation capacities’); 

• the overall preparedness of critical sectors for pandemics (i.e. ‘critical sector preparedness’, 

see Figure 2.10). 
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Figure 2.10. Evaluations of pandemic preparedness focus on protocols, risk anticipation and 
preparedness 

 

Note: n =67. 67 evaluations were conducted across 18 countries. 11 evaluations examined at least one issue related to the preparedness of 

critical sectors to pandemics, in particular relating to the preparedness of the health sector. 22 evaluations examined at least one aspect of 

issues related to pandemic management protocols. 21 evaluations examined at least one issue related to risk anticipation capacities, either 

forecast and assessment, such as early warning systems, or national and sectoral risk assessments, and emergency planning.  

Source: (OECD, 2022[25]) 

Findings from the OECD Trust Survey found that countries in which most people think their government 

learned from the pandemic are also the countries in which more people are likely to trust that government. 

On average across countries, 49.4% of respondents express confidence that their government would be 

prepared to protect people’s lives in the event of a new pandemic (OECD, 2022[7]). 

2.5. COVID-19 has exposed shortcomings in health system capacity  

Capacity building and resource allocation are key to supporting patient safety. Capacity building in health 

care governance refers to developing intelligence about existing capacities, while investing in developing 

new capacities (Greer, Wismar and Figueras, 2016[22]). In patient safety it includes the embedding safety 

into curricula of students, integrating safety training as part of professional development for health care 

professionals, or allocating enough resources to ensure patient safety in daily clinical practice. Capacity 

building can also take a broader approach and include aspects such as establishing positive safety culture 

within the organisation and shifting the focus on safety training from technical skill-building towards 

emphasising teamwork, quality improvement and organisational change. 

2.5.1. Countries continue to face challenges in ensuring health care worker capacity and 

appropriate matching of competencies to health system needs. 

Most countries identified pressing needs to deploy surge capacity to their health, employment, social and 

security services (OECD, 2021[145]). Figure 2.11 shows the scale of the resourcing challenges faced across 

OECD countries’ central public administrations for which health was the most common priority. This staffing 

challenges in indicative of a larger challenge in the health sector, where frontline health care workers make 

up the vast majority. 
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Figure 2.11. Areas that required additional staffing during first wave of the COVID-19 crisis 

Number of OECD countries, n=32 (2020) 

 

Note: Data were collected in the summer of 2020 through a special COVID-19 module of the 2020 Survey on Public Service Leadership and 

Capability. Data refer to HRM practices in central government designed at the time of the data collection. Not all OECD countries experienced 

the first wave of the pandemic and potential restrictions with the same intensity or at the same time. Original survey question: “In which areas of 

central administration did additional workload require recruitment or reassignment of existing staff?”  

Source: OECD (2020), Special COVID-19 module of the Survey on Public Service Leadership and Capability. Maintaining adequate staffing 

levels; (OECD, 2021[145]). 

Adequacy of staffing is an important patient safety issue—and has been linked to patient outcomes in a 

number of studies. For example, a study across nine European countries found that increasing a nurse’s 

workload by one patient increased by 7% the likelihood of an inpatient dying within 30 days of admission 

(Aiken et al., 2014[146]). A Korean study found similar results, where each additional patient per nurse was 

associated with a 5% increase in the risk of patient death within 30 days of admission (Cho et al., 2015[147]). 

In some specific sectors, such as burns care, adding an additional patient per nurse was found to increase 

mortality by as much as 30% (Bettencourt et al., 2020[148]).   

Limited staff capacity, and its impact on the provision of safe care has been an ongoing concern throughout 

the COVID-19 pandemic. Austria, for example, projects that it will require an additional nursing staff for the 

period from 2017 to 2030 of approximately 76,000 personnel9. 

In many countries, the majority of staff do not think that there are enough staff to handle the workload and 

that work hours are not appropriate in providing the best care for patients (de Bienassis and Klazinga, 

2022[149]). Countries where the fewest health workers had a positive perception of staffing levels include 

Japan (33%), France (32%), Portugal (29%), and Greece (24%) (see Figure 2.12). This is of particular 

concern as countries have faced, and expect to continue to face, workforce shortage as a consequence of 

COVID-19. Assessment of the staffing domain of safety culture can provide a signalling function in respect 

to workforce capacity.  

 
9 https://www.sozialministerium.at/Themen/Pflege/Pflegepersonal.html    

https://eur02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.sozialministerium.at%2FThemen%2FPflege%2FPflegepersonal.html&data=05%7C01%7Ckatherine.debienassis%40oecd.org%7Cd6440ac79bac455b0d4a08dacd1df82a%7Cac41c7d41f61460db0f4fc925a2b471c%7C0%7C1%7C638047825862535060%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=Bmq872I34crbnINzp7d8nJIiq5ILKbG%2Fwm6cpHvQcmA%3D&reserved=0
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Figure 2.12. Less than half of health workers in OECD countries think staffing levels are 
appropriate to provide the best care for patients 

 

1. Data older than 2015 

Note: The most recent year of available data presented for each country (Data identified with a ¹ is from 2015-2005. All other data 2021-2015). 

The data presented includes Saudi Arabia, an OECD non-member country, which is not included in the OECD average.  Definition of Staffing: 

There are enough staff to handle the workload and work hours are appropriate to provide the best care for patients. 

Source: OECD Patient Safety Culture Pilot Data Collection 2020-2021 

Health care workers have been overrepresented in terms of COVID-19 infections (see Figure 2.13). In 

some settings as many as one in three healthcare workers were infected with COVID-19 during certain 

periods of testing (Mathabire Rücker et al., 2022[150]). Aside from the impact of acute COVID infections and 

workforce burnout rates of long COVID in health workers have raised concerns regarding health system 

capacity, given prolonged leaves of absence health workers with severe long COVID symptoms may need 

to take. Interviews with physicians with long COVID have highlighted concerns about future fineness for 

work and stigma with suffering from symptoms such as fatigue (Burns and Warren, 2021[151]). Before the 

COVID-19 pandemic, observational studies in the US found that hospital nurses were burned out and 

working in understaffed conditions (Lasater et al., 2021[152]).Living with long COVID may also have 

psychological manifestations for health workers, including anxiety, depression, and post-traumatic stress 

disorder (Burns and Warren, 2021[151]).  
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Figure 2.13. Examples of percentage of HCW infected with COVID-19 in selected OECD countries 

 

Notes: Israel - all participants were vaccinated against COVID-19, Source: Colombia: (Caballero et al., 2022[153]) Jun 2020 – Oct 2020, Norway: 

(Elgersma et al., 2022[154]) Aug 2020 – Sep 2021, Israel: (Bergwerk et al., 2021[155]) Dec 2020 – Apr 2021, Chile: (Olmos et al., 2021[156]) May 

2020 – Jul 2020, Denmark: (Jespersen et al., 2020[157]) May 2020 – Jun 2020, Italy: (Porru et al., 2020[158]) Feb 2020, Netherlands: (Sikkema 

et al., 2020[159]) Mar 2020, Türkiye: (Çelebi et al., 2020[160]) Mar 2020 – May 2020, Poland: (Drobnik et al., 2021[161]) Mar 2020 – Apr 2020, UK: 

(Oxford COVID infection review team, 2021[162]) Jan 2020 – Oct 2020, Spain: (Folgueira et al., 2020[163]) Mar 2020,  

In addition to stretching frontline staff, many key support staff in maintaining quality and safety in health 

care were not able to take up their functions as usual. For example, during the COVID-19 crisis, many 

patient safety and quality improvement experts were deemed “unessential” and asked to work from home, 

often ending up carrying out tasks unrelated to the current crisis  (Staines et al., 2020[164]). Patient safety 

attendants, hospital staff whose role is to observe patients who have cognitive impairments or thoughts, 

saw significant reductions in worked hours in the United States (Shields, Lawson and Flanders, 2021[165]). 

Likewise, many health care workers were reassigned to duties outside the scope of their training. 

As described previously, poor working conditions and mental health contribute to sub-optimal patient 

outcomes. Data from a 2022 Commonwealth Fund Survey of primary care physicians found that on 

average across 10 OECD countries, 3 out of 4 clinicians reported their workload increasing since the 

COVID-19 pandemic began. Over half of survey participants across OECD countries (52%) reported 

having experienced emotional distress and 35% were identified as having burn out. These staffing 

outcomes have an impact on health care and quality, as 36% of physicians reporting stress, emotional 

distress, or burnout reported that the quality of care they were able to deliver since the start of the pandemic 

had worsened, compared to only 20% who did not report stress, emotional distress, or burnout (Gunja 

et al., 2022[166]). 
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Figure 2.14. Percentage of primary care physicians who said quality of medical care they were able 
to provide worsened “somewhat” or “a lot” compared to before the COVID-19 pandemic began 

 

Note:* Statistically significant difference to bar in comparison for within-country stratification analyses at p<.05 level. Data: Commonwealth Fund 

International Health Policy Survey of Primary Care Physicians (2022). 

Source: (Gunja et al., 2022[166]) 

2.5.2. Improvements in underlying data infrastructure are promising 

In addition to staffing capacity and other physical resources, data infrastructure is an area where 

governance is needed to ensure adequate resources. In a 2021 OECD survey, 15 of 24 responding 

countries indicated that there had been legal, regulatory, or policy reforms in 2020 and 2021 to improve 

health data availability, accessibility, or sharing. In conjunction with efforts to increase data sharing, 9 of 

24 countries had made reforms to improve privacy or security protections—with a number of countries 

strengthening both data sharing and data privacy simultaneously (OECD, 2022[167]). Data sharing improved 

significantly within the public sector, sometimes through automated processes. Most OECD countries 

linked different data sources to monitor the COVID-19 pandemic and open data policies were promoted. 

In general, sharing and publishing of guaranteed information on daily basis in open data as well as secure 

data with limited access to particular stakeholders are crucial in terms of being transparent to general 

public and providing valid reporting for critical management on national and regional levels (i.e. government 

departments or municipalities). These data sets can provide the objective support for further decision-

making processes (Komenda et al., 2020[43]). 

Not surprisingly, timeliness of key national datasets saw almost universally advancements in OECD 

countries as a result of the COVID-19 pandemic. Improvements in the quality, coverage, and completeness 

of existing national personal health datasets were widely improved among OECD countries in response to 

COVID-19 (OECD, 2022[167]).These regulatory reforms and enhanced data sharing capacity can potentially 

be further leveraged to inform systems for monitoring patient safety.  

The coronavirus pandemic created a sense of urgency and political will to adapt service delivery models 

and outdated information systems—and to accelerate the use of new digitally based health services, such 

as telemedicine. But just as in other sectors, the process of adopting and implementing new processes 

and ways of working can also likewise lead to safety lapses. The innovations in the health sector have 

great potential, but will require careful evaluation and calibration to prevent the introduction of new safety 

risks. 
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Countries can adopt fit for the future patient safety governance agendas, 

integrate patient safety governance with health system resilience policies, 

and maintain safety as a top priority on the political agenda.  

3.1. Patient safety governance and health system resilience go hand-in hand  

Modern healthcare is a team activity, where care providers work together over extended periods of time to 

provide complex care services. The COVID crisis required rapid reconfiguration and creation of new teams, 

who were tasked with preforming at a high standard over a short period of time. Challenges related to 

human factors and ergonomics were observed during the COVID-19 pandemic. Patient safety governance 

should be integrated into efforts to enhance health system resilience. Safety governance needs better 

alignment with key areas brought into focus by the COVID crisis, in particular, staffing and resourcing as 

well as health worker safety and well-being. Safety governance should encourage effective healthcare 

financing and investment, including the appropriate data infrastructure/systems and use for the scope of 

the challenge.  

3 Capitalising on the pandemic to 

embed and mainstream patient 

safety  
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Figure 3.1. Before COVID-19, one-in-ten people thought vaccines were unsafe 

 

Note: Share of people who disagree that vaccines are safe, 2018 data 

Source: Our World in Data/ Wellcome Trust 

Resilient health systems need to promote guided adaptability, which recognises that good performance 

and safety comes neither from preventing or encouraging variation, but from recognising that variation is 

inevitable in a complex, adaptive system. Risk management can then move from dictating certain specific 

protocols and processes to facilitating safe variation in behaviour when the situation and context requires 

it. Moreover, optimal safety governance (see Figure 3.2) operates at the intersection of adaptive capacity 

and regulatory authority, where leadership has implemented appropriate safeguards and can respond with 

additional support when needed. On the frontlines, staff should be encouraged to find solutions to patient 

safety challenges, knowing there are appropriate linkages with regulators to provide additional support if 

safety performance cannot be maintained.  

Figure 3.2. Optimal safety governance operates at the interface of localized adaptive capacity and 
regulatory authority.  

 

Source: Authors. 

There are opportunities for the health sector to better identify and adopt the critical and teachable skills 

needed for healthcare teams to work effectively (Fitzsimons, 2021[168]). More can be done to showcase 

examples of where member countries’ health systems (or organisations within them) have innovatively 

improved safety, and where safety governance and risk management incorporates a level of flexibility that 

accepts ‘good’ variation to established protocols. Tools developed in the military and in aviation, such as 
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Crisis Resource Management, can be adopted to promote transparent and effective leadership while 

strengthening essential non-technical skills, including communication, shared situation awareness, and 

psychological safety (the confidence and security to speak up) (Fitzsimons, 2021[168]). 

At the intersection of patient safety governance and resilience is also the issue of trust. Countries faced 

substantial declines in trust in the health care sector during the COVID-19 pandemic, including trust in 

international organisations, health care providers, and health care stakeholders. Between April/May 2020 

and February/March 2021 trust in the health care sector declined by an average of 2 percentage points 

across 22 OECD countries for which there was data. Trust is a key component of health system 

governance, and a necessary condition for resilient health systems. Countries must continue work to build 

transparency, enhance communications, and maintain integrity so that health care systems are trusted as 

safe, even when impacted by unexpected shocks.  

3.2. A fit for the future patient safety governance agenda  

The COVID-19 pandemic has required health systems to react to new circumstances much more quickly 

than they have been required to in the past.  A fit for the future, patient safety governance agenda offers 

an opportunity to adapt, amend and create a more agile framework for governance and promotion of patient 

safety. This is in contrast to most previous patient safety governance agenda’s largely focused on 

command and control regulation.  

The implementation of patient safety policy is suffering from significant gaps. First, flexible governance 

mechanism remains underutilised by health systems compared with the attention that is given to health 

spending and infrastructure measures and the efforts made in those areas. Second, it continues to be a 

trend that regulatory management tools for patient safety are underdeveloped, insufficiently implemented 

or applied with unsatisfactory effects. Third, by relying on conventional models of human action, patient 

safety efforts can fail to consider behavioural barriers and biases that limit the effectiveness of 

implementation of policies in this area.  

Safety governance should enable continuous learning from both harm and success. This movement 

towards learning from what goes right represents a more recent paradigm, which aims to promote safety 

by enabling organisations and its people to adapt to emergent situations and conditions. This decentralised 

approach aims to ensure safe care through adaptation and flexibility (Braithwaite, Wears and Hollnagel, 

2015[169]). It draws on resilience engineering theory that has a proven track record in other high-risk 

industries, where adaptability and proactive thinking is added to top-down control. This is said to be more 

compatible with managing the inherent complexity and unpredictability of healthcare systems compared to 

the linear, one-size-fits-all traditional paradigm.  

Examples of innovative, flexible governance models have been further advanced in other sectors as well 

in response to the COVID-19 pandemic. OECD findings on the regulatory changes in food safety, for 

example, found that reducing inspections, introducing self-compliance models or making inspections 

remote have not led to poorer outcomes (OECD, 2021[170]).  

Moving forward, health care leadership and policy makers will have to ascertain how to apply and enforce 

safe care in a post-pandemic world. Questions related to patient safety are often complex and, at times, 

strategically important. This is because the risks associated with poor safety can be multidimensional, 

linked to socio-economic, labour, and global health related factors. This is perhaps one of the most 

important lessons from the COVID-19 pandemic. Whatever the scenario, the COVID crisis has once again 

stressed the need for co-operation, transparency, and collective learning. Assessments of current safety 

plans and activities will need to be carried out on a continual basis to ascertain whether they are fit for 

purpose and can withstand the fallout from another global health crisis. 
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3.3. Maintaining patient safety on the policy agenda: The role of leadership 

Now more than ever political leadership should work to advocate for patient safety, and its place at the top 

of its health policy agenda. However, some findings show this may be an uphill battle given the pulling 

current of ongoing global crises and challenges that governments must now face head-on. For example, 

a survey of countries government priorities in support of the COVID-19 recovery effort found that only 13% 

of countries indicated reform of the health sector as being among their top three priorities (Figure 3.3) 

(OECD, 2021[24]). Of the total funding allocated through national reliance and recovery plans, Italy has 

proposed that only 8% of the total funds go to health, and 16.5% in Spain (Figure 3.4) (DE Belvis et al., 

2022[171]).  

Figure 3.3. Government priorities in support of the COVID-19 recovery effort 

Percentage of governments for which each area is among their top three priorities 
 

 

Note: Includes data from centres of governments in Belgium, Canada, Chile, Colombia, the Czech Republic, Denmark, Estonia, Finland, 

Germany, Hungary, Iceland, Israel, Italy, Korea, Latvia, Lithuania, Luxembourg, Mexico, Norway, Poland, Portugal, Sweden and Türkiye.  

Source: Presentation created for Government at a Glance 2021 using data from OECD (2021), Building a Resilient Response: The Role of 

Centre of Government in the Management of the COVID-19 Crisis and Future Recovery Efforts (OECD, 2021[24]). 

Figure 3.4. Relative Spending on Health in National Resilience and Recovery Plans: Italy and Spain 

  

Source: (DE Belvis et al., 2022[171]) 
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The task for health care leadership is substantial. Health systems will need to (re-)build trust in their 

systems, through better communication strategies, shifting from public consultations to stakeholder 

engagement and demonstrating good governance of regulatory institutions (OECD, 2021[11]). New 

legislation in Portugal, conferred in 2022 created an NHS Executive Directorate is to coordinate the 

healthcare response of NHS health units, ensuring their networked operation, the continuous improvement 

of access to healthcare, patient participation and the alignment of clinical and health governance.   

Commitment on the part of leadership and management is crucial to establishing and maintaining a safe, 

people-centred environment. Leaders play a key role in driving organisational priorities by setting 

examples, fostering communication, and creating enabling atmospheres for raising concerns, as well as 

leveraging incentives with the aim of creating safe, people-centred care. In tandem, good safety 

governance should include patient perspectives on the design, implementation, and execution of efforts to 

improve safety.  

The current pandemic has highlighted the need for strong and resilient safety governance and culture. This 

requires investments and leadership, as well as a focus on patient- and worker-centredness, and must 

extend beyond the hospital to ensure safety in long-term care (LTC) and ambulatory care settings. For 

example, COVID-19 has unfortunately brought to light the challenges faced in ensuring safe LTC—and 

the vulnerabilities and human costs associated with the status quo. Policymakers have an opportunity to 

address and improve safety governance in this setting—including the need for appropriate quality 

standards and standards for staffing levels and competencies to match the needs of LTC residents, better 

linkages with acute care, and improving organizational learning and safety culture in LTC (de Bienassis, 

Llena-Nozal and Klazinga, 2020[172]). 

In all sectors of health care, a culture of patient safety is a fundamental component of efforts to pivot 

towards learning-based health systems built on risk mitigation. Leadership in implementing policies to 

create the conditions conducive to good patient safety are essential for driving healthcare improvement.  

COVID-19 has challenged the capacity of governments, health systems, and healthcare providers to work 

quickly and in a coordinated manner to address a substantial threat. While the degree of success has 

varied across countries, systematic changes are possible with the requisite political/institutional will and 

sense of urgency. Reducing the harm caused by COVID-19 and by adverse safety events is an achievable 

and necessary objective which could bring significant health and economic returns. 
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