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Patient safety and leadership



Government & Accreditation Efforts

Patient safety and Quality improvement Act 2005:
established Patient Safety Organizations (PSOs) to standardize event data collection and reporting to the PSO 
without the fear of legal discovery or disciplinary action (Culture of reporting).

The Centers for Medicare and Medicaid Services (CMS):
began withholding Medicare reimbursement
Condition of participation

National Committee for Quality Assurance (NCQA) and URAC:
modified their Quality Management standards to meet the call for "regulators and accreditors to require health 
care organizations to implement meaningful patient safety programs", and to focus greater attention on 
performance measures of patient safety for both health care organizations and health care professionals 

IOM initiatives:
Err is human 1999 .
Crossing the quality chasm which lead to
adopt dimensions of STEEEP 



Patient Safety Goals and Safe Practices WHO Collaborating Centre for Patient Safety Solutions

In 2003, The Joint Commission established National 
Patient Safety Goals for all healthcare organizations 
that they accredited
based on past sentinel event information, and they 
include specific recommendations and/or approved 
alternative approaches

WHO Collaborating Centre for Patient Safety Solutions was 
established in 2005 to identify, evaluate, adapt, coordinate, 
disseminate and accelerate improvements in patient safety 
worldwide
In 2009, the WHO developed a 19-item Surgical Safety 
Checklist to decrease errors and adverse events during 
surgery.

• National Quality Forum (NQF):
  1.identifying a core list of preventable, serious adverse events. 

2.The NQF has identified measures for medication safety, healthcare associated infections, falls, pressure ulcers, 
surgical complications, workforce issues, and other subjects



The Institute for Healthcare Improvement (IHI) AHRQ Patient Safety Indicators

1-IHl's goal for patient safety is to work with others "to 
build safety into every system of care, ensuring that 
patients receive the safest, most reliable care across the 
continuum

2-system level reliability for patient safety, and to build 
measures and early warning systems for patient safety, as 
well as for transparency.

3-The tool that IHI utilizes to accurately identify adverse 
events and to measure their rate over time is called the 
Global Trigger Tool

The AHRQ Patient Safety Indicators (PSls) are a set of risk-
adjusted measures that screen for potential in-hospital 
complications and adverse events following surgeries, 
procedures, and childbirth
The indicators are divided into two domains, hospital-level 
indicators and area-level



International patient safety goals







































Patient safety must be integrated by leadership into strategic planning. Institute for 
Healthcare
Improvement (IHI)77 outlines six things all boards can consider in their effort to 
improve quality and reduce harm:



• 1. Learning, starting with the board: Develop capability as a board. Learn how the best 
boards work

• with executives and physician leaders to reduce harm. Set an expectation for similar 
levels of

• education and training for all staff.

• 2. Establishing executive accountability: Oversee the effective execution of a plan to 
achieve aims to

• reduce harm, including executive team accountability for clear performance 
improvement targets.

• 3. Setting aims: Set a specific aim to reduce harm this year. Make an explicit public 
commitment to

• measurable quality improvement (e.g., a reduction in unnecessary mortality and harm), 
establishing a

• clear aim for the facility or system.



• 4. Establishing and monitoring system-level measures: Identify a small group of 
organization-wide

• measures of patient safety (e.g., facility-wide harm, risk-adjusted mortality), update the 
measures

• continually, and make them transparent to the entire organization and customers.

• 5. Gathering data and hearing stories: Select and review progress toward safer care as 
the first agenda

• item at every board meeting; progress is grounded in transparency and a desire to put a 
human face on harm data.

• 6. Changing the environment, policies, and culture: Commit to establishing and 
maintaining an environment that is respectful, fair, and just for all who experience pain 
and loss because of avoidable harm and adverse outcomes.



Leaders in patient safety
•  Leadership  is  the  critical  success

factor   for   an   effective   patient

safety program.

•  The governing board's

responsibility   for   ensuring   and

improving care, safe and harm-free 

care  .  This  cannot  be  completely 

delegated to the medical staff and 

executive leadership.



Leaders in patient safety
• The leaders must:
-  be   educated   about   patient

safety.
-  be given ongoing safety

briefings.

-  understand how processes

must be embedded with

patient safety goals.



- ps should be strategic priority by the leaders of the

organization

-IHI consider leadership to be the critical success factor for an effective patient safety 

program .

-eight steps recommended for leaders to follow archive patient safety and high reliability in 

their organization

1)establish ps as strategic priority

2)Engage key stakeholders

3)Communicate and build awareness

4) Establish , oversee and communicate system level aim

5) Measure harm over time

6)Support staff and patients / families impacted bymedical error and harm

7)Align system strategy , measures and improvement projects

8) Redesign care processes to increase reliabililty



Leaders in patient safety
The following steps for leaders to follow to achieve patient 

safety and high reliability in their organizations
1. Establish Patient Safety as a

Strategic Priority;

•  Has a vision of PS culture.

•  Should be found in all of the plans of

the organization.

•  Supportive patient safety culture.

•  The organization's infrastructure.



Leaders in patient safety

2. Engage Key Stakeholders:

• engage the Governing

Board,  leaders,  physicians, 

staff,  patients  and  families 

in discussions ; need to be

educated about patient
safety.



Leaders in patient safety
3.   Communicate   and   Build

Awareness:

• leader   rounds   throughout

the organization .



Leaders in patient safety
4. Establish, Oversee, and

Communicate System-Level

Aim:

• The leaders should develop a

strategic plan

• Identified  system-level  goals

need   to   be   communicated

throughout the organization .



Leaders in patient safety

5.  Encourage  error  management; 

Measure Harm Over Time:

•  Utilize a dashboard or balanced 

scorecard  to  observe  data  over 

time for important factors. This 

might   include   mortality   rates, 

triggers for adverse events, etc.



Leaders in patient safety
6. Support Staff and

Patients/Families Impacted by 

Medical Errors and Harm:

• Disclosure of information

and an apology to the

patient/family .



Leaders in patient safety
7. Align System Strategy, Measures, and Improvement

Project. Align resources to achieve goals.



Leaders in patient safety
8. Redesign Care Processes to Increase Reliability: 

e.g.

•  The  use  of  rapid  response  teams,
CPOE systems with decision

support.

•  The  standardization  of  care  with

guidelines and pathways.

(adherence to evidence based

medicine).



Leaders in patient safety

9. Personal example.

10. Encourage the

identification and

management of risks







• Awareness Structures and Systems

• Awareness structures and systems provide leaders with continuous information about potential risks, 
hazards, and performance gaps that may contribute to patient safety issues.

•  These structures and systems include 

• (a) identification of risks and hazards

• (b) culture management, feedback, and intervention

• (c) direct patient input

•  (d) governance board and senior management briefings and meetings.



• Accountability Structures and Systems

• Accountability structures and systems enable leaders to establish direct accountability to the governing

   Body, senior management, mid-level management, physician leaders, and frontline staff.

   Included in these structures and systems are

 (a) the patient safety program

(b) the patient safety officer

 (c) direct organization-wide leadership accountability

(d) an interdisciplinary patient safety committee

 (e)external reporting activities.



• Structures and Systems-Driving Ability

• Structures and systems-driving ability allows leaders to assess the capacity, resources, and competence 
necessary to implement change in the culture and in patient safety performance. 

• This ability includes

•  (a)patient safety budgets

• (b) people systems

• (c) quality systems

•  (d) technical systems.



• Action Structures and Systems

• Action structures and systems enable leaders to take direct and appropriate action. These structures and 
systems include

•  (a) quality and performance improvement programs

• (b) regular actions of governance including confirmation of values, basic teamwork training, and governance 
board competence in patient safety

•  (c) regular actions of senior administrative leadership, including commitment of time to patient safety; 
culture measurement, feedback, and interventions; basic teamwork training and team interventions; and 
identification and mitigation of risks and hazards

• (d) regular actions of unit, service line, departmental and mid-level management leaders

• (e) regular actions with respect to independent medical leaders.



• As leaders think about accountability and action, they can foster and reward improvement 

for the spread of best practices, knowledge and adoption of value-based interventions and 

innovations in program

• design and redesign. Measures of success should align the incentives for the improvement of 

patient safety. 

• safety practices. A comprehensive discussion of change and innovation can be found in 

Performance and Process Improvement. Also, see Organizational Leadership for more 

information about leadership, quality improvement, and strategy.





Components of  a Patient Safety Program

• Infrastructure:   senior   leader
roles, , PSO, governance

teams, software.

Without  the  support  of  senior

leadership, no program, no

matter  how  well  planned  and 

developed, will survive.



Components of  a Patient Safety Program

• Linkage  with  QM  functions,

alignment with strategic goals.

• Participation by all

departments,  programs,  and

services within the

organization.



Components of  a Patient Safety Program

• Policies and procedures  and

education to control risk.

• Incident   reporting   system.

(culture   of   safety   /   Just
Culture)

• Proactive risk identification.



Components of  a Patient Safety Program

• Definition  of  "sentinel  event"

and communicate the

definition throughout the

organization.

• A   process   for   response   to

medical   errors   and   sentinel

events.



Components of  a Patient Safety Program

• Support  systems  available  for 

staff that have been involved in 

an  adverse  or  sentinel  event. 

"second victims"

• Performance measurement.

• Response to system or process

failures.



Components of  a Patient Safety Program

• Performance improvement.

• The lessons learned should

be shared with all staff.

• Documentation and
reporting.





Patient Safety Plan

• The goals are to move

the patient safety

program forward.



Patient Safety Plan

• Should define and

Describe the

organization's

commitment and

approach to providing a

safe environment.



Patient Safety Plan

• May be written as a major

component of the

performance

improvement plan itself.

Often this is the best way 

to insure clear integration.



Patient Safety Plan

• Many of the

components  are  very

similar to those in the 

performance 

improvement plan.



Written Patient Safety Plan General
Components

1. Purpose.

2. Mission, Vision, Values

(organization) and Commitment.

3. Goals (strategic) and

Objectives.

4. Scope: includes the full range

of patient safety issues.



Written Patient Safety Plan General
Components

5. Responsibilities: Board of

Directors;   Quality   Council/Patient

Safety Team; Medical Staff; Patient

Safety Officer; Hospital and Medical

Staff   Department   Directors   and

Chairs;   Employees,   Medical   Staff 

Members, and Volunteers; Patients.



Written Patient Safety Plan General
Components

6. Important Processes:

Identification  of  patient safety 

issues;  response  to  a  patient 

safety  incident;  event/incident

reporting;   managing   serious,

potentially serious, and

sentinel events ….etc.



Written Patient Safety Plan General
Components

7. Confidentiality.

8. Program Evaluation, at 

least annually.



Written Patient Safety Plan General
Components

9. Regulatory agencies and

accrediting bodies with

oversight  authority,  listing  of

their  standards  and  how  the

organization documents the

compliance with those

standards.



Written Patient Safety Plan General
Components

10. Reassessments of the 

program due to changes

in  legislation,  insurance
policy.



Written Patient Safety Plan General
Components

11. Education efforts related to 

safety  and  risk  reduction  and prevention.

12. Quarterly or Annual written 

reports to the governing body 

might include safety issues like:



Written Patient Safety Plan General
Components

1. All system or process

failures.

2.  The  number  and  type  of 

sentinel events.

reports



Written Patient Safety Plan General
Components

3. Whether the patients and the

families   were   informed   of   the
event.

4.  All  actions  taken  to  improve

patient   safety,   both   proactively

and in response to actual

occurrences.



Written Patient Safety Plan General
Components

5.   The   determined   number   of

distinct  improvement  projects  to 

be conducted annually.

6. All results of the analyses related 

to the adequacy of staffing.

• External reporting of significant
adverse events.



Basic principles of patient safety

1. Patient safety emerges from systems design

• The  more  complex  a  system  is,
the  more  chance  there  is  for

error, especially when there are

different systems working

together.   Safety   systems   have

many components.



Systems design 
(complex 
system)

Designed for 
the nature of 

illness 

Dependent on 
open learning 
(Learning from 
errors, culture)

Trustworthiness 
is essential 
(speak up)

Basic Principles of Patient Safety
The more complex a system is, the 

more chance there is for error, 

especially when there a different 

systems working together (culture/ 
environment/ material …etc )

*When a patient comes to a healthcare 

setting and is already ill, then 

something in their body has already 

gone wrong.

*Most conditions are common and
thus patients can be treated with 
standardized protocols and/or guidelines to 
help minimize error.

*The standardization decreases the 
opportunities for errors 

*There must be a culture of 

openness among all team 

members so learning can occur 

when errors arise.

*it also recognizes most errors 
are caused by flaws in the 
process rather than the person 

The members of the healthcare team 

must trust each other to speak up 

when an error or a potential error is 

identified 



Basic principles of patient safety
1. Patient safety emerges from systems design.

•  The safety systems are comprised of
procedures,   the   environment,   the
design   of   the   material   used,   the

training that has been done, and the 

culture  of  the  team  caring  for  the 

patient. All of these can contribute to 

errors.





James Reason’s Swiss Cheese
Model

•



James Reason's Swiss Cheese Model

•  Each  slice  of  Swiss  cheese  has 

holes in it, but the hole location 

will not be consistent to allow a 

straight  line  to  be  drawn  from 

the front to the back. There is a

barrier preventing further
passage through the cheese.



James Reason's Swiss Cheese Model
•  Catastrophic errors do not occur 

in isolation. It is only when the 

systems  align  in  a  certain  way, 

and the fail-safe mechanisms all 

fail,  that  the  catastrophic  event 

occurs.
• A   number   of   smaller   errors

leading up to a catastrophic error.









catastrophic errors do not 
occur in isolation.

Rather there are multiple 
opportunities for errors to 

occur. 

It is only when the systems 
align in a certain way, and 

the fail-safe mechanisms all 
fail, that the catastrophic 

event occurs

Swiss Cheese 



A central principle of TQM is that mistakes may be 
made by people, but most of them are caused, or at 
least permitted, by faulty systems and processes.



SYSTEMS THINKING IN HEALTHCARE
• Systems are multiple,

interconnected

(interrelated) components:
people, machines,

processes,  and  data  which 

operate  toward  a  common 

purpose.



SYSTEMS THINKING IN HEALTHCARE

• "The goal of a system is

to  maximize  the  output

of the whole

components (system),

not the output of each of 

its components.“



SYSTEMS THINKING IN HEALTHCARE
• Health systems are

considered

"macrosystems." Each

clinical unit and support 

unit is a "microsystem."



Complex System Theory: A "complex
adaptive system (CAS)

•  A healthcare organization, is:

1. complex  because  it  is  diverse

and comprised of many

interconnected elements and

2.  adaptive  because  it  can  learn

from experience and change.



Basic principles of patient safety

2. Patient safety is designed for the nature of illness.

• Patients can be treated with standardized protocols

and/or guidelines to help minimize error.

• The standardization decreases the opportunities for

errors.



Basic principles of patient safety

3. Patient safety is dependent on open learning.

• When  errors  occur,  the  team  should  learn  from

those errors.



Basic principles of patient safety

4.  Trustworthiness  is  essential  to  the  concept  of 

patient safety.

• The  members  of  the  healthcare  team  must  trust 

each other to speak up when an error or a potential 

error is identified.


	الشريحة 1
	الشريحة 2
	الشريحة 3
	الشريحة 4
	الشريحة 5
	الشريحة 6
	الشريحة 7
	الشريحة 8
	الشريحة 9
	الشريحة 10
	الشريحة 11
	الشريحة 12
	الشريحة 13
	الشريحة 14
	الشريحة 15
	الشريحة 16
	الشريحة 17
	الشريحة 18
	الشريحة 19
	الشريحة 20
	الشريحة 21
	الشريحة 22
	الشريحة 23
	الشريحة 24
	الشريحة 25: Patient safety must be integrated by leadership into strategic planning. Institute for Healthcare Improvement (IHI)77 outlines six things all boards can consider in their effort to improve quality and reduce harm: 
	الشريحة 26
	الشريحة 27
	الشريحة 28
	الشريحة 29
	الشريحة 30
	الشريحة 31
	الشريحة 32
	الشريحة 33
	الشريحة 34
	الشريحة 35
	الشريحة 36
	الشريحة 37
	الشريحة 38
	الشريحة 39
	الشريحة 40
	الشريحة 41
	الشريحة 42
	الشريحة 43
	الشريحة 44
	الشريحة 45
	الشريحة 46
	الشريحة 47
	الشريحة 48
	الشريحة 49
	الشريحة 50
	الشريحة 51
	الشريحة 52
	الشريحة 53
	الشريحة 54
	الشريحة 55
	الشريحة 56
	الشريحة 57
	الشريحة 58
	الشريحة 59
	الشريحة 60
	الشريحة 61
	الشريحة 62
	الشريحة 63
	الشريحة 64
	الشريحة 65
	الشريحة 66
	الشريحة 67
	الشريحة 68
	الشريحة 69
	الشريحة 70
	الشريحة 71
	الشريحة 72
	الشريحة 73
	الشريحة 74
	الشريحة 75
	الشريحة 76
	الشريحة 77
	الشريحة 78
	الشريحة 79
	الشريحة 80
	الشريحة 81
	الشريحة 82
	الشريحة 83
	الشريحة 84
	الشريحة 85
	الشريحة 86
	الشريحة 87

