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Abstract

Introduction: Several countries prioritize patient safety in
their health policies. In Portugal, following the implementa-
tion of the National Plan for Patient Safety (NPPS) 2015-
2020, the research team of the National School of Public
Health (NSPH) carried out extensive work to continue im-
proving aspects of the previous Plan. This work was focused
on identifying the strengths and weaknesses of NPPS 2015-
2020 and aspects related to its applicability and main chal-
lenges and opportunities for the implementation of the
NPPS 2021-2026. Methods: Methodological dynamic pro-
cess was based on the most relevant international and na-
tional guidelines and the feedback from key patient safety
stakeholders. We developed a cross-sectional mixed-meth-
ods study from January to August 2021. We used documen-
tation and periodical reports from National Health Service
(NHS) healthcare institutions as secondary sources of infor-
mation. For primary data collection, we used an online sur-
vey (applied to elements in the different quality and safety
structures of hospitals and primary care units), interviews,

and focus groups to collect information from patient safety
experts. Results and Discussion: Strengthening safety cul-
ture, patient safety training, communication, leadership in-
volvement, patientand family engagement, and monitoriza-
tion process is considered essential. We also identified local
limitations such as the lack of resources and protected time
for the healthcare professionals and lack of leadership in-
volvement on patient safety strategies for dedicating to pa-
tient safety actions. Most of the patient safety stakeholders
agreed that the safety and health of clinical teams and new
modalities of healthcare (such as telemedicine, home hospi-
talization, home care) should be a priority for patient safety
strategies. Conclusions: In our study, we used a robust meth-
odology with a participatory process involving different
stakeholders. An alignment between local, regional, and na-
tional levels in terms of measuring indicators, the definition
of priorities, and actions and activities to improve patient
safety is recommended. Reinforced partnerships and align-
ment between the institution’s mission, and safety priorities
will be crucial to enhance patient safety. Additionally, this
work highlights the added value for health systems achieved
through strong partnerships between public administration
and academic institutions to improve healthcare quality and

patient safety. © 2022 The Author(s). Published by S. Karger AG, Basel
on behalf of NOVA National School of Public Health
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Contributos para o Plano Estratégico da Seguranca
dos Doentes 2021-2026: Uma metodologia robusta
baseada numa abordagem de métodos mistos

Palavras Chave
Seguranca do doente - Planos estratégico - Eventos
adversos - Qualidade em saude

Resumo

Introdugéo: Varios paises tém priorizado a Seguranca do
Doente no contexto das politicas de saude. A definicao de
um plano estratégico, enquanto ferramenta vdlida e util
para orientar a acao das organizagdes de saude, é um pro-
cesso muito importante para definir prioridades, identificar
as acoes a ser implementadas e o papel que cada parceiro
deve assumir. Em Portugal, concretizado o Plano Nacional
para a Seguranca dos Doentes (PNSD) 2015-2020, tornou-se
necessario desenvolver uma proposta, que assentasse
numa metodologia robusta e participativa, para a definicdo
do novo Plano estratégico para a seguranca dos doentes.
Métodos: A metodologia aplicada privilegiou a revisao de
literatura cientifica e de orientacOes internacionais e nacio-
nais e o feedback dos principais stakeholders na area. Optou-
se por um estudo transversal de metodologia mista. Como
fontes secundarias de informacao, utilizamos documenta-
¢ao oficial, relatérios institucionais e revisdo de literatura
cientifica. Os dados primarios, foram recolhidos por inter-
médio de questiondrio (aplicado aos elementos das
Comissdes de Qualidade e Seguranca de hospitais e ACES
do SNS); realizaram-se entrevistas e focus group a especialis-
tas na area seguranca do doente. Resultados e discussdo: E
fundamental reforcar a cultura de seguranca e a formagao
na area da seguranca do doente; melhorar a comunicacao;
aumentar o envolvimento da lideranca e promover a par-
ticipagao do doente/ familia. A nivel local, identificamos fal-
ta de recursos, de tempo protegido e falta de envolvimento
da lideranga nas estratégias de seguranca do doente. Con-
clusées: Neste estudo aplicou-se uma metodologia robusta
num processo participativo que envolveu diferentes par-
ceiros com interesse e responsabilidade na drea da segu-
ranca dos doentes. Recomenda-se um alinhamento entre os
niveis local/ regional/nacional, para concretizar a monitor-
izacdo dos indicadores e definir prioridades, agdes e ativi-
dades na area da seguranca do doente. O reforco de parce-
rias e o alinhamento entre a missao das organizacdes de
saude e as prioridades definidas no PNSD 2021-2026 serao
cruciais para melhorar a seguranga do doente.

© 2022 The Author(s). Published by S. Karger AG, Basel
on behalf of NOVA National School of Public Health
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Introduction

Two decades ago, the report from the Institute of Med-
icine (IOM) “To Err is Human: Building a Safer Health
System” highlighted the incidence of medical errors and
preventable deaths in healthcare [1]. Since then, patient
safety, defined as the absence of preventable harm to pa-
tients during the process of healthcare, has been increas-
ingly recognized as a key priority in the global health
agenda [2]. Asaresult, several countries around the world
have developed and implemented national strategic plans
to address health and patient safety issues, for example,
Switzerland [3], Belgium [4], England [5], Scotland [6],
Spain [7], Ireland [8], Australia [9], Finland [10], and
Portugal.

At the international level, a considerable response was
spurred, namely through the establishment of the World
Health Organization’s (WHO) World Alliance for Pa-
tient Safety in 2004 and the initiatives of several other
countries. The main purpose of the Alliance was to coor-
dinate, spread, and accelerate improvements within the
patient safety area in all WHO member states [11]. At the
same time, other international organizations such as the
Organization for Economic Co-operation and Develop-
ment (OECD), the Institute for Healthcare Improvement
(IHI), and the International Society for Quality in Health
Care (ISQua) have also been developing other initiatives
that have greatly contributed to place patient safety on top
of the health policies” agendas.

In the last years, several steps have been taken - the
WHO’s three challenges are good examples to reinforce
the importance of clinical safety: clean care is safer care
(to reduce healthcare-acquired infections), safe surgery
saves lives (to strengthen safety surgery), and medication
without harm (to improve medication safety in all steps,
from prescription to administration). Efforts have been
focused on estimating costs and the economic impact of
adverse events [12-15]. The evidence resulting from
studies by the OECD have been crucial to helping the de-
cision-making process as it also considers economic fac-
tors [13-15].

In the last two years, important and consistent steps
have been taken towards the development of a strategic
plan for patient safety during the next decade.

In 2019, the 72nd World Health Assembly (WHA) ad-
opted the resolution WHA72.6 on global action on pa-
tient safety recognizing that improving and ensuring pa-
tient safety is a growing challenge to health service deliv-
ery globally.
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In May 2021, The Global Patient Safety Action Plan
2021-2030 was approved at the 74th WHA to provide the
Member States and other stakeholders with an action-ori-
ented framework to facilitate the implementation of stra-
tegic patient safety interventions at all levels of the health
systems over the next 10 years (2021-2030) [16].

This ten-year plan, which is built on five guiding prin-
ciples and seven strategic objectives, outlines the scale of
the patient safety challenge the world is facing globally
and sets out a goal for the next 10 years for achieving the
maximum possible reduction in avoidable harm as a re-
sult of unsafe care. This action plan also provides a frame-
work for countries to develop their respective national
action plans on patient safety, as well as to align existing
strategic instruments for improving patient safety in all
clinical and health-related programs [16].

The European Union Council published its first Rec-
ommendation on patient safety in 2009 [17], urging the
Member States to take action along four cornerstone ar-
eas: i) national patient safety strategic plans, ii) adverse
events reporting systems, iii) patient empowerment, and
iv) training for the health workforce. Following this rec-
ommendation, several European countries included pa-
tient safety as a priority on their national health agendas.

While progress has been made in addressing safety
challenges since the publication of the IOM report, ad-
verse events remain an everyday reality in healthcare set-
tings all over the world [18-20]. In addition, new safety
challenges have emerged in the last decades, such as out-
patient care, antimicrobial resistance, budget constraints,
increasingly complex care, diagnostic errors, and the use
of digital technologies [21].

It is well established that healthcare services around
the world occasionally and unintentionally harm pa-
tients. In the last two decades, different studies have esti-
mated that around 4% to 17% of hospital admissions have
resulted in adverse events and that up to half of these were
preventable events. [22, 23]

As aresult, addressing patient safety represents an im-
portant challenge that is gathering attention from the
public health perspective. No matter what systems and
precautions are put into place, it must be recognized that
healthcare providers will always involve risks and the
consequence of accepting those risks will have strong
clinical, social, and economic impacts [24].

In Portugal, the magnitude, typologies, and nature of
adverse events (AE) have been characterized in studies
developed during the last decade. Some of those studies
focused on a specific type of AE (related to medication)
[25, 26] and others analyzed all types of AE [23, 27].

Contributions to the Portuguese NPPS
2021-2026

A study developed in several acute public hospital cen-
ters in Portugal identified a 12.5% [23] total rate of AE.
The majority of AE (66.1%) occurred in patients aged 65
or older [23]. Of all AE, 39.7% were related to hospital-
acquired infections, followed by 26.7% associated with
surgical procedures and 9.8% related to medication [23].
The majority of AE (67.4%) did not result in any signifi-
cant physical impairment or disability and were resolved
during the hospital admission period [23]. However, a
small but significant proportion of patients died or expe-
rienced a permanent disability as a result of their AE
(12.5% and 3.0%, respectively) [23]. The majority of pa-
tients (60.8%) who experienced AEs prolonged their hos-
pitalization on average by 9.6 days, with an estimated ad-
dition of EUR 1.9 million [23]. Hospital adverse events
continue to be an important public health issue, consti-
tuting a burden in terms of clinical, economic, and social
impact and, for that reason, they are a challenge for the
health system not only in Portugal but also worldwide
[23].

Quality of care and patient safety is also a priority for
the Portuguese health system (PHS) and this is reflected
by the policies and strategies addressing quality defined
by the Department for Quality in Health (DQH), at the
Directorate-General of Health (DGH). The DQH is re-
sponsible for ensuring, coordinating, and evaluating ac-
tivities and programs of continuous improvement and
patient safety. The two key national documents on qual-
ity and safety are the National Strategy for Health Qual-
ity (NSHQ) and the National Plan for Patient Safety
(NPPS). The first NSHQ was published in 2009 by the
Ministry of Health and aims to reinforce the equity cost
as the core dimension of the national healthcare system
in a continuous improvement of quality and safety [28].
The NPPS 2015-2020, aligned with the NSHQ, aimed at
supporting managers and clinical practitioners in the
PHS to adopt strategies and apply methods for managing
the risks associated with healthcare provision. The NPPS
2015-2020 included nine strategic objectives, goals, and
actions to be developed by all healthcare organizations of
the NHS [28]. Under this framework, a national reporting
system (the NOTIFIC@ platform) for safety incidents
was also implemented, on a voluntary and thus confiden-
tial basis, to safeguard the person reporting, with the pub-
lication of the DGH norm 15/2014, 25th September. The
Plan was based on a comprehensive vision of the PHS and
required serious commitment from all levels of the health-
care governance, coordination, and practice, to harmo-
nize the existing approaches with the management of
healthcare provision-associated risks.
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Table 1. Methods description and application

Method

Sources of information

Application

Literature review

National and international guidelines and strategic
documentation; scientific articles available in relevant
databases

The literature review was carried out in a systematic and thorough
manner, allowing the integration of the information from the
different sources throughout the process.

Periodical reports
review

Annual reports of the NPPS 2015-2020 (at the DQH/DGH)
were analyzed by the Nursing School of Lisbon (ESEL) team,
namely with regard to the fulfillment of the agreed targets
from the previous national strategic plan.

This documentation was carefully analyzed by the ESEL research
team and allowed to identify the strengths and weaknesses of the
NPPS 2015-2020, namely the difficulties and limitations in
systematically measuring the existing indicators. Moreover, it also
contributed to characterize the existing patient safety context in
Portugal.

Online survey

The online survey was applied to the:

a) Elements of the Quality and Safety Committees of
Hospitals, Local Health Units (LHU), and primary care settings;
b) Elements of the Pharmacy and Therapeutics Committees;
¢) Elements of the Local Coordination Groups of the
Prevention and Control of Infection and Antimicrobial
Resistance Program (GCL-PPCIRA);

d) Elements of the Quality Offices/Departments in Patient
Health and Safety/Risk Management;

e) Local Managers for the Notific@ platform

A survey with 90 questions was developed and validated. This was
applied using the Survey Monkey Platform. The questions were
divided into four main domains: i) general characterization of the
population; i) aspects related to the 2015-2020 NPPS
implementation and the articulation between the local, regional,
and national levels of care; iii) strategic objectives, recommended
actions, and defined goals developed according with the 2015-
2020 NPPS; iv) suggestions and priorities for the NPPS 2021-2026.
Participants were contacted by institutional DQH/DGH e-mail. The
participants were ensured to maintain anonymous contacts and
provided the consent to participate. The data was collected and
analyzed by the NSPH research team.

Interviews

Semi structured online interviews to: i) the heads of
institutions under the direct and indirect administration of
the Ministry of Health and with relevance and interest in the
patient safety field; ii) the heads/experts from regional
healthcare institutions; iii) national experts and academia; iv)
those responsible for elaborating strategic plans at the
international level; v) professional associations

The zoom platform was used for conduction the interviews. These
were conducted by 2 independent researchers and the audio/video
was not recorded. The content analysis was based on a duly filled
Excel document.

The questions were focused on the following topics: i) positive
aspects of the NPPS 2015-2020; ii) difficulties in following the NPPS
2015-2020 guidelines, strategic objectives, recommended actions,
and achieved goals and indicators; iii) recommendation for the
NPPS 2021-2026.

Focus group

The focus group included members of the consulting group
and other national experts from different backgrounds: from
healthcare, management, and education areas.

Two focus group were developed using the online zoom platform.
Each group had 7 participants representative from different
backgrounds. After gathering information from the many different
sources in the previous phases, focus group met intending to
discuss the applicability and adequacy of the proposal framework
and also practical aspects of the NPPS framework such as strategic
objectives and recommendation that could be included in the
proposal for NPPS 2021-2026.

In the last quarter of 2020, the DQH/DGH requested
the National School of Public Health (NSPH-NOVA) to
present a proposal for the next NPPS, to give continuity
and improve the patient safety strategic planning, which
had started in 2015 with the development and implemen-
tation of the NPPS 2015-2020.

The main objective was to describe the strengths and
weaknesses of the NPPS (2015-2020), its strategic goals,
and the relevant aspects (barriers and facilitators) for its
implementation in the healthcare institutions. It was also
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sought to understand the main challenges and opportuni-
ties for the improvement of the NPPS 2021-2026.

Methodology

We developed a cross-sectional mixed-method study. This
study used different data sources for developing a proposal for a
conceptual and operational framework for the elaboration of
NPPS 2021-2026. This was a methodologic dynamic process based
on the most relevant and recent international and national guide-
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Fig. 1. Methodological process.

lines and the feedback from the key patient safety stakeholders, in
the many different healthcare settings, as well as from the lessons
learned with the NPPS 2015-2020.

Concerning the literature review we used as a secondary infor-
mation source, the periodical institutional reports documents and
searched on scientific databases and relevant websites for the best
international literature. We also used quantitative and qualitative
(use of qualitative data to explore quantitative findings) primary
sources of information to complement the literature and docu-
mentation consulted.

For quantitative data collection, we developed and applied an
online survey to the Quality and Safety Committees (Comissoes de
Qualidade e Seguranca), at the hospitals and primary healthcare
institutions. This online survey focused on collecting information
regarding the previous NPPS 2015-2020 and identifying future
challenges and opportunities for improvement in the next NPPS
2021-2026 (Table 1). In addition, semi-structured interviews were
conducted with institutional leaders and patient safety experts on
national and international levels from different fields of action to
understand their perceptions about the previous strategic plan and
opportunities for the next NPPS and also to explore findings ob-
tained with the survey.

After collecting the relevant information, we used focus group
sessions for discussing the practical aspects of the framework pro-
posal with experts from different healthcare levels.

An external consulting group was created by the DQH/DGH,
whose coordinator was a member of the NSPH-NOVA team, to
contribute to the NPPS 2021-2026 framework proposal. The
group included elements from different backgrounds such as Med-
icine, Nursing, Health Technologies, Pharmaceutical Sciences,
Hospital Administration, and Law, with vast experience in Qual-
ity of Care and Patient Safety - in academic, research, and frontline
levels such as primary care units, hospitals, and continuous and
integrated care institutions.

In Figure 1 we illustrate the described methodological process.

Table 1 describes each of the methods used in the methodolog-
ical process.

Contributions to the Portuguese NPPS
2021-2026

Results

Literature Review Results

International patient safety strategic documents and
orientations were consulted to better understand the
main current practices and opportunities for improve-
ment in the next NPPS (2021-2026). Based on this re-
search we found that strengthening safety culture, patient
safety training, communication, leadership, and adverse
event notification were the most highlighted areas in in-
ternational and national scope [5-8, 10, 16, 29].

Patient safety actions development and implementa-
tion should follow a continuous cycle of planning, imple-
mentation, monitorization, and analysis [10]

There is also the need for adapting patient safety strat-
egies and actions to specific intervention areas (mental
health, neonatology, pediatrics, and others ) [5].

NPPS 2015-2020 Periodical Reports Review

We analyzed reports from 4 years of NPPS implemen-
tation (from 2015 to 2020) in hospital centers, local hos-
pitals, primary healthcare, and local health units. Raw
data were analyzed by the Nursing School of Lisbon
(ESEL) team, a partner of DQH/DGH for the NPPS
2015-2020 evaluation.

The main results from the patient safety annual re-
ports of healthcare institutions are focused on the positive
aspects, barriers, and improvement recommendations
for the next NPPS.

Globally there was an increase in patient safety aware-
ness initiatives and concrete patient safety actions imple-
mentation in healthcare organizations. Also, the in-
creased number of monitoring reports on an institution-
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Table 2. Sample distribution

Portugal administrative region Number of participants (%)

North 129 (38.17%)
Lisbon 107 (31.66%)
Centre 62 (18.34%)
Algarve 23 (6.8%)
Alentejo 17 (5.03%)
Total 338 (100%)

al level allowed to assess periodically the implementation
process and outcomes.

On the other hand, the anonymity of results and lim-
ited access to some indicators sources for assessing the
achievement of patient safety goals were considered bar-
riers for monitorization process in healthcare institu-
tions/departments/units, which can decrease the applica-
bility of the NPPS in the long term. This is considered a
limitation for understanding the actual reality in health
institutions and is mentioned as a barrier to the continu-
ous improvement of patient safety actions. Also, there is
a communication lack of audit results, which can be a
limitation for future improvement measures.

In this sense, an alignment between institutional indi-
cators and national level strategies is recommended.
There is also the need to increase patient safety practices
adherence in primary healthcare settings and other non-
hospitalized levels of care, as well as good communica-
tions practices.

Data Collection - Online Survey

i) General Characterization of Population

The online survey was sent to 95 Presidents of the
Quality and Safety Committees (from 49 hospitals and 46
primary healthcare) and the collaboration of all health
professionals who are part of the quality safety and risk
management teams was requested.

We received a total of 338 completed and validated
surveys. The geographic distribution of the respondents
is detailed in Table 2.

The survey was administered to frontline professionals
working on quality and safety committees in hospitals
and primary care units. Table 3 presents the descriptive
characteristics of participants. We used close-ended and
open-ended questions to understand participants’ views
and perceptions about the previous NPPS (2015-2020)
through different domains of implementation and its or-
ganization context suitability.
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ii) Aspects Related to the Implementation of 2015-
2020 NPPS and the Articulation between the Local,
Regional, and National Levels

a) Clinical Teams and Leaders/Managers Involvement
in Patient Safety Actions. Our results showed weaknesses
in the involvement and participation of the leaders/man-
agement in strategic planning and execution of the pa-
tient safety actions.

The culture of monitoring and improving patient safe-
ty is still not a priority in healthcare institutions. This is
considered as the main contributing cause of the lack of
leadership gap involvement by 37.3% (n = 126) of the par-
ticipants who considered that there is moderate/weak/
very weak leadership involvement. In addition, the lack
of alignment with the institution’s mission and/or strate-
gic plan (n = 63; 18.6%) and lack of prioritization by the
leaders (n = 78; 23.1%) are also mentioned as two of the
main limitations.

Similarly, clinical teams’ involvement in patient safety
action is considered moderate/weak/very weak by 80.5%
(n =272) of respondents.

The main contributing causes to the low level of team
participation were: lack of human resources and/or time
dedicated/reserved for these tasks/actions (n = 226;
66.9%), communication failures between the various in-
stitutional structures, departments, services, and units (n
= 146; 43.2 %), problems related to technical resources,
information systems (n = 111; 32.8%), and the lack of in-
stitutional prioritization (n = 78; 23.1%).

b) Institutional Dissemination. Regarding the institu-
tional NPPS (2015-2020) dissemination, 80.5% (n = 272)
of respondents considered the dissemination aspect mod-
erate/weak/very weak. To improve the institutional dis-
semination, most respondents underline the importance
of reinforcing communication between the quality safety
committee and other related units and the various insti-
tutional units/departments (n = 221; 65.4%). Respon-
dents also referred to the importance of increasing aware-
ness and commitment of institutional leaders (n = 194;
57.4%;n=176,52.1%.) In addition, respondents also con-
sidered the NPPS 2015-2020 dissemination through in-
stitutional digital platforms (e.g., intranet) as an impor-
tant way to improve awareness and involvement of health
professionals throughout the organization (n = 167;
49.4%).

¢) Resources and Organizational Conditions. Most
of the respondents (81.1%; n = 274) considered the
availability of resources and conditions necessary for
the development of NPPS 2015-2020 recommended
actions as moderate/weak/very weak. Only 11.5% (n =

Sousa/Paiva/Lobao/Van-Innis/Pereira/
Fonseca



Table 3. Sample characteristics

Sample characteristics

Number of
participants (%)

Age group
<40 years old 66 (19.52%)
>40 year old 247 (73.08%)
Missing data 25 (7.4%)
Functions
Quality office/department in patient health and safety/
risk management 75 (22.19%)
Hospital quality and safety commission 61 (18.05%)
Primary care quality and safety commission 52 (15.38%)
Local coordination of PPCIRA 37 (10.94%)
Pharmacy and therapeutic commission 15 (4.44%)
Missing data 78 (23.08%)

Years of work in that unit/department

<5 years

6 to 10 years
11to 15 years
>16 years
Missing data

139 (41.12%)
79 (23.37%)

37 (10.94%)
42 (12.43%)
41 (12.13%)

39) reported this availability of resources as very ade-
quate.

The main causes for the low availability of resources
are the lack of dedicated time (37.1%; n = 101), the lack
of human resources (33.1%; n = 90), the lack of support
from institutions and/or intermediate leaders (16.2%; n =
44), and the lack of technical resources/information sys-
tems (8.1%; n = 22).

d) Training on Patient Safety. Out of a total of the 338
respondents, 70.71% (n = 239) revealed that their institu-
tion promoted/developed quality and patient safety train-
ing. It should also be noted that 89.4% (n = 302) of the
participants considered it is “very important” to increase
training in the quality, patient safety, and risk manage-
ment topics, for teams from different departments/ser-
vices and units in their institution.

e) Patient Safety Actions in Public Health Emergency
Response. Most respondents reported that patient safety
recommended actions for public health emergency re-
sponse were very low (38.2%; n = 129) or low (33.7%; n =
114), as in the pandemic context.

f) NPPS 2015-2020 Guidelines Suitability to the Orga-
nizational Context. We found that only 19.2% of respon-
dents (n = 65) considered that NPPS 2015-2020 guide-
lines were highly suitable to the organizational context
and 21% (n = 71) rated the monitoring process of the
NPPS 2015-2020 implementation as high. Most respon-
dents consider that the suitability of the plan was moder-
ate in their institutions.

Contributions to the Portuguese NPPS
2021-2026

g) Local, Regional, and National Alignment. The sup-
port and/or alignment between structures at the local, re-
gional, and national level was considered moderate, weak,
or very weak by most of the respondents, either in terms
of planning (n = 267; 79%), implementation (n = 277;
82%), or monitoring (n = 273; 81%). More information is
in Table 4.

iii) Strategic Objectives, Recommended Actions

and Defined Goals Developed under the 2015-2020

NPPS

NPPS actions were organized in nine strategic objec-
tives, following different areas of intervention considered
as a priority for patient safety: organizational safety cul-
ture, communication, safe medication, safe surgery, pa-
tient identification, pressure ulcers prevention, system-
atic notification, analysis and prevention of adverse
events, prevention and control of infections and antimi-
crobial resistance

We found some differences at the level of patient safe-
ty initiatives and dissemination of the same across the
different strategic objectives. Initiatives on safety culture,
communication, safe surgery, and safe medication were
the least disseminated of all NPPS strategic objectives. On
the other hand, actions focused on preventing and con-
trolling infections and antimicrobial resistance were the
most disseminated (50.89%, n = 172) and with the highest
level of development (45.86%, n = 155) in healthcare or-
ganizations and also the highest rate of communication
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Table 4. Survey results: evaluation of 2015-2020 NPPS implementation and articulation between the local, regional, and national levels

Variable

Classification

Number of

participants (%)

Limitations and needs identified by the participants

Involvement of the clinical teams and managers on patient safety actions

Level of managers Very low 23 (6.80%) Lack of alignment between the institution’s mission and
participation in action o the strategic plan (n = 63, 18.64%)
planning Low 69 (20.41%) Patient safety actions are not considered a priority by the
Moderate 134 (39.64%) institution’s leaders (n = 78, 23.08%)
- ) Lack of safety culture and monitorization of implemented
High 89 (26.33%) actions (n = 126, 37.28%)
Missing 23 (6.8%) Missing: 21%
Level of managers Very low 19 (5.62%)
participation in action Low 52 (15.38%)
implementation
Moderate 133 (39.35%)
High 107 (31.66%)
Missing 27 (7.99%)
Level of frontline teams Very low 18 (5.33%) Lack of human resources and/or time dedicated to these
.participation.in action Low 84 (24.85%) tasks/actions .(n = 226., 66.86%). B
implementation Lack of technical and information systems resources (n =
Moderate 170 (50.30%) 111, 32.84%)
- ) It is not considered a priority by the institution’s leaders (n
Missing 28 (8.28%) Failures in communication between the various
structures/departments/services/units of the healthcare
institution (n = 146, 43.20%)
Missing: n = 83, 24.56%
Diffusion
2015-2020 NPPS actions Very low 30 (8.88%) Need for prioritization of these actions by the institution’s
diffusion leadership (n =194, 61.78%)
0,
Low 82 (24.26%) Increase institutional leaders commitment (n = 176,
Moderate 160 (47.34%) 56.05%)
X N Reinforce dissemination of patient safety actions through
High 49 (14.50%) digital platforms, institutional intranet (n = 167, 53.18%)
Missing 17 (5.03%) Reinforce communication between quality patient safety
— commissions and other related units of quality and risk
2015-2020 NPPS diffusion  Very low 36 (10.65%) management and the different services of the healthcare
Low 83 (24.56%) institutions (n = 221, 70.38%)
Missing: 12.13%, n = 41
Moderate 139 (41.12%)
High 48 (14.20%)
Missing 32(9.47%)
Resources availability
Resources availability and ~ Very low 29 (8.58%) Lack of time dedicated to patient safety actions
necessary conditions for the N development (n =101, 37.13%)
development of patient Low 91 (26.92%) Lack of human resources (n =90, 33.09%)
safety actions Moderate 154 (42.56%) Lack of technical/information resources (n = 22, 8.09%)
- ) Lack of leadership support for patient safety actions
High 39 (11.54%) development (n = 44, 16.18%)
Missing 25 (7.40%)
182 Port ] Public Health 2021;39:175-192 Sousa/Paiva/Lobdo/Van-Innis/Pereira/

DOI: 10.1159/000521722

Fonseca



Table 4 (continued)

Variable Classification

Number of Limitations and needs identified by the participants
participants (%)

Strategic goals and deadlines adequacy on health organizations

Adequacy of the PNSD Very low

11 (3.25%) Barriers identified for most strategic objectives :

guidelines to the

Excessive work/lack of time of professionals/not having

(v)
organizational context Low >4 (15.98%) dedicated time/reserved for these tasks
Moderate 169 (50.00%) Lack of professionals motivation
- ) Devaluation of the need of patient safety action as a
High 65 (19.23%) priority for healthcare institution
Missing 39 (11.54%) Lack of organizational condition and resources for the
action development
Adequacy of monitorization Very low 19 (5.62%)
process Low 53 (15.68%)
Moderate 153 (45.27%)
High 71(21.01%)
Missing 42 (12.43%)
Training on patient safety
Training on quality of health, Not important 0 (0%) No information available
patient safety, and risk . 0
management for the teams Quite important 3 (0.89%)
of the different departments/ Moderately important 30 (8.88%)
services and units of your -
institution Very important 302 (89.35%)
Missing 3 (0.89%)
Emergency crises response
Adequacy of the patient Very low 129 (38.17%) No information available
safety actions for emergency N
crises response Low 114 (33.73%)
Moderate 70 (20.71%)
High 10 (2.96%)
Missing 15 (4.44%)

Local, regional, and national articulation

Planning the actions of the ~ Very low 22 (6.51%)
2015-2020 PNSD and Safet
>-2020PNSD and Safety | 85 (25.15%)
quality commission Action
Plans Moderate 160 (47.34%)
High 37 (10.95%)
Missing 34 (10.10%)
Implementation and Very low 26 (7.69%)
development of PNSD 2015- o
2020 actions and Safety Low 88 (26.04%)
quality commission Action  Moderate 163 (48.22%)
Plans :
High 28 (8.28%)
Missing 33(9.76%)

Contributions to the Portuguese NPPS
2021-2026
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Table 4 (continued)

Variable Classification

Number of

Limitations and needs identified by the participants

participants (%)

Follow-up/monitoring of the Very low 30 (8.88%)

actions of the 2015-2020

NPPS or the safety quality Low 94 (27.81%)

commissions action Plan Moderate 149 (44.08%)
High 27 (7.99%)
Missing 38 (11.24%)

and discussion of the results from action implementation
in multidisciplinary meetings from different depart-
ments/services/units (44.38%, n = 150).

Regarding the barriers of NPPS action implementa-
tion, we identified five main barriers: 1) “Excessive work/
lack of protected time for these tasks,” ii) “Lack of health
professionals’ motivation,” iii) “Lack of actions prioriti-
zation from healthcare organizations, leaders, and teams,”
iv) “Lack of conditions/resources to develop these ac-
tions,” and v) weak safety culture.

Safety culture actions had the highest level of concern
among patient safety frontline workers. For safety culture
actions 82.61% (n = 209) participants that assessed the
level of development as very low/low/moderate refer that
there is “Excessive work/lack of time of professionals/lack
of dedicated time/reserved for these tasks” and 57.31% (n
= 145) refer that there is a “lack of actions prioritization
from healthcare organizations, leaders, and teams.”

We also highlight that 50.30% (n = 83) of the partici-
pants who assessed the level of development as very low/
low/moderate referred that there is room for improve-
ment on health professionals’ motivation for developing
actions in the area of safe surgery.

Regarding the implementation of pressure ulcers pre-
vention initiatives, 41.96% (n = 60) of the respondents
mentioned that the main barriers for improving patient
safety were the existing conditions and lack of resources
(Table 5).

iv) Priorities for the Next NPPS (2021-2026)

Most of the respondents refer to the importance of a
continuum of work based on the previous strategic objec-
tives and patient safety recommended actions defined in
previous NPPS (2015-2020). The most valued dimension
was organizational safety culture, referred to as the main
priority for the next NPPS (2021-2026) by 41.7% (n =

184 Port ] Public Health 2021;39:175-192
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141) of the respondents. Detailed results are described in
Table 6.

When asked about new relevant areas to include in the
next NPPS (2021-2026), most of the respondents consid-
ered the dimension “Health and safety of the healthcare
professionals/teams” as a priority area for improvement
(n=226;68.5%). The second most relevant area was “Pa-
tient safety in the new model of healthcare provision (i.e.,
telemedicine, home hospitalization, home care, etc.)” (n
= 161; 48.8%), followed by the dimension “Patient and
family involvement” (n = 158; 47.9%) and “Development
of programs to support professional(s) or team(s) in-
volved in an adverse event” (n = 158; 47.9%). Table 7 de-
tails these results.

Data Collection - Interviews

In our study, we conducted 21 online interviews with
national (n = 18) and international (n = 3) experts with a
large experience in quality and patient safety issues. The
results obtained allowed gathering information on the
strengths and weaknesses of the NPPS (2015-2020), the
difficulties, barriers, and facilitators of its implementa-
tion process, as well as suggestions for improving the next
NPPS 2021-2026. Table 8 describes the main results of
the interviews conducted.

Focus Group

We developed two online focus groups with approxi-
mately 90 min each, using the Zoom platform. Each focus
group was led by a research group member; an observer
was present to assist the moderator and a secretary to take
notes of the discussion. Focus group meeting was not re-
corded to avoid limiting the group interaction and com-
munication. Each group was constituted by seven differ-
ent patient safety experts representative of hospitals, pri-
mary healthcare settings, and educational organizations
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for discussing the main patient safety areas of interven-
tion and specific goals.

The main topics that emerged from the discussion
were the importance of strengthening safety culture and
providing available time for patient safety actions devel-
opment in health institutions, patient safety education/
training, communication, and patient involvement.

Discussion

In our study, we describe the main priorities for pa-
tient safety implementation actions based on internation-
al and national orientations, the perspectives of patient
safety experts and frontline workers from quality and
safety committees regarding the implementation of the
Portuguese National Plan for Patient Safety (NPPS)
2015-2020 and we also get a set of recommendations for
the next NPPS (2021-2026) for strengthening systematic
and continuous execution of bundles of related initia-
tives, aspiring safer healthcare as a whole.

Isolated patient safety initiatives will not bring prog-
ress to achieve a goal [30]. To enhance the sustainability
of patient safety actions it is necessary to have a clear and
oriented strategy, structures, and embedded learning
processes, including measurement and human resources
systems, based on transformative learning models [31,
32].

A positive aspect mentioned in our study was the clear
definition of goals of the NPPS 2015-2020. Having a clear
and regularly defined goal monitoring is in line with oth-
er national plans structures as well [5, 8, 29, 30].

According to our collected data, strategic planning for
patient safety in Portugal and elsewhere is considered an
important contributor to an organizational learning en-
vironment in healthcare. This enhances teamwork, con-
tinuous and shared learning among health institutions,
inherent properties of these types of organizations [33].

The consultation process with patient safety experts
and healthcare frontline workers highlighted that there is
an encouragement of institutional training with multiple
possibilities for interaction in multidisciplinary teams
and there is a high level of awareness about the need for
training in patient safety. The need for inter-professional
learning in patient safety follows the recommendation of
other international guidelines [34-36].

Evidence has been shown that education and training
are crucial to enhance patient safety and quality of care,
reflected in patient outcomes improvement [34, 37]. The
Institute of Medicine report “To Err is Human,” pub-
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Table 6. Priorities for the next NPPS

Priority areas for the next NPPS

Number of
participants (%)

Organizational safety culture 141 (41.72%)
Infections and antimicrobial resistance prevention and control 134 (39.64%)
Systematic notification, analysis, and prevention of adverse events 131 (38.76%)
Communication in patient safety 124 (36.69%)
Medication safety 123 (36.39%)
Patient identification 116 (34.32%)
Falls prevention 100 (29.59%)

Pressure ulcers prevention

Safe surgery

93 (27.51%)
83 (24.56%)

All the mentioned options 202 (59.76%)
338 (100%)
Table 7. New areas of interest for future NPPS
Priority new areas for patient safety improvement Number of

participants (%)

Reinforcement of human factors

Health and safety of the healthcare professionals/teams 226 (68.48%)
Patient safety in the new modalities of healthcare provision (i.e., telemedicine, home hospitalization, home care, etc.) 161 (48.79%)
Patient and family involvement 158 (47.88%)
Develop support programs to support professional(s) or team(s) who were involved in the adverse event 158 (47.88%)
Ensure leadership involvement in quality and patient safety improvement 156 (47.27%)
Safety of new technologies/digital approach to patient safety 138 (41.82%)
Emergency crisis support on public health 129 (39.09%)

)

101 (30.61%

Prevent diagnostic errors 88 (26.67%)
Patient safety in continuous and integrated care 79 (23.94%)
338 (100%)

lished in 2000, states that “healthcare organizations and
teaching institutions should participate in the develop-
ment and use of simulation for training novice practitio-
ners, problem solving, and crisis management, especially
when new and potentially hazardous procedures and
equipment are introduced” [1]. The World Health Orga-
nization published in 2011 the Patient Safety curriculum
guide — multi-professional edition, which has now been
revised and brought up to date, and it is supposed to come
out during the first semester of 2022.

Patient safety initiatives contribute to reinforcing safe-
ty culture in healthcare organizations [38]. Safety culture
is an important pillar for the sustainability of a learning
environment and for building an atmosphere of trust and
support in healthcare organizations [39]. This was the
most valued dimension of the Portuguese NPPS by front-
line patient safety teams and there is a strong incentive to
strengthen it in the future at a national level.

Contributions to the Portuguese NPPS
2021-2026

Safety culture is also one of the underpinning values to
shape the development and implementation of the WHO
Global Patient Safety Action Plan 2021-2030: towards
eliminating avoidable harm in healthcare [16] and is also
included in several national plans for patient safety [6, 10,
38].

Although there is a clear understanding of the impor-
tance of strengthening safety culture in healthcare orga-
nizations, most of the frontline workers and patient safe-
ty experts consider that there is fragile safety culture in
health organizations and a lack of monitoring of imple-
mented actions. A systematic review published in 2018
that focused on hospital safety culture evaluation revealed
that most of the hospitals had underdeveloped or weak
patient safety organizational culture and that there was a
need for monitorization of safety-related changes and
outcomes [40].
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Table 8. Interviews summary results

Strengths of 2015-2020 NPPS - Measurable goals and indicators

—Normative scope

- Integrative approach using National Strategy for Quality and Safety, European Patient Safety policies, and WHO

guidelines
- Incite a learning environment

- Encourage institutional training and multidisciplinary teams interaction

- Patient safety actions proposed
- Clarity of information

- Include safety, biosafety, and prevention orientations
- Establishment of Quality and Safety Committees at the health organizations level, responsible for developing

annual reports and action plans

- Creation of a digital platform available for consultation by all health organizations, promoted and stimulated the
monitoring of results as safety culture of health organizations

Weaknesses of 2015-2020 NPPS
motivation and awareness

- Lack of health professionals, experts, and patients’ involvement in the patient safety actions, motivated by lack of

- Lack of proximity and interaction between General Health direction, services, and professionals
- Lack of legislation that provides confidentiality and protection to professionals involved in/reporting an adverse

event

- Weak monitoring process that limits operationalization of the annual reports and action plans

- Limited local access to annual plans results

- Absence of an effective communication between the General Health direction and institutions, at the local level
- Lack of dedicated time for developing patient safety actions and other type of related task in healthcare

institutions

- The NPPS presentation is not user-friendly, focused mainly on formal and legal documentation
- Information mainly focused on hospitals and primary healthcare sector, and less suitable to other types of

disciplines, settings, and care levels

Strategic objectives, goals, actions,
and indicators of the 2015-2020
NPPS

- The targets are too ambitious and sometimes unrealistic for some healthcare organizations
-Importance of involving multidisciplinary teams on NPPS goals and targets definition
- Creation of dashboards can help monitorize the healthcare institutional targets

- Improve strategic goals, targets, and action dissemination among clinical teams

Inputs for the 2021-2026 NPPS

- Incentives to health organizations that present good results on patient safety actions should be encouraged

- Englobing all workers of healthcare settings in NPPS actions

- Patient and family involvement in patient safety

- Digital transition (safe communication at a digital level and data protection)

- Improve safety and health of clinical teams guidelines and actions

- Improve public awareness of patient safety topics

- Encourage the development of improvement plans

- Involve and commit leaders to implementation of NPPS in healthcare organizations

In our study, we also found that there is space for im-
provement between national, regional and local levels
when it concerns patient safety action implementation,
monitoring, and communication, and that this can limit
the operationalization of the annual institutional action
plan. Evidence shows that hierarchical culture was cor-
related with a lower safety climate [41].

Self-monitoring systematic processes are recommend-
ed by Finnish National Patient Safety Strategy for making
immediate local changes in health organizations [10].

Local limitations identified in our study were the lack
of resources and available time for dedicating to patient
safety actions. Studies have shown a clear association be-
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tween fatigue and burnout among healthcare workers
and patient safety hazards [42]. On another way, orga-
nized workflows that generate autonomy for health pro-
fessionals and planning improve patient safety in health-
care organizations [42, 43]. Therefore, it is urgent to in-
crease dedicated time for developing patient safety actions
and monitoring for better patient safety and patient out-
comes.

At the major level, there is the need to integrate patient
safety strategies and intervention in all levels of care,
across the continuum of care. This is also one of the rec-
ommended strategies on Global Patient Safety Action
Plan 2021-2030 [16]. Previous NPPS 2015-2020 was
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mostly focused on hospitals and primary care settings;
however, there is the need for including other levels of
care, medical areas, and adequate care through the differ-
ent stages of life.

Another limitation of the Portuguese NPPS 2015-
2020 implementation was the lack of leaders’ involve-
ment in the planning and implementation of the patient
safety actions. Senior and middle leaders are recognized
as important actors for patient safety actions implemen-
tation at the local and national level, providing support to
the workforce, adequate and necessary conditions for im-
plementing and monitoring the procedures, and actions
to improve patient safety [8, 44]. The lack of involvement
may be caused by a lack of alignment between the institu-
tion’s mission, priorities, and patient safety strategic plan.

In our study, we identify as a threat for NPPS imple-
mentation the prolonged and stressful work during the
COVID-19 pandemic that is seriously affecting the work
capacity of healthcare systems in healthcare settings [45].
Heavy workloads to respond to all types of health needs
from COVID-19 patients and non-COVID-19 patients,
decreased health professionals’ dedicated time [45, 46]
including for patient safety actions implementation and
monitorization. It is important to mention that the lack
of resources and dedicated time had already been identi-
fied as barriers to the participation of healthcare profes-
sionals in the development, implementation, and moni-
toring of patient safety initiatives before the COVID-19
pandemic started. This led us to conclude that there is a
high risk of NPPS actions being unprioritized, due to the
high level of stress, healthcare team’s exhaustion, and the
need for rapid response in healthcare settings. At the
same time, COVID-19 brought a shared commitment as
never before among healthcare teams, working in collab-
oration and having rapid adaptation to safety practices
and orientations [16].

In this line, we found that patient safety actions need to
be improved to respond to public health emergency crises.

Our study showed that the majority of frontline work-
ers and interviewed patient safety experts agreed that the
health and safety of healthcare providers should be taken
as a priority in the next NPPS. Healthcare settings are fac-
ing a huge resilience challenge in the COVID-19 pan-
demic and this crisis strongly increased the awareness for
health professionals support and well-being [46]. Sup-
porting the healthcare workforce, including clinical and
non-clinical workers, is a growing discussion topic in the
patient safety agenda [47]. We believe that this is an op-
portunity for improving conditions and integrated strate-
gies for supporting healthcare workers.

Contributions to the Portuguese NPPS
2021-2026

We also found that there is a patient safety concern
among experts and frontline workers about the use of
new modalities of healthcare (such as telemedicine, home
hospitalization, home care). Evidence shows that it is still
unclear how telehealth training addresses patient safety
issues [48]. Creating digital solutions for improving pa-
tient safety is also one of the recommended strategies of
the Global Patient Safety Action Plan 2021-2030 [16].
Telehealth is growing in health services and there is a
clear need for investment in patient safety orientation and
strategies in future NPPS.

Another opportunity for improvement future NPPS
identified in our study was the need to reinforce patient
and family involvement in safety issues. Patient and fam-
ily engagement is a strategic objective of the WHO Glob-
al Patient Safety Action Plan 2021-2030 and is also a com-
mon and valued pillar in patient safety strategic plans
from other countries such as Spain, England, Scotland,
and Finland [5-7, 10, 16]. Moreover, patient safety ex-
perts agree that public awareness of patient safety topics
should be strengthened for encouraging patients and
families to actively participate in care.

Findings and Proposed Framework for the NPPS

2021-2026

Based on the findings and insights of this study we pro-
pose that NPPS 2021-2026 must include a balance be-
tween innovation and continuity. Therefore, the future
NPPS should maintain the majority of strategic objectives
defined in the previous NPPS 2015-2020 and follow the
six international goals and go along with the new chal-
lenges emerging in the healthcare systems.

The recent WHO Global Patient Safety Action Plan
2021-2030 should inspire countries to develop their re-
spective patient safety national action plans oriented by
Pillars, Strategic Objectives, and Actions [16].

We believe that following the same structure at a glob-
al level will reinforce the alignment between the national
and international patient safety vision.

Thus, our conceptual framework proposal for the elab-
oration of the NPPS 2021-2026 is focused on:

With the final aim of promoting a continuous im-
provement of patient safety — across different contexts
and healthcare levels, reflecting integration and continu-
ity of care — we strongly suggest that the future NPPS
(2021-2026) should include the following aspects:

Limitations
A complex data collection process and analysis were
undertaken and therefore, some limitations should be
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mentioned. The interviews and focus group meetings
were not recorded. This can lead to the loss of informa-
tion in the data collection process.

Regarding the survey data collection, it was not pos-
sible to identify the total population of Quality and Safety
Committee members and, therefore, the response rate
was not possible to quantify. However, based on 338 com-
pleted surveys from 95 Quality and Safety Committees we
can assume that we had a high level of participation at a
national level and we strongly believe that the results ob-
tained are representative of the reality of the institutions
of the Portuguese NHS.

Conclusion

The definition of a strategic plan, as a completely val-
id and useful tool for guiding all types of organizations,
including healthcare organizations, is a very important
process to define priorities, identify which actions must
be implemented and how, and the role that each stake-
holder must take on. Thus, the alignment required in the
definition and implementation of a strategic plan is nev-
er easy.

A strategic planning process is essential to help differ-
ent stakeholders make a successful transition from what
has been to what is now and to what will be in the future.
Due to the recent and important movements that we have
been witnessing, both at national and international levels
in patient safety, it is clear that the definition and imple-
mentation of a national plan for patient safety is a crucial
issue for health planning, health quality, and health sys-
tem innovation.

The main purpose of the conceptual and operational
proposals presented to the DQH/DGH for the Portu-
guese National Plan for Patient Safety 2021-2026 is to
“Improve patient safety across the care continuum,” car-
ried out based on key areas that healthcare institutions, at
all levels of care and degrees of maturity, must prioritize
and develop to strengthen them. These key areas are
called Pillars. For each of these Pillars, several recommen-
dations have been highlighted in our analysis and system-
atized in the results section. Healthcare institutions must
incorporate these recommendations into their patient
safety policies and strategies.

Together with the conceptual framework defined for
the NPPS 2021-2026, there needs to be a set of laws,
norms, and directives approved by the competent enti-
ties, as well as a measurement and monitoring plan. This
framework emphasizes the importance of making patient

190 Port ] Public Health 2021;39:175-192
DOI: 10.1159/000521722

safety a priority in health policies and strategies at the lo-
cal, regional, national, and international levels.

In conclusion, this study presents an innovative and
robust proposal for the next Portuguese National Plan for
Patient Safety (2021-2026), without being disruptive.
This plan can be used as a tool for strategic action and
continuous improvement of patient safety across a variety
of contexts and health service levels, reflecting integration
and continuity of care. To be successful, the plan requires,
as stated in this proposal, an active patient, family/care-
giver participation and a greater commitment and en-
gagement of the leaders, healthcare professionals, and all
stakeholders involved. Partnerships between local, re-
gional, and national healthcare institutions/entities need
to be reinforced, and the alignment between the institu-
tions” missions and safety priorities is crucial to enhance
patient safety. Additionally, this work highlights the add-
ed value for health systems achieved through strong part-
nerships between public administration and academic in-
stitutions to improve healthcare quality and patient safety.
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