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Patient Safety And
Quality of Care

A “fair and just” culture of 
safety is employed at 

University Hospital making 
it safe to report incidents, 
mistakes, and near misses.
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What is Excellent Health ?

SAFE

Equitable
Care that does not vary in quality 

due to personal characteristics 
(race, insurance, etc.)

Patient Centered
Care that is respectful and 

responsive to the patient’s needs, 
values, and preferences

Timely
Care that is provided without 

extended waits or delays

Efficient
Care that does not waste supplies, 

equipment, and energy

Effective
Care that is scientific and not 

overused or underused
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Quality Improvement is using data, findings, observations, and measurements to evaluate and change 
processes and systems of care in order to improve patient outcomes.

Plan – Do – Study – Act as a model for improvement

ACT:
• Communicate plan
• Provide education
• Implement plan
• Monitor
• Report 

Study:
• Assemble documents
• Identify breakdowns
• Group by process
• Ask “Why?” (x5)
• Develop action plan
• Continually meet w/ stakeholders

Do: Convene SET, assign roles* conduct:
• Debriefs with leadership staff
• Individual interviews
• Chart review
• Team meetings
• Policy/Procedure review
• EOC Risk Asessment
• Literature review
• Peer review

Plan:
• Establish event identification, report and 

review process
• Develop serious event response plan

− Sentinel Event Team (SET)
− Communicate Plan

See the Safety slides for 
addressing serious 

adverse patient events
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The Joint Commission categorizes its process performance measures into accountability and non-accountability 
measures. This approach places more emphasis on an organization’s performance on accountability methods– quality 

measures that meet four criteria designed to identify and produce the greatest positive impact on patient outcomes and 
demonstrate hospital  improvement.

Four Criteria for Accountability Measures That Address Processes of Care:   

1. There is a strong evidence base showing that the care process leads to improved outcomes.

2. The measure accurately captures whether the evidence-based care process ahs, in fact, been provided.

3. The measure addresses a process that has few intervening care processes that must occur before the improved 
outcomes is realized.

4. Implementing the measure ahs little or no chance of inducing unintended adverse consequences. 

The Joint Commission’s Approach to Quality Improvement

from Chassin, M etal. “Accountability Measures – Using Measurement to Promote Quality Improvement.,“   NEJM 2010 http://www.nejm.org/doi/full/10.1056/NEJMsb1002320

http://www.nejm.org/doi/full/10.1056/NEJMsb1002320
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• The Joint Commission and Centers for Medicare and Medicaid Services Programs

• Publically Reported Measures 
• 11 CORE Measure Sets
• 47 Inpatient Accountability measures (TJC)
• 49 Timely & Effective Care Measures (CMS)

• Data abstracted from the medical record

• TJC ORYX program began in 1998

• TJC began collecting standardized data in 2002
• Public reporting in 2004
• 1st national quality program
• Non-standardized reporting

• CMS required that all TJC core measures data be reported to them in 2004
• Public reporting of TJC core measures in 2005

• January 1, 2014
• Accredited hospitals required to submit minimum of 6 CORE measures

Accountability Measures at UH
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• Heart Failure

• Acute Myocardial Infarction

• Pneumonia

• Surgical Care Improvement Project

• Immunization

• Stroke

• VTE

• Emergency Department Care

• Pregnancy and Delivery Care

UH’s Publically Reported Measures
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Steps to improve our processes and outcomes:

• Begin the project with the end in mind

• Set goals from the start

• Plan how to implement change

• Implement the change

• Measure the results

• Act on the results

Project Steps to Improve the Quality of Our Care
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In 2002, The Joint Commission established its National Patient Safety Goals (NPSGs) program; the first set of 

NPSGs were effective January 1, 2003. The NPSGs were established to help accredited organizations address 

specific areas of concern in regard to patient safety.

• Identify patients correctly

• Use medication safely

• Improve staff communication

• Use alarm safely

• Prevent infection

• Prevent mistakes in surgery

• Identify patient safety risks

National Patient Safety Goals (NPSGs)
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NPSG 1 – Correctly identify patients for treatments, procedures, and surgery

• Use at least two ways to identify patients (e.g. name and birth date) to ensure:

• Each patient receives the medicine and treatment meant for them

• Correct blood type is identified for patient receiving transfusions

NPSG 2 – Improve communication

• CRITICAL TEST RESULTS: Get important test results to the right staff person on time

NPSG 3 – Improve the safety of medication usage

• Before a procedure, label all medications, medication containers (e.g. syringes, medicine cups, basins) or other 

solutions that are on and off the sterile field

• Ascertain all medications that the patient is taking, record in medical record and communicate to the patient and 

care team any changes

• Any patient taking anti-coagulant medication should be monitored closely for bleeding risk

National Patient Safety Goals
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NPSG 6 – Improve the safety of clinical alarm systems

• Make improvements to ensure that alarms on medical equipment are heard and responded to on time

NPSG 7 – Reduce the risks of healthcare associated infections (HAI)

• Comply with current Centers for Disease Control and Prevention (CDC) hand hygiene guidelines

• Use proven guidelines to prevent infections that are difficult to treat

• Use proven guidelines to prevent infection of the blood from central lines

• Use proven guidelines to prevent infection after surgery

• Use proven guidelines to prevent infection of the urinary tract that are cause by catheters

NPSG 15 – Identify safety risks in certain populations

• Find out which patients are most likely to try to commit suicide

UP.01 – Prevent wrong site, wrong patient, wrong procedure, wrong person surgeries

• Make sure the correct surgery is done on the correct patient and at the correct marked  place

• Pause before the surgery to make sure that a mistake is not being made.

National Patient Safety Goals
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Thank you 


